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We  specialize  in  restoring  independence. 


CAMC's  Rehabilitation  Center  has  everything 
it  takes  to  help  the  seriously  disabled  regain 
physical  and  psychological  independence. 

Physical  therapists.  Speech  and  language 
pathologists.  Psychometricians.  Prosthetists. 
Every  therapy  discipline  is  represented  on  our 
rehabilitation  team.  Board-certified  physiatrists 
orchestrate  each  patient  s personalized  treat- 
ment plan,  supported  by  the  only  all-RN  nursing 
staff  in  the  state. 

All  treatment  and  technology  are  state-of- 
the-art.  An  independent  living  apartment  for 
practicing  home  skills.  Radiologic  techniques  to 
diagnose  severe  swallowing  problems.  A bio- 
feedback lab  to  help  patients  manage  pain  and 
regain  nerve  function. 


We  also  have  one  of  the  few  adjustable  ergo- 
nomic kitchens  in  the  nation.  And  one  of  only 
two  BTEs  in  the  state.  This  Baltimore  Technical 
Equipment  enables  patients  to  simulate  many 
common  tasks,  like  turning  wheels  and  working 
with  tools. 

CAMC's  Rehabilitation  Center  is  the  most 
comprehensive  facility  of  its  kind  in  West  Virginia. 
Hospital-based,  with  the  diversified  tertiary 
care  capabilities  of  CAMC  as  back-up. 

You  can  refer  your  patients  to  us  with  confi- 
dence. And  they’ll  return  to  you  with  confidence. 

For  more  information  and  admission 
details,  call  1-800-346-CARC. 
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There  Are  Two  Things 
You  Don’t  Get 
With  Our 
Group  Coverage: 


Fuss 


With  Blue  Cross  and  Blue  Shield  of 
West  Central  West  Virginia  (Parkersburg), 
you  get  complete  health  care  coverage 
for  your  group  — without  a lot  of  adminis- 
trative paperwork.  You’ll  have  all  the 
advantages  of  the  nation’s  #1  medical/ 
surgical  coverage,  plus  optional  paid 


prescription,  dental  and  vision  coverage, 
in  a plan  that  can  be  custom-designed 
to  fit  your  needs  and  your  budget.  And 
there’s  no  need  to  fuss  about  frequent 
rate  increases:  we  can  offer  a 12 -month 
rate  guarantee  to  groups  of  15  or  more. 


Forms 


Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9-line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 


no  handling  or  follow-up  on  your  part.  If 
you  need  answers  or  assistance,  all  you 
have  to  do  is  call  our  Customer  Service 
Department. 

Find  out  more  about  “No-Fuss,  No- 
Forms”  coverage  for  your  group.  Call  us 
toll-free  or  contact  your  local  independ- 
ent agent. 


In  WV call  1-800-344-5514  or 
1-800-654-5013. 
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CNAs  financial  stability 
can  be  vital  to  the  health 
of  your  practice. 


The  stability  of  an  insurance 
company  depends  largely  on 
its  financial  strength. This  is  im- 
portant to  you  because  it’s  a 
good  indicator  of  future  perform- 
ance— whether  the  company 
will  be  around  to  protect  you 
from  claims  down  the  road. 

The  CNA  Insurance 
Companies*  have  earned  an  AT 
rating  for  financial  strength 
from  the  AM.  Best  Company. 

This  measure  of  excellence  is 
a reflection  of  our  manage- 
ment strength  and  our  ability 
to  meet  obligations  now  and 
in  the  future. 

Another  good  indicator 


of  the  future  is  past  perfonnance.  CNA 
has  been  protecting  doctors  against 
malpractice  claims  for  more  than  20 
years.  We  understand  the  special  risks 
individual  physicians  and  group  prac- 
tices face.  Your  personal  assets  could 
be  at  risk  right  along  with  the  assets 
of  your  practice,  and  we  can  tailor 
coverages  to  meet  vour  exact  needs. 

For  more  information,  contact  your 
local  agent  or: 

McDonough  Caperton 
Insurance  Group 
One  Hillcrest  Dr.  East 
RO.  Box  1551 

Charleston,  WV  25326-1551 
(304)  346-0611 
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Although  patients  with  advanced 
breast  cancer  usually  die  of  their 
disease,  the  clinical  course  is  highly 
variable.  Numerous  investigators 
have  examined  potential  prognostic 
factors  predicting  time  to  recurrence 
for  primary  (localized)  breast 
cancer.  Less  attention  has  been  paid 
to  evaluating  prognostic  factors  in 
patients  presenting  with  metastatic 
disease. 

A group  of  86  women  with 
metastatic  breast  cancer  diagnosed 
between  1974  and  1984  was 
studied  to  determine  the  effect  of 
certain  prognostic  factors  on  sur- 
vival. Univariate  analysis  of  these 
factors  indicates  that  specific  sites 
of  recurrence,  estrogen  receptor  (ER) 
status,  size  of  the  primary  tumor  at 
original  diagnosis,  and  tumor 
histology;  i. e. , tumor  differentia- 
tion, were  significantly  associated 
with  predicting  survival  in  patients 
presenting  with  metastatic  disease. 

Poor  survival,  i. e. , less  than,  or 
equal  to,  22  months  from  initial 
presentation,  is  associated  with  a 
primary  tumor  greater  than  five 
cm.,  ER  level  less  than  10  f mol/mg. 
of  protein,  lung  and  bone  marrow 
recurrence,  and  poorly  differen- 
tiated histology.  Menstrual  status, 
age,  bone  or  lymph  node  site  of 


metastases,  and  elapsed  time  be- 
tween patient  knowledge  of  symp- 
toms and  subsequent  initial 
medical  evaluation  were  not  signifi- 
cant predictors  of  survival  in  pa- 
tients presenting  with  metastatic 
disease. 

Patients  with  metastatic  breast 
cancer  usually  die  of  their 
disease.  However,  the  clinical  course 
of  women  with  metastatic  disease  is 
highly  variable.  Some  patients  have 



i i jr ) oor  survival,  i.e., 
Jffess  than,  or  equal 
to,  22  months  from  initial 
presentation,  is  associated 
with  a primary  tumor 
greater  than  five  cm.,  ER 
level  less  than  10  fmol/mg. 
of  protein,  lung  and  bone 
marrow  recurrence,  and 
poorly  differentiated 
histology,  y y 


aggressive  disease  while  others  have 
a more  indolent  course.  Numerous 
investigators  have  examined  poten- 
tial prognostic  factors  for  predicting 
time  to  recurrence  for  patients  with 
primary  disease.  Less  attention  has 
been  paid  to  evaluating  prognostic 
factors  for  predicting  survival  in  pa- 
tients who  present  with  metastatic 
disease. 

We  retrospectively  reviewed 
data  from  a group  of  86  women 
with  metastatic  breast  cancer  treated 
at  Charleston  Area  Medical  Center 
(CAMC)  from  1974  to  1984  in  order 


to  examine  prognostic  factors  which 
might  predict  prolonged  survival. 

Materials  and  Methods 

Patients  included  in  this  study  were 
selected  from  a large  data  base  of 
patients  identified  by  the  tumor 
registry 

All  the  information  on  the  prog- 
nostic factors  was  obtained  from  the 
medical  records  (inpatient  and 
outpatient)  and  tumor  registry 
abstracts.  The  age,  menopausal 
status,  and  time  period  between  in- 
itial symptoms  and  subsequent 
medical  evaluation  were  obtained 
from  the  patient  history  on  admis- 
sion. Sites  of  metastases  were 
documented  by  physical  examina- 
tion, x-rays,  and/or  scans.  The  size 
of  the  primary  tumor  was  determin- 
ed from  the  pathology  report.  The 
degree  of  tumor  cell  differentiation 
was  determined  by  reviewing  both 
the  pathology  reports  and  original 
slides.  Estrogen  receptor  (ER)  was 
measured  by  the  dextran-coated 


TABLE  1 
Demographics 

Size  of  Primary  Tumor  Number 

(%) 

< 2 cm. 

14 

16 

2 -5  cm. 

38 

44 

> 5 cm. 

29 

34 

Unknown 

5 

6 

ER  Level 

> 10  Fmol/mg.  (ER 

+ ) 37 

43 

< 10  Fmol/mg.  (ER< ) 13 

15 

Unknown 

36 

42 

Menopausal  Status 

at  Relapse 

Post-menopausal 

67 

78 

Pre-menopausal 

19 

22 

Mean  Age: 

57.5  years 

Age  Range: 

25  - 92  years 

Mean  Survival: 

22  months 

Range  of  Survival: 

1 w’eek  - 93  months 
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charcoal  method.  Tumors  with  at 
least  10  fmol/mg  cytosol  protein  of 
ER  were  defined  to  be  ER-positive. 
The  ER  value  at  the  time  of  original 
diagnosis  was  used  since  few  pa- 
tients had  subsequent  ER  assays  per- 
formed when  they  presented  with 
metastatic  disease. 

The  variable  of  interest  was  sur- 
vival measured  from  the  time  of 
first  recurrence.  Univariate  survival 
distributions  were  estimated  using 
the  chi-square  method. 

Results 

The  demographic  characteristics  of 
this  group  of  patients  are  presented 
in  Table  1.  Seventy-eight  per  cent 
of  the  patients  had  primary  tumors 
larger  than  two  cm.  in  diameter; 
forty-three  per  cent  were  ER- 
positive.  Most  patients  were  post- 


TABLE 2 

Sites  of  Metastatic  Disease 

Total  Number 

Site 

of  Patients 

Bone 

55 

Lymph  node 

32 

Liver 

16 

Soft  tissue 

14 

Lung 

10 

Bone  marrow 

10 

Brain 

5 

One  site  of  disease 

34 

More  than  one  site  of 

disease 

52 

TABLE  3 

Type  of  Treatment 

Therapy 

Number  of 
Patients 

Chemotherapy  and  radiation 

13 

Chemotherapy  and  surgery 

13 

Chemotherapy,  radiation, 
surgery,  and  hormone 

12 

Chemotherapy,  surgery,  and 
hormone 

7 

Surgery  alone 

6 

Radiation  alone 

6 

Chemotherapy,  radiation, 
surgery 

5 

Chemotherapy,  radiation, 
and  hormone 

5 

Chemotherapy  alone 

4 

Surgery,  hormone,  and 
radiation 

4 

Surgery  and  hormone 

3 

Hormone  alone 

3 

Chemotherapy  and 
hormone 

2 

Surgery  and  radiation 

2 

No  therapy 

1 

menopausal,  and  the  mean  age  was 
57  years  (range,  25-92  years).  The 
mean  survival  was  22  months  (range 
one  week  to  93  months). 

The  sites  of  metastatic  disease 
are  shown  in  Table  2.  The  majority 
of  patients  presented  with  bone 
and/or  lymph  node  metastases. 
Fifty-two  patients  (60  per  cent) 
presented  with  more  than  one  site 
of  metastatic  disease. 

The  type  of  therapy  ad- 
ministered to  this  group  of  patients 
is  shown  in  Table  3.  The  majority 
of  patients  received  multiple 
modalities  of  therapy  (e.g.,  surgery 
plus  radiation,  surgery  plus 
chemotherapy,  surgery  plus 
chemotherapy  plus  hormonal 
therapy  plus  radiotherapy,  etc.)  On- 
ly 19  patients  received  a single 
modality  of  therapy,  six  underwent 
surgery  (modified  radical  or  simple 
mastectomy),  six  received 
radiotherapy,  four  received 
chemotherapy,  and  three  hormonal 
therapy.  Chemotherapy  regimens  in- 
cluded cyclophosphamide, 
methotrexate,  5-fluorouracil  (CMF) 


or  CMF-like  regimens  (53  per  cent); 
Cytoxan,  adriamycin,  and 
5-fluorouracil  (40  per  cent);  and 
miscellaneous  treatment  (seven  per 
cent).  Only  one  patient  received  no 
therapy. 

The  results  of  analyzing  poten- 
tial prognostic  factors  one  at  a time 
are  presented  in  Table  4.  Specific 
sites  of  recurrence,  estrogen  recep- 
tor status,  size  of  the  primary  tumor 
at  diagnosis,  and  tumor  differentia- 
tion were  significantly  associated 
with  survival  at  presentation.  Poor 
survival  (i.e. , less  than  or  equal  to 
22  months  from  initial  presentation) 
was  associated  with  a primary 
tumor  greater  than  five  cm.,  ER 
level  less  than  10  fml/mg  protein, 
lung  and  bone  marrow  recurrence, 
and  poorly  differentiated  tumor. 
Menstrual  status,  age,  bone/lymph 
node  site  of  metastases,  and  the 
elapsed  time  between  patient 
knowledge  of  symptoms  (i.e.,  breast 
mass)  and  subsequent  initial  medical 
evaluation  were  not  significant 
predictors  of  survival. 


TABLE  4 

Univariate  Survival  Analysis 

Size  of  primary  tumor 

< 22  mos. 

>22  mos. 

p value 

< 2.  cm. 

4 

5 

2 - 5 cm. 

21 

19 

.03 

> 5 cm. 

ER  level 

> 10  Fmol/mg 

24 

6 

protein 

< 10  Fmol/mg. 

21 

17 

protein 

Unknown 

1 1 

2 

.05 

Menopausal  status 

Pre-menopausal 

1 1 

8 

Post-menopausal 

43 

23 

NS 

Age 

< 50 

13 

9 

> 50 

41 

NS 

Bone  recurrence 

Yes 

37 

23 

No 

17 

9 

NS 

Lung  recurrence 

Yes 

17 

5 

No 

37 

27 

.10 

Liver  recurrence 

Yes 

13 

4 

No 

41 

28 

NS 

Brain  recurrence 

Yes 

4 

1 

No 

50 

31 

NS 
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The  results  of  this  study  are  in 
agreement  with  those  of  other 
studies  (1,2,3)-  The  previously 
documented  favorable  outcome  for 
patients  with  ER-positive  and  well- 
differentiated  or  moderately  well- 
differentiated  tumors,  and  poorer 
outcome  for  large  (>5  cm)  ER- 
negative  and/or  poorly  differentiated 
tumors  was  found  here. 


( (bribe  previously 
JL  documented 
favorable  outcome  for  pa- 
tients with  ER-positive  and 
well-differentiated  or 
moderately  well- 
differentiated  tumors,  and 
poorer  outcome  for  large 
(>5  cm)  ER-negative 
and/or  poorly  differen- 
tiated tumors  was  found 
here,  y y 


Previous  investigators  have  sug- 
gested a relationship  between  ER 
status  and  tumor  histology.  Fisher 
(4)  et  al.  noted  the  association  be- 
tween ER  positivity  and  tumor  dif- 
ferentiation. In  this  study,  none  of 
the  patients  with  ER-negative  tumors 
was  well  or  moderately  well  dif- 
ferentiated whereas  all  patients  with 
well-differentiated  tumors  were 
ER-positive. 

Because  these  patients  were 
diagnosed  and  treated  by  different 
physicians,  it  is  likely  that  different 
diagnostic  procedures  were  used  to 
document  the  time  and  site  of 
metastatic  disease,  and  follow-up 
may  have  varied  among  physicians. 
Delayed  detection  of  disease  would 
artificially  shorten  the  survival  time. 
However,  in  this  study  the  time 
delay  between  patients’  initial 
symptoms  and  subsequent  initial 
medical  evaluation  did  not  correlate 
with  survival.  There  was  little 
statistical  significance  in  22-month 
or  greater  survival  in  those  seeking 
medical  attention  within  three 
months  compared  to  those  waiting 
12  months  or  more. 


It  is  possible  that  the  ER  status 
at  the  time  of  recurrence  may  differ 
from  the  ER  status  at  diagnosis  (5), 
and  that  changes  in  receptor  status 
may  be  of  prognostic  significance. 
However,  recurrences  usually  do  not 
occur  in  easily  biopsiable  locations, 
and  even  when  they  did,  ER  status 
was  not  routinely  assessed  in  this 
patient  population.  One  might 
postulate  that  ER  status  at  recur- 
rence might  be  a better  prognostic 
indicator  for  patient  survival  than 
when  performed  at  the  time  of 
original  diagnosis. 

Therapy  was  not  included  in 
the  statistical  model.  The  treatments 
that  these  patients  received  were 
not  uniform  with  respect  to  modali- 
ty (i.e. , radiotherapy,  surgery, 
chemotherapy,  etc.),  dosage,  timing, 
or  drug  combinations  for  those 
receiving  chemotherapy. 

Several  recent  studies  have 
demonstrated  that  DNA  labeling  in- 
dices via  flow  cytometry  (6)  and  on- 
cogene expression  (7)  may  be  more 
important  prognostic  factors  than 
ER  status  for  certain  subsets  of  pa- 
tients. Since  the  methodology  for 
determining  these  factors  was  only 
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West  Virginia  leads  the  nation  in 
mortality  from  coronary  heart 
disease  among  both  men  and 
women  aged  35  to  74.  Although 
there  has  been  some  research  with 
respect  to  behavioral  risk  factors, 
little  is  known  about  the  prevalence 
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developed  in  the  past  several  years 
and  was  available  only  in  a few 
research  centers,  these  were  not  per- 
formed in  patients  in  this  series.  It 
will  be  of  interest  to  see  how  flow 
cytometry  and  oncogene  expression 
combined  with  other  prognostic 
factors  influence  survival  in  patients 
presenting  with  metastatic  disease. 
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of  high  serum  cholesterol  among 
West  Virginia  residents.  The  present 
paper  begins  this  examination  by 
reporting  the  results  of  a medical 
chart  audit  conducted  recently  in  a 
rural  medicine  clinic  in  Matewan, 
West  Virginia.  Results  revealed  that 
only  17  per  cent  of  the  501  charts 
reviewed  reported  serum 
cholesterol.  Significant  differences 
were  noted  between  the  local  sam- 
ple and  a national  comparison  for 
two  groups.  The  implications  of 
these  findings  are  discussed. 

Introduction 

West  Virginia  leads  the  nation  in 
mortality  from  coronary  heart 
disease  (CHD)  (1).  The  adjusted  car- 
diac mortality  for  West  Virginia  has 
been  reported  to  exceed  the  na- 
tional average  by  16  per  cent  and  is 
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TABLE 


Comparison  of  Mean  Cholesterol  Levels  for  a National  and  Local  Sample 


National 

Local 

Sex 

Age  Group 

Mean 

SD 

N 

Mean 

SD 

N 

t 

M 

20-24 

180 

1.7 

676 

253 

63.75 

8 

-4.34 

M 

25-34 

199 

1.5 

1067 

198 

9.93 

35 

0.08 

M 

35-44 

217 

2.0 

745 

228 

5.97 

59 

-1.55 

M 

45-54 

227 

1.8 

690 

219 

7.68 

42 

1.03 

M 

55-64 

229 

1.8 

1227 

214 

6.52 

62 

1.89 

M 

65-74 

221 

1.8 

1199 

217 

6.36 

39 

0.39 

M 

20-74 

211 

1.2 

5604 

218 

3.70 

245 

-1.16 

F 

20-24 

184 

1.9 

738 

163 

9.57 

8 

1.12 

F 

25-34 

192 

1.4 

1170 

200 

7.45 

28 

-0.88 

F 

35-44 

207 

1.8 

844 

210 

8.16 

43 

-0.41 

F 

45-54 

232 

2.2 

763 

230 

7.46 

50 

0.23 

F 

55-64 

249 

2.0 

1329 

239 

6.80 

53 

0.95 

F 

65-74 

246 

1.6 

1416 

242 

5.32 

74 

0.58 

F 

20-74 

215 

1.2 

6260 

227 

3.21 

256 

-1.98' 

*p<. 05 

* *p<  .01 


thought  to  be  30  per  cent  higher 
for  the  critical  35-to-64  age  group. 
Eighty-four  per  cent  of  West  Virginia 
counties  are  reported  to  exceed  the 
national  average  by  20  per  cent  or 
more  (2). 

The  overall  14-per  cent  decline 
in  CHD  mortality  in  West  Virginia 
from  I960  to  1980  has  also  lagged 
behind  the  estimated  nationwide 
decline  of  27  per  cent  (2).  A sup- 
position is  that  this  slowed  rate  of 
decline  may  be  due  to  unfamiliarity 
with  concepts  and  management 
methods  central  to  preventive  car- 
diology which  have  not  yet  reached 
the  rural  populations  of  this  state  (3). 

Further  evidence  of  this  pro- 
blem is  found  when  comparing 
prevalence  rates  for  CHD  risk  factors 
in  West  Virginia.  Although  there  is 
minimal  comparative  data,  West 
Virginia  has  been  reported  to 
possess  the  “distinction”  of  being 
second  and  third  in  the  nation  with 
respect  to  high  rates  of  smoking  and 
obesity.  West  Virginia  was  also 
found  to  have  the  highest 
prevalence  of  uncontrolled 
hypertension  among  the  15  states 
participating  in  the  surveillance  pro- 
gram (4). 

There  have  been  no  published 
reports  to  date,  however,  that  ex- 
amine serum  cholesterol  as  a car- 
diovascular risk  factor  among  West 
Virginia  residents.  An  examination 
of  physician  practices  with  respect 
to  the  detection  and  evaluation  of 
this  risk  factor  becomes  increasingly 


salient  in  light  of  the  recent  recom- 
mendations established  by  the  Adult 
Treatment  Panel  of  the  National 
Cholesterol  Education  Program  (5). 

It  is  the  purpose  of  the  present 
paper  to  begin  this  examination  by 
reporting  the  findings  of  a recently 
conducted  investigation  of  the 
medical  records  of  a rural  general 
medicine  clinic  that  serves  the 
residents  of  Matewan,  West  Virginia. 


< ignificant 

differences  were 
noted  between  national 
and  local  cholesterol 
values  for  one  sample  of 
young  men  (age  20-24) 
and  for  the  sample  of 
females  as  a whole  (age 
20-74).  yy 


Materials  and  Methods 

The  Matewan  Clinic  in  the  County 
of  Mingo  in  southwest  West  Virginia 
served  as  the  setting  for  the  present 
study.  This  clinic  provides  primary 
health  care  to  a population  base  of 
over  7,000  residents  living  across  a 
225-mile  radius  of  Appalachian  ter- 
rain. A total  of  3,620  medical 
records  of  patients  attending  the 
Matewan  Clinic  from  1982  through 
1987  were  reviewed  for  availability 


of  serum  cholesterol  levels.  Medical 
charts  were  accepted  for  inclusion 
in  the  study  if  total  serum 
cholesterol  was  documented,  and  if 
the  patient  fell  between  the  ages  of 
20  to  75.  If  more  than  one 
cholesterol  level  was  noted  in  the 
patient’s  record,  the  most  recent 
sample  was  recorded  for  purposes 
of  this  study.  All  participants  were 
Caucasian.  Pregnant  women  were 
excluded  from  study.  It  was  not 
determined  why  cholesterol  screen- 
ing had  been  ordered  by  the 
patient’s  physician. 

Results 

Total  serum  cholesterol  was 
documented  in  17  per  cent  of  pa- 
tient records  (609/3,620).  The  age 
criterion  of  20  to  75  years  (mean 
age  = 50.2  years)  was  met  in  501 
of  these  records  (13.8  per  cent). 

Total  male  and  female  patients’ 
charts  reviewed  were  245  and  256, 
respectively. 

Patient  values  obtained  from  the 
Matewan  Clinic  chart  audit  were 
compared  to  national  cholesterol 
values  (6)  (Table).  A t-test  for  two  in- 
dependent samples  revealed  a 
significant  difference  between  the 
two  populations  among  men  aged 
20-24  (t  = -4.34,  p < .01)  and 
among  women  in  the  overall  age 
group  of  20-74  (t  = -1.98,  p < .05). 

It  also  should  be  noted  that  the 
mean  difference  between  the  local 
and  national  sample  approached 
significance  for  men  aged  55-64. 

Discussion 

The  results  of  the  present  study 
provide  preliminary  descriptive  in- 
formation regarding  cholesterol  as  a 
risk  factor  in  a sample  of  rural  West 
Virginia  citizens.  Two  issues  are  im- 
mediately apparent.  First,  significant 
differences  were  noted  between  na- 
tional and  local  cholesterol  values 
for  one  sample  of  young  men  (age 
20-24)  and  for  the  sample  of  females 
as  a whole  (age  20-74).  Although 
these  results  are  preliminary,  they 
do  warrant  additional  scientific  in- 
quiry. Further  investigation  is  also 
suggested  by  the  near-significant  fin- 
dings among  the  older  men. 

Secondly,  and  perhaps  most  im- 
portantly, the  present  study  suggests 
that  total  serum  cholesterol  received 
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only  minimal  attention  as  a car- 
diovascular risk  factor  in  this  clinic. 
Because  reasons  for  requesting 
cholesterol  levels  were  not  iden- 
tified in  the  present  study,  it  is 
unclear  from  the  present  data  why 
only  17  per  cent  of  a clinic  sample 
over  a four-year  period  was 
evaluated  for  this  purpose. 

If  these  results  are  represen- 
tative of  other  rural  clinics 
throughout  the  state,  a rather  serious 
problem  may  exist  with  regard  to 
serum  cholesterol  levels  for  young 
males  and  for  females  as  a whole.  If 
future  research  corroborates  these 
findings,  there  will  be  significant 
clinical  implications  for  practicing 
physicians  in  rural  West  Virginia. 
Given  the  high  prevalence  of  smok- 
ing and  obesity  in  this  state,  higher- 
than-average  serum  cholesterol  levels 
are  not  only  plausible,  but  are  likely 
to  compound  the  complexity  of 
treatment  in  the  often  economically 
disadvantaged  rural  patient.  The 
recommendations  of  the  Adult  Treat- 
ment Panel  of  the  National 
Cholesterol  Education  Program 
clearly  suggest  that  total  serum 
cholesterol  should  be  measured  in 
all  adults  20  years  and  older  at  least 
once  every  five  years.  Intensive 
research  with  respect  to  the 
feasibility  of  implementing  this 
recommendation,  along  with  the  re- 
quired followup,  classification,  and 
treatment  of  these  patients,  will  be 
needed  in  the  rural  setting  of  West 
Virginia. 

Additional  research  is  needed 
before  conclusions  can  be  drawn 
from  the  present  data.  The  degree 
to  which  the  current  sample  is 
representative  is  unclear,  and  this 
may  be  one  of  the  weaknesses  of 
the  present  study.  Future  investiga- 
tions may  be  more  fruitful  if  atten- 
tion is  given  to  the  representative 
character  of  the  sample  as  well  as 
reasons  for  requesting,  or  failing  to 
request,  a cholesterol  level. 
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Though  the  incidence  of  peripartum 
cardiomyopathy  (PPCM)  is 
reported  to  be  only  one  in  1,300  to 
one  in  4,000  (1,2),  there  are  inade- 
quate guidelines  for  anesthetic 
management  during  labor  or 
cesarean  section  in  these  patients. 
Vielle,  in  a recent  review  (2)  of  454 
well-documented  cases  of  PPCM, 
did  not  discuss  anesthetic  manage- 
ment. In  a case  report  that  presents 
details  of  anesthetic  management, 
the  diagnosis  was  made  in- 
traoperatively  (3).  PPCM  in  repeat 
pregnancies  is  even  less  commonly 
discussed.  We  present  the  case  of  a 
woman  known  to  have  PPCM  who 
had  a successful  repeat  cesarean  sec- 
tion. Local  anesthesia  was  used  to 
supplement  epidural  fentanyl 
analgesia. 

Case  Report 

A 30-year-old  woman  was  admitted 
for  repeat  cesarean  section.  She  was 
gravida  3,  para  2-0-0-2.  Her  medical 
history  included  hepatitis  five  years 
earlier.  Her  first  pregnancy  was  com- 
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plicated  by  placenta  previa 
necessitating  a cesarean  section.  Her 
second  cesarean  section,  which  oc- 
curred 14  months  before  this  admis- 
sion, was  complicated  by  postpar- 
tum dilated  cardiomyopathy, 
pulmonary  embolism,  and  bilateral 
pleural  effusions.  A multiple-gated 
scan  performed  seven  days  after  the 
second  delivery  revealed  an  ejection 
fraction  of  37  per  cent  and  apical 
akinesia.  After  two  months  of  con- 
servative therapy,  her  ejection  frac- 
tion improved  to  68  per  cent. 

The  present  pregnancy  was 
complicated  by  bleeding  during  the 


i it-r*  hough  the  incidence 
X of  peripartum  car- 
diomyopathy (PPCM)  is 
reported  to  be  only  one  in 
1,300  to  one  in  4,000  (1, 

2),  there  are  inadequate 
guidelines  for  anesthetic 
management  during  labor 
or  cesarean  section  in 
these  patients,  y y 


first  trimester.  There  was  no  episode 
of  frank  congestive  heart  failure.  On 
physical  examination,  the  patient 
was  5’4”  tall  and  weighed  67.7  kg. 
An  echocardiogram  revealed  normal 
valves  and  chamber  sizes,  except  for 
a slight  increase  in  the  size  of  left 
ventricle. 

The  patient  was  administered 
30  ml  of  0.3  M sodium  citrate  orally 
one  half  hour  preoperatively.  She 
was  light-headed  while  lying  down 
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but  comfortable  in  a sitting  position. 
With  the  patient  sitting  up  on  the 
operating  table,  a 16-gauge  in- 
travenous catheter  in  the  left  arm 
and  a left  radial  arterial  catheter 
were  established.  Then  the  patient 
was  placed  supine  with  a 30°  wedge 
positioned  under  the  right  hip. 

During  preparation  for  insertion 
of  a right  internal  jugular  catheter, 
she  complained  of  lightheadedness. 
Blood  pressure  was  50/30  mmHg. 
Manual  displacement  of  the  uterus 
to  the  left  failed  to  alleviate  the 
symptoms  or  to  restore  the  blood 
pressure.  The  patient  was  im- 
mediately placed  in  the  left  lateral 
decubitus  position.  She  felt  better 
and  the  blood  pressure  returned  to 
100/60  mmHg  with  no  other  treat- 
ment. The  right  internal  jugular  vein 
was  cannulated  with  a 7-French  in- 
troducer in  lateral  position.  A 
pulmonary  artery  catheter  was  plac- 
ed without  difficulty,  and  the  heart 
maintained  a sinus  rhythm  during 
this  procedure. 

Initial  hemodynamic  variables 
were  heart  rate  (HR)  76  beats/min, 
central  venous  pressure  (CVP)  9 
mmHg,  pulmonary  artery  pressure 
(PAP)  29/17  mmHg,  pulmonary 
capillary  wedge  pressure  (PCWP)  18 
mmHg,  cardiac  output  3.4  1/min 
and  blood  pressure  110/65  mmHg. 

In  view  of  the  low  cardiac  output, 
high  pulmonary  artery  occlusion 
pressure,  unusually  severe  supine 
hypotensive  syndrome,  and  a 
documented  history  of  postpartum 
cardiomyopathy,  it  was  decided  to 
provide  analgesia  with  epidural  fen- 
tanyl  (4,5).  With  the  patient  in  the 
sitting  position,  a lumbar  epidural 
catheter  was  placed  in  the  L2-L} 
interspace  using  loss-of-resistance 
technique.  No  local  anesthetic  or 
epinephrine  solution  was  used  for  a 
test  dose.  Fentanyl  was  mixed  with 
an  equal  volume  of  normal  saline 
and  injected  slowly  in  divided  doses 
via  the  epidural  catheter.  A total  of 
300  micrograms  of  fentanyl  injected 
over  15  minutes  yielded  complete 
analgesia  to  pin  prick. 

There  was  no  change  in  the  pa- 
tient’s vital  signs,  respiration,  or 
level  of  consciousness  after  the 
epidural  fentanyl  injection,  and  the 
skin  on  the  abdomen  was  infiltrated 
with  10  ml  of  0.5  per  cent  lido- 
caine.  Just  before  surgery, 
hemodynamic  variables  were  HR  59 


beats/min,  CVP  10  mmHg,  PAP  25/17 
mmHg,  PCWP  12  mmHg,  CO  3.4 
1/min.  Cesarean  section  proceeded 
without  incident  with  the  patient  in 
left  lateral  decubitus  position.  A nor- 
mal baby  was  delivered  in  one  half 
hour.  Apgar  scores  were  eight  and 
nine  at  one  and  five  minutes, 
respectively. 

The  patient’s  arterial  blood  and 
the  umbilical  cord  blood  at  the  time 
of  delivery  were  collected  for  assay 
of  serum  concentration  of  fentanyl. 
Maternal  and  fetal  levels  soon  after 
delivery  were  0.96  and  0.84 
nanograms  per  milliliter,  respective- 
ly. Fentanyl  assays  were  performed 
using  a commercially  available 
radioimmunosassay  kit  (Janssen  Life 
Sciences).  It  measures  a minimum 
concentration  of  0.1  ng/ml  of  serum 
with  greater  than  90-per  cent  ac- 
curacy. 

Cardiac  output  10  minutes  after 
delivery  was  5.08  1/min  and  re- 


i i>-rihe  most  sensitive 
JL  prognostic  in- 
dicator in  patients  with 
dilated  cardiomyopathy  is 
pulmonary  capillary 
wedge  pressure  (PCWP), 
with  a P value  in 
univariate  logistic 
analysis  of  0.002  (8).  y y 


mained  around  5 1/min  in  the 
postpartum  period.  Traction  on  the 
pelvic  organs  during  closure  caused 
some  discomfort  necessitating  sup- 
plementation intravenously  with  200 
micrograms  of  fentanyl.  Estimated 
blood  loss  was  800  milliliters,  and 
1.2  liters  of  crystalloid  were  ad- 
ministered during  the  procedure.  At 
the  end  of  the  procedure  the 
epidural  catheter  was  removed. 

Blood  pressure  remained  110- 
120/60-70  mmHg  throughout  the 
surgery. 

The  patient  was  taken  to  the 
recovery  room  in  stable  condition 
in  the  supine  position  where  she 
recovered  uneventfully.  She  required 
no  analgesics  nine  hours 
postoperatively.  PAP  remained 
12-15/6-7  mmHg,  PCWP  8-11  mmHg, 


and  BP  114-128/64-70  mmHg.  On 
the  third  postoperative  day  a small 
left  pleural  effusion  was  noted, 
which  resolved  with  no  treatment 
two  days  later. 

Discussion 

PPCM  may  be  defined  as  the  occur- 
rence of  cardiac  failure  in  the  last 
month  of  pregnancy  or  the  initial 
five  postpartal  months  in  the 
absence  of  demonstrable  etiology 
and  absence  of  demonstrable  heart 
disease  before  the  last  month  of 
pregnancy  (6).  Demakis  also  notes 
that  the  outcome  of  subsequent 
pregnancies  for  the  mother  is 
favorable  in  the  absence  of  persis- 
tent cardiomegaly  (6).  Mortality  due 
to  PPCM  in  published  reports  in  the 
United  States  ranges  from  22  per 
cent  to  80  per  cent  (1).  Wide  varia- 
tions in  the  reported  mortality  rates 
may  be  due  to  the  variable  period 
of  follow-up,  which  ranges  from 
several  months  to  many  years.  Data 
regarding  fetal  outcome  are  not 
available.  In  repeat  pregnancies  the 
patient’s  cardiac  status  tends  to 
deteriorate  temporarily  or  per- 
manently (7). 

The  most  sensitive  prognostic 
indicator  in  patients  with  dilated 
cardiomyopathy  is  pulmonary 
capillary  wedge  pressure  (PCWP), 
with  a P value  in  univariate  logistic 
analysis  of  0.002  (8).  In  these  pa- 
tients, highly  sensitive  prognostic  in- 
dicators (P  = 0.002  to  0.009),  in  the 
order  of  decreasing  sensitivity,  were 
PCWP,  left-sided  conduction  delay, 
mean  right  atrial  pressure,  and 
echocardiographic  percentage 
change  in  diameter.  Less  sensitive 
(P  = 0.02  to  0.04)  prognostic  in- 
dicators, again  in  the  order  of 
decreasing  importance,  were  ven- 
tricular arrhythmias,  dyspnea, 
angiographic  ejection  fraction,  atrial 
fibrillation/flutter,  and  S3  gallop. 
Clinically  significant  but  least  sen- 
sitive indicators  (P  = 0.05)  were  end- 
diastolic  diameter  and  left  ven- 
tricular end-diastolic  pressure. 

Other  features  such  as  age, 
duration  of  symptoms,  chest  pain, 
and  associated  valvular  lesions  did 
not  influence  outcome.  Whether  or 
not  these  indicators  have  the  same 
diagnostic  value  in  PPCM  is  not 
known.  Our  patient  had  elevated 
wedge  pressures  and  no  ar- 
rhythmias, conduction  abnormality, 
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or  gallop.  Angiographic  ejection 
fraction  was  not  done  to  avoid  ex- 
posing the  fetus  to  radiation  effects. 

Repeat  pregnancies  in  a patient 
with  PPCM  are  associated  with  in- 
creased morbidity  and  mortality. 
During  subsequent  pregnancies, 
these  patients  have  a reported  in- 
cidence of  cardiac  failure  as  high  as 
50  per  cent  to  88  per  cent,  and  a 
reported  mortality  rate  as  high  as  60 
per  cent  (2). 

Pregnancy  itself  produces  an  in- 
creased intravascular  volume.  This 
may  have  contributed  to  the  pa- 
tient’s elevated  PCWP.  A pregnancy- 
induced  increase  in  intravascular 
volume  leads  to  progressive,  eccen- 
tric left  ventricular  enlargement  and 
tachycardia.  Left  ventricular  func- 
tion, though  not  augmented,  is  well 
preserved  in  normal  subjects  (9). 
Detailed  hemodynamic  data  on 
patients  with  PPCM  are  limited. 
Segmental  wall  motion  abnormalities 
(e.g.,  apical  wall  hypokinesia)  and 
reduced  ventricular  compliance  in 
these  patients  contribute  to  cardiac 
decompensation  (10). 

During  the  third  trimester,  in 
normal  pregnant  women  evaluated 
in  the  left  lateral  position  by 
echocardiography,  the  cardiac  out- 
put is  8.56  ± .51  1/min,  and  the 
cardiac  index  is  4.85  ± 0.27 
1/min/m2  (9).  Our  patient’s  cardiac 
output  was  considerably  lower.  Her 
supine  hypotension  was  severe 
despite  positioning  with  a 30° 


wedge,  and  resulted  in  nearly  com- 
plete cardiovascular  collapse.  Full 
recovery  occurred  after  she  was 
placed  in  the  lateral  position. 

Burch  et  al. , in  their  series  of 
34  patients,  reported  that  all  had  ab- 
normal ECGs,  the  most  frequent  be- 
ing T wave  abnormalities  such  as  in- 
verted, biphasic,  or  flattened  T wave 
in  precardial  leads,  particularly  in 
V4-V6.  Prominent  R wave  in  V5-V6 
was  found  in  23  of  the  34  patients. 
Poor  R wave  progression  was  noted 
in  26  of  34  patients. 

The  beneficial  effect  of  pro- 
longed bed  rest  in  the  treatment  of 
PPCM  is  clearly  demonstrated. 
Although  these  patients  are 
predisposed  to  thromboembolic 
phenomena,  acute  pyelonephritis, 
premature  ventricular  contractions 
(PVCs),  and  atrial  fibrillation,  bed 
rest  does  not  further  increase  the 
risk  of  thromboemboli.  These  pa- 
tients are  very  sensitive  to  digitalis 
preparation,  developing  frequent 
multifocal  PVCs.  The  administration 
of  steroids  has  been  useful  on  occa- 
sion (11). 

Our  patient  developed  severe 
supine  hypotension  which  resulted 
in  a near  cardiovascular  collapse. 
PPCM  accounts  for  less  than  one 
per  cent  of  the  cardiovascular  prob- 
lems associated  with  pregnancy.  The 
anesthesiologist  should  always  keep 
PPCM  in  mind  when  administering 
anesthesia  to  obstetric  patients.  As 
there  is  lack  of  unifor- 


mity in  the  cases  reported,  there  is  a 
need  for  further  studies  to  clarify 
the  anesthetic  management  of 
PPCM. 
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POSITIONS  AVAILABLE 
THE  MYERS  CLINIC  — Philippi,  West  Virginia 


Notice:  Seeking  Internal  Medicine  Board  Certified  or  Board  Eligible  and/or  Family  Practice  with  Ob. 
Also:  Seeking  Locum  Tenen— Ob/Gyn  or  Family  Practice  with  Ob.,  Internal  Medicine. 
1-800-346-2800  In  State. 


Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  W V 26416.  1-(304)  457-2800 
Out-of-State. 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 


$30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS 


If  you  are  a board-certified  physician  or  a candidate  for  board  certification  in  one  of  the  following 
specialties,  you  may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army  Reserve. 


Anesthesiology 
General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon- Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


A test  program  is  being  conducted  from  August  1, 1989  through  September  30, 1990,  which  offers  a 
bonus  to  eligible  physicians  who  reside  in  certain  geographic  areas  (Pennsylvania,  West  Virginia, 
Ohio,  Michigan,  Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You  would  receive  a $10,000 
bonus  for  each  year  you  serve  as  an  Army  Reserve  physician— for  a maximum  of  three  years. 

You  may  serve  near  your  home,  at  times  convenient  for  you,  or  at  Army  medical  facilities  in  the 
United  States  and  abroad.  There  are  also  opportunities  to  attend  conferences  and  participate  in 
special  training  programs,  such  as  the  Advanced  Trauma  Life  Support  Course. 

To  learn  more  about  the  Army  Reserve  and  the  Bonus  Test  Program,  call  one  of  our  experienced 
Medical  Personnel  Counselors: 

MAJ.  JAMES  H.  ANWAY 
(412)  644-4432 


ARMY  RESERVE 
BE  ALL  YOU  CAN  BE 


At  HIGHLAND,  our  aim  is  to  see  through  patients  — 

So  that  they  can  see  through  themselves  — 

And  that  ultimately  — they  may  see  themselves  through. 


300  56th  Street,  S.E.,  P.O.  Box  4107 
Charleston,  West  Virginia  25364 
(304)  925-4756 

HIGHLAND  BRIDGES  THE  GAP  BETWEEN  MENTAL  ILLNESS  AND  MENTAL  HEALTH 


The  Laser  Surgery  Center 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 

Eye-Ear-Nose-Throat 

John  A.  B.  Holt,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 


President’s  Page 


‘ 7 am  now  confident  that  the 
resources  of  our  Association  will  be 
called  upon  whenever  important 
health  care  decisions  are  to  be  made 
in  our  state." 


Links  Forged 


Well,  it  looks  like  it’s  time  to 
get  ready  for  the  big  day.  The 
day  1 am  speaking  about  is  the 
opening  day  of  the  West  Virginia 
state  legislative  session.  Much  like 
the  elves  who  work  intensely  for 
many  months  to  get  ready  for  a 
single  night’s  journey,  our  efforts  in 
preparing  legislative  proposals  will 
soon  culminate  in  a final  package  to 
be  presented  during  the  next  two 
months.  Much  like  holiday  gift 
packages,  our  legislative  bundle  will 
be  opened  quickly,  with  some  items 
discarded  immediately,  others 
broken  beyond  identification,  but 
hopefully  some  to  be  handled 
carefully  and  placed  into  proper 
action. 

Regardless  of  the  outcome  of 
these  legislative  items,  this  year 
marks  an  important  milestone  for 
organized  medicine  in  West  Virginia. 
As  I described  in  a recent  com- 
munication to  the  WVSMA  member- 
ship, we  have  developed  an  impor- 
tant link  with  the  Governor’s  office, 
and  I anticipate  a valuable  and  pro- 
ductive relationship  as  a result. 
Governor  Caperton  has  also 
established  a blue  ribbon  commis- 
sion to  examine  and  make  recom- 


mendations regarding  medical 
education  and  the  health  care  en- 
vironment in  West  Virginia.  Ap- 
pointed as  one  of  seven  members  of 
that  commission,  I will  be  in  a vital 
position  to  assure  that  the  concerns 
of  practicing  physicians  are  made 
known.  Unlike  our  position  in  early 
1989,  I am  now  confident  that  the 
resources  of  our  Association  will  be 
called  upon  whenever  important 
health  care  decisions  are  to  be  made 
in  our  state. 

Several  meetings  have  been  held 
with  key  administration  and 
legislative  leaders  over  the  past 
several  months.  Issues  discussed 
have  included  restructuring  of  the 
Medicaid  and  uninsured  benefit  pro- 
grams, resource  allocation,  health 
care  manpower  delivery,  and  patient 
access  to  medical  care.  While  these 
may  sound  generic  enough,  they  are 
rural  problems  for  citizens  in  West 
Virginia.  We  physicians  must  be  will- 
ing to  provide  our  input  into 
developing  solutions. 

Revisions  in  the  Medicare  physi- 
cian payment  system,  recently 
enacted  by  Congress,  will  have 
substantial  impact  on  physician  prac- 
tices in  West  Virginia.  It  will  take  a 


few  years  before  we  realize  the  im- 
portant benefits  of  this  reform,  but 
there  is  an  important  groundswell  of 
support  throughout  the  country  for 
the  health  care  problems  of  rural 
America.  The  power  of  organized 
medicine  was  also  made  very  clear 
in  the  recent  battle  over  expenditure 
targets.  Although  we  feel  this  was  a 
resounding  victory,  the  larger  battle 
is  not  over.  There  is  growing  sup- 
port for  adoption  of  a variety  of 
socialized  health  care  programs  for 
our  state  and  nation.  We  must  con- 
tinue to  work  together  to  avoid  hav- 
ing the  altruistic  promises  of 
government  bureaucrats  turned  into 
irrational  laws  and  policies  that 
govern  health  care. 

Someone  once  asked,  “Are  we 
having  fun  yet?”  I don’t  know  about 
each  of  you,  but  I am  having  a ball. 

I can’t  think  of  a better  year  in 
which  to  represent  you  as  President 
of  WVSMA.  The  turmoil  that  we  are 
seeing  in  the  health  care  field  pro- 
vides tremendous  opportunity  for 
us  to  step  forward  and  improve 
what  is  already  unquestionably 
among  the  best  health  care  systems 
that  has  ever  existed. 

— Derrick  L.  Latos.  M.D. 
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Editorials 


Trust 


From  the  AMA  Interim  Meeting 
we  hear  strange  things  emanating 
from  our  Nation’s  business  leaders. 
There  was  a time,  you  may  recall, 
when  Business  and  Medicine  were 
staunch  allies  in  confrontations 
either  had  with  anyone  else.  We 
have  pointed  out  on  other  occasions 
the  passage  of  any  such  alliance. 

We  now  hear  it  suggested  by 
business  leaders  that  there  have 
been  no  quality  gains  in  medicine 
to  justify  the  cost  increases  they 
have  experienced  in  funding 
medical  care  benefits. 

We  are  also  advised  to  com- 
municate more  effectively  with 
these  leaders,  particularly  managers 
of  employee  benefits  because  these 
people  need  to  trust  us. 

Our  question  is  how  can  we 
trust  anyone  in  business  who  would 
make  comments  such  as  these? 

Anyone  in  business  worthy  of 
the  name  leader  should  have  figured 
out  long  ago  that  the  quality  gains 
in  medicine,  unappreciated  in 
business  and  unnoted  in  long-term 
business  plans,  are  now  the  source 
of  problems  afflicting  American 
business  in  the  form  of  unfunded 
medical  care  benefit  liabilities. 
Business  somehow  failed  to  ap- 


preciate the  fact  that  it  has  always 
cost  more  to  care  for  the  elderly 
than  for  the  young.  Every  time  we 
save  the  life  of  a young  person,  thus 
enabling  that  person  to  live  to  an 
older  age,  we  add  very  significantly 
to  the  total  lifetime  medical  care  ex- 
penditures for  that  individual. 

Every  time  there  is  some  new 
advance  in  medicine  we  hear 
estimates  of  how  much  money  in 
medical  costs  this  great  new  ad- 
vance will  save.  The  estimates  are 
generally  accurate,  too,  when  looked 
at  over  the  short  term.  In  the  long 
term,  however,  we  have  kept  that 
person  living  to  continue  generating 
medical  care  costs,  which,  with  in- 
creasing age,  will  get  increasingly 
more  expensive.  This  then  is  the 
root  cause  of  the  funding  problem. 

It  is  sad  but  true  that  if 
everyone  could  arrange  to  drop 
dead  of  a heart  attack  or  get  run 
over  by  a cement  mixer  at  about 
age  40,  there  would  be  no  crisis  in 
funding  health  care.  It  is  because 
there  have  been  quality  gains  in 
medicine  enabling  us  to  deal  with 
events  only  slightly  less  catastrophic 
than  those  named  that  we  do  have  a 
crisis. 

Business  has  a huge  problem  in 
unfunded  medical  care  benefit 


liabilities  involving  its  retirees 
because,  with  its  eye  solely  on  the 
short  term  and  next  quarter’s  bot- 
tom line,  it  chose  to  ignore  the  ob- 
vious and  inevitable  result  of 
medicine’s  quality  gains. 

It  is  because  of  their  unfunded 
medical  care  liabilities  that  business 
leaders  now  conclude  that  medical 
care  costs  are  in  such  a state  that 
only  the  federal  government  is 
capable  of  solving  the  crisis  — by 
means  of  a national  health  plan,  of 
course.  Indeed,  no  mention  is  made 
of  any  need  to  nationalize  steel, 
chemicals,  transportation  or  auto 
manufacturing  — just  Medicine.  Just 
handle  those  medical  care  costs, 
they  say,  and  we  will  regain  our 
competitive  edge  with  Japan,  and 
Germany,  and  France,  and  Sweden, 
and  Korea,  and  China,  and — etc., 
etc. 

How  can  we  trust  people  like 
that?  With  friends  such  as  those  we 
have  had  in  Business,  who  needs 
enemies?  Medicine  might  be  better 
advised  to  look  about  somewhere 
within  the  ranks  of  Labor  for  new 
and  more  compatible  friends  and 
associates.  No  one  at  the  Interim 
Meeting  gave  this  kind  of  advice, 
and  there  were  no  agenda  items  on 
the  subject — but  the  subject  was 
discussed  in  the  aisles.— SDW. 


Our  Readers  Speak 


LIFE  Eyeing  Constitutionality 


LIFE  for  West  Virginians  (Legislation 
Investigation  Fund  Effort)  is  a grass- 
roots organization  of  West  Virginia 
physicians  which  is  underwriting  a 
detailed  examination  of  the  constitu- 
tionality of  the  Omnibus  Health 
Care  Act  of  1989-  This  effort  is 


being  undertaken  by  an  interna- 
tionally recognized  constitutional 
law  professor  from  the  Brooklyn 
law  school,  Henry  Mark  Holzer,  and 
[results]  should  be  available  to  us 
the  first  part  of  January,  1990.  Fur- 
ther information  may  be  obtained 


by  writing  LIFE  for  West  Virginians, 
P.O.  Box  1667,  Elkins,  WV  26241  or 
phoning  636-8416  week-days  or 
636-6344  evenings  or  week  ends. 

Jerome  C.  Arnett,  Jr.,  M.D. 

P.O.  Box  1667 
Elkins,  WV  26241 
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Blame  Not  Accepted 


This  letter  is  in  response  to  the  let- 
ter of  H.  Wayne  Dickison,  M.S., 
C.A.C.,  which  appeared  in  the 
August,  1989,  issue  of  the  West 
Virginia  Medical  Journal. 

Mr.  Dickison  states  that  he  was 
“appalled”  by  the  West  Virginia 
Board  of  Medicine’s  release  to  the 
public  of  the  names  of  three  physi- 
cians who  had  been  given  limited 
licenses  due  to  problems  with  drugs 
and/or  alcohol.  Mr.  Dickison  also 
blames  the  Board  for  the  lack  of  a 
viable  West  Virginia  [State]  Medical 
Association  Impaired  Physicians 
Program. 

First,  the  Board  does  not  accept 
the  blame  Mr.  Dickison  attempts  to 
assign  to  the  Board  for  whatever 
deficiencies  may  exist  in  any  im- 
paired physicians  program  of 
another  entity. 

Second,  every  person  is  capable 
of  learning  from  constructive 
criticism.  If  the  criticism  is  rendered 
with  knowledge  of  the  facts,  this  is 
even  more  beneficial.  The  Board  of 
Medicine  by  law  is  reponsible  not 
only  for  licensing  physicians  but 
also  for  disciplining  physicians. 
Discipline  may  be  invoked  for  a 
host  of  reasons,  including,  inciden- 
tally, failing  to  report  to  the  Board  a 
person  who  is  in  violation  of  the 
Medical  Practice  Act  and/or  the 
Regulations  established  thereunder. 
Such  a violation  occurs  if  a physi- 
cian becomes  addicted  to  a controll- 
ed substance,  or  becomes  a chronic 
or  persistent  alcoholic  or  is  unable 
to  practice  medicine  with 
reasonable  skill  and  safety  to  pa- 
tients by  reason  of  illness, 


drunkeness,  excessive  use  or  abuse 
of  alcohol  or  drugs. 

It  has  been  declared  in  the  law7 
of  this  State  as  a matter  of  public 
policy  that  the  Medical  Practice  Act 
has  been  enacted  to  protect  the 
public  interest.  The  Board  believes 
that  the  public  interest  includes  not 
only  the  rehabilitation  and 
maintenance  with  licensure  limita- 
tions of  impaired  physicians  in  prac- 
tice, but  also  the  protection  of  the 
consumers  and  potential  consumers 
of  the  impaired  physician.  A con- 
sumer is  protected  w7hen  a con- 
sumer has  knowledge  that  a physi- 
cian’s practice  is  subject  to  certain 
limitations,  compliance  with  which 
redounds  to  the  safety  and  welfare 
of  everyone.  Too,  it  cannot  be 
denied  that  there  is  a school  of 
thought  with  many  followers  in  the 
drug  and  alcohol  rehabilitation  field 
which  maintains  that  the  best  sup- 
port and  protection  for  an  impaired 
physician  struggling  to  "get  well”  is 
a community  where  everyone 
knows  the  problem. 

Mr.  Dickison  complains  about 
the  Board  making  clinical  recom- 
mendations about  an  impaired 
physician’s  aftercare  and  asserts  that 
“many”  of  the  Board’s  members  are 
lay  individuals.  In  fact,  by  law,  only 
three  of  the  15  Board  members  are 
consumers.  Mr.  Dickison  is  also  ap- 
parently not  aware  that  the  Board 
some  years  ago  enlisted  the  aid 
of  physicians  expert  in  the  field  of 
impairment  and  recovery  in 
establishing  many  of  the  conditions 
the  Board  attaches  to  the  impaired 
physicians’s  medical  license. 


It  is  never  possible  to  satisfy  all 
people.  The  Board  must  work 
within  the  confines  of  the  law  set 
forth  in  statutes  and  as  interpreted 
by  the  courts,  and  the  Board  seeks 
always  to  do  so.  As  Mr.  Dickison 
does  note  in  his  letter,  the  Board  is 
required  to  make  public  its  orders, 
and  this  fact  should  always  be  kept 
in  mind  by  critics. 

This  Board  has  worked  with  the 
West  Virginia  State  Medical  Associa- 
tion in  developing  an  impaired 
physicians  bill  which  included  some 
of  the  aspects  Mr.  Dickison  desires. 
The  West  Virginia  Legislature  has 
not  yet  seen  fit  to  enact  such  a 
piece  of  legislation. 

This  Board  holds  a firm  desire 
to  identify  and  assist  in 
rehabilitating  impaired  physicians, 
and  seeks  consistently  to  reexamine 
the  methods  by  w7hich  the  Board 
does  carry  out  all  its  legal  respon- 
sibilities. The  Board  has  sought  out 
and  examined  the  methods 
employed  by  boards  in  other  states 
to  work  with  impaired  physicians, 
and  continues  to  assess  the  impaired 
physician  situation  in  a thoughtful, 
intelligent  manner. 

The  Board  of  Medicine’s 
responsibilities  are  challenging  and 
constant.  The  Board  members  are 
public  servants  and  obligated  to  ex- 
ercise their  duties  as  a public  trust. 
The  Board  always  welcomes 
knowledgeable  and  helpful  com- 
ments. Ultimately,  it  is  only  the 
Board  members  who  are  accoun- 
table for  the  actions  the  Board  takes. 
S.  Eileen  Catterson,  M.D.,  President 
West  Virginia  Board  of  Medicine 
101  Dee  Drive 
Charleston  25311 
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Mr.  Dickison  Replies 


Doctor  Catterson  [above]  fails  to 
address  significantly  my  original 
concerns.  Specifically: 

1.  The  Board  of  Medicine  (via 
press  release)  publicly  identified 
physicians  who  had  voluntarily 
received  treatment  for  problems 
with  drugs  or  alcohol.  These 
physicians  only  became  known  to 
the  Board  of  Medicine  when  they 
honestly  answered  questions 
regarding  their  voluntary  treat- 
ment as  part  of  their  medical 
license  renewal.  The  Board  of 
Medicine  had  no  evidence  of  any 
impairment  on  the  part  of  these 
physicians  such  as  would  merit 


the  public  sanctions  imposed 
upon  them  by  the  Board. 

2.  The  Board  of  Medicine  seems 
to  have  singled  out  physicians 
with  drug  or  alcohol  problems 
for  such  public  scrutiny.  The  have 
not,  for  instance,  released  the 
names  of  physicians  who  have 
voluntarily  entered  psychiatric 
rehabilitation  or  who  have 
undergone  other  major  health 
care  procedures  the  lack  of 
which  could  have  resulted  in 
impairment. 

3.  The  Board  of  Medicine  has  set 
itself  up  in  the  remediation 
business  and  publicly  an 


nounced  its  “treatment  plan”  for  the 
three  physicians  initially  mentioned 
in  my  earlier  letter. 

Doctor  Catterson’s  remarks  con- 
cerning the  need  for  the  individuals  to 
“learn  from  constructive  criticism”  and 
the  need  for  all  parties  to  be  vigilant 
and  report  violations  of  the  Medical 
Practice  Act  smacks  heavily  of  what 
one  would  expect  from  a press  release 
issued  over  Radio  Bejing. 

H.  Wayne  Dickison, 

M.S.,  C.A.C. 

The  Wheeling  Clinic 
58  16th  Street 
Wheeling,  WV  26003 


Tort  Reform’s  the  Answer 


I would  like  to  submit  a letter  to  the 
“Our  Readers  Speak”  area  of  your 
Journal.  I recently  read  a letter  sub- 
mitted by  J.  Phillip  Hall,  M.D,  of 
Clendenin,  West  Virginia,  which  ap- 
peared in  the  November,  1989, 
issue...  While  I agree  with  Doctor 
Hall  that  the  state  Legislature  should 
give  doctors  who  deliver  babies 
some  economic  support  with 
regards  to  this  health  care  delivery,  I 
disagree  with  his  conclusion. 

If  the  state  agrees  to  give  liabili- 
ty coverage  to  physicians  who  pro- 
vide Medicaid  services,  this  will  do 
nothing  to  decrease  the  number  of 
suits  filed,  nor  does  it  insure  that  a 
suit  being  filed  will  be  limited  to 
the  amount  of  the  doctor’s 
coverage.  If  you  are  covered  for 


one  million  dollars,  you  might  be 
sued  for  two  million.  If  you  are 
covered  for  three  million,  you  may 
be  sued  for  four  million.  Under  the 
present  system  with  no  significant 
tort  reform,  state  granting  of  liability 
coverage  would  simply  be  fanning 
the  flames  of  an  already  outrageous 
malpractice  conflagration.  Wouldn’t 
it  be  better  to  grant  immunity  from 
medical  malpractice  to  those  doctors 
agreeing  to  see  Medicaid  patients? 

Or,  if  this  is  not  acceptable,  limiting 
total  awards  to  a certain  amount,  say 
$50,000  to  $100,000,  instead  of  the 
ridiculously  high  amount  (and  also 
ridiculously  high  fees  garnered  by 
plaintiff’s  attorneys  in  the  process) 
that  is  prevalent  in  this  state  today? 
The  answer  isn’t  to  provide  or  in- 


crease medical  liability  coverage.  The 
answer  lies  in  significant  tort  reform  so 
this  doesn’t  even  become  an  issue. 

I personally  do  not  participate 
with  the  new  State  program  because  I 
feel  that  it  unfairly  discriminates  against 
doctors  in  West  Virginia.  It  also  tries  to 
solve  a very  complicated  problem  in  a 
simplistic  and  totalitarian  manner.  In 
addition,  legislation  like  the  Omnibus 
Health  Care  Act  of  1989  will  inevitably 
result  in  fewer  talented  young  doctors 
coming  into  West  Virginia  to  set  up 
practice,  and  also,  fewer  doctors  train- 
ed in  West  Virginia  from  staying  in  their 
home  state. 

Thomas  J.  Romano,  M.D.,  Ph.D. 

Suite  201,  Professional  Center  III 

Medical  Park 

Wheeling,  WV  26003 


JANUARY,  1990,  VOL.  86  19 


Rockefeller’s  Catastrophic  Bill  Vote 


In  the  most  recent  issue  [November] 
of  the  West  Virginia  Medical  Journal, 
the  Editor  praises  Senator 
Rockefeller  for  his  assistance.  I hope 
that  the  whole  record  of  Senator 
Rockefeller  has  been  looked  at  in- 
cluding his  active  participation  and 
supoort  of  the  Medicare 
Catastrophic  Coverage  Act  that  has 
recently  come  under  political  fire 
and  is  in  the  process  of  being 
repealed. 

The  Medicare  Catastrophic 
Coverage  Act  would  continue  the 
regulation  of  private  physicians’ 
practices  and  carry  it  to  a new 
extreme.  Granted,  Senator 
Rockefeller  voted  along  with  most 


of  his  colleagues  to  repeal  this  act, 
but  note  should  be  taken  of  vote 
number  235.  Vote  number  235  was 
an  amendment  to  an  attempt  to 
construct  a new  catastrophic  bill, 
and  this  amendment  was  rejected. 
No  thanks  to  Senator  Rockefeller,  as 
he  voted  for  this  amendment  which 
would  have  done  away  with 
coverage  for  physician’s  fee  under 
Medicare  Part  B.  The  practical  effect 
of  this  would  be  that,  at  a certain 
level,  patients  would  not  be  able  to 
pay  for  services  they  have  already 
incurred,  and  the  government 
would  not  reimburse  physicians  for 
their  services  either.  This  would  be 
forced  charity  care  for  which  there 
would  be  no  appeal  and  no  way  to 


counter  the  losses  that  would  be  incur- 
red by  physicians. 

Apparently,  Senator  Rockefeller 
had  no  concerns  for  physicians  at  this 
point,  and  I think  this  is  more  an  ex- 
ample of  what  Senator  Rockefeller 
thinks  of  the  medical  profession  than 
your  recent  favorable  editorial 
comment. 

Richard  D.  Lindsay,  M.D.,  J.D. 

Preiser  Law  Offices 

P.O.  Box  8396 

South  Charleston,  WV  25303 

Editor 's  Note:  The  Preiser  Law  Offices, 
of  which  Doctor  Lindsay  is  a member, 
is  well  known  for  the  quality  of  con- 
cern that  it  devotes  to  physicians  and 
their  interests. 


Manuscript  Information 


Manuscripts  to  be  presented  for  publica- 
tion in  The  West  Virginia  Medical  Jour- 
nal should  be  prepared  in  accordance 
with  “Uniform  Requirements  for 
Manuscripts  Submitted  to  Biomedical 
Journals”  (1)  (International  Committee  of 
Medical  Journal  Editors). 

The  West  Virginia  Medical  Journal 
will  not  consider  for  publication  a paper 
or  work  that  already  has  been  reported 
in  a published  paper,  or  is  described  in 
a paper  submitted  or  accepted  for 
publication  elsewhere. 

Manuscripts,  accompanied  by  one 
copy,  should  be  typewritten,  double- 
spaced, on  one  side  only  of  white  bond 
paper  (8  Vi  by  11  in  ),  with  margins  of  at 
least  one  inch. 

Use  double  spacing  throughout,  in- 
cluding (in  the  following  order)  title 
page,  abstract,  text,  acknowledgements, 
references,  tables,  and  legends  for  il- 
lustrations. Begin  each  of  the  following 
sections  on  separate  pages:  title  page, 
abstract,  text,  acknowledgments, 
references,  individual  tables,  and  legends 
for  illustrations.  Number  pages  con- 
secutively, beginning  with  the  title  page. 
Type  the  page  number  in  the  upper 
right-hand  corner  of  each  page.  The  first 
paragraph  of  the  manuscript  and  the  first 
paragraph  under  a subhead  should  not 
be  indented. 

Articles  contained  on  computer 
diskettes  are  acceptable  and  encourag- 


ed. Please  contact  the  Journal  in  ad- 
vance to  determine  the  format  type  to 
be  used.  The  conventional  manuscript 
as  described  here  must  accompany  the 
diskette. 

All  persons  designated  as  authors 
should  qualify  for  authorship.  Each 
author  should  have  participated  suffi- 
ciently in  the  work  to  take  public 
responsibility  for  the  concept. 

The  second  page  should  carry  an 
abstract  of  no  more  than  150  words 
summarizing  the  manuscript. 

Where  reference  is  made  to 
generically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most  com- 
monly known  trade-name  drug  of  that 
designation.  In  addition,  a listing  of  all 
generic  drugs  mentioned  in  the  article, 
with  their  trade-name  equivalents, 
should  appear  at  the  end  of  the  article. 

Tables  (tabular  listings)  and  figures 
(photos,  drawings  and  charts)  should  be 
numbered  and  the  point  of  reference  in 
the  text  indicated  in  parentheses,  i.e., 
(Table  1),  (Figure  1). 

Photos  must  be  good-quality  un- 
mounted glossy  prints  usually  5 by  7 in. 
but  no  larger  than  8 by  10  in.  Black  and 
white  photos  are  preferred.  Color 
photos  will  be  printed  in  black  and 
white.  Cost  of  printing  photos  in  excess 
of  four  will  be  billed  to  the  author. 

Each  photo  (figure)  should  have  a 


label  pasted  on  its  back  indicating  the 
name,  its  number  and  an  indication  of 
its  “top.”  A separate  legend  should  be 
provided  for  each  photo.  Do  not  write 
on  the  back  of  photos,  or  scratch  or  mar 
them  using  paper  clips.  Do  not  mount 
them  on  cardboard.  Drawings  and  charts 
should  be  done  in  solid  black  on  pure 
white. 

Number  references  consecutively  in 
the  order  in  which  they  are  first  men- 
tioned in  the  text.  Identify  references  in 
text,  tables,  and  legends  by  arabic 
numerals  (in  parentheses). 

No  more  than  25  references  will  be 
published  free  of  charge  to  the  author. 

Use  the  style  of  references  seen  in  this 
Journal,  which  is  based  on  the  formats 
used  by  the  U.  S.  National  Library  of 
Medicine  in  Index  Medicus.  The  titles  of 
journals  should  be  abbreviated  accor- 
ding to  the  style  used  in  Index  Medicus. 
Consult  “List  of  the  Journals  Indexed,” 
printed  annually  in  the  January  issue  of 
Index  Medicus. 

All  scientific  material  appearing  in  The 
Journal  is  reviewed  by  the  Publication 
Committee.  Manuscripts  should  be  mail- 
ed to  The  Editor,  West  Virginia  Medical 
Journal,  Box  4106,  Charleston,  WV 
25364. 


1.  Ann  Intern  Med  1982;96:766-71. 
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CENTER  FOR  LUNG  DISEASE 


=f  1-800-521-LUNG  343-LUNG 

— Mahendra  M.  Patel,  M.D.,  F.C.C.P.,  Medical  Director 
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ST.  FRANCIS  HOSPITAL 

333  Laidley  Street,  Charleston,  West  Virginia 


Get  The 
Answers 


ASK  these  questions  about 
your  prescription  medicines. 

1.  What  is  the  name  of  the  drug  and  what  is  it 
supposed  to  do? 

2.  How  and  when  do  I take  it— and  for  how  long? 

3.  What  foods,  drinks,  other  medicines,  or 
activities  should  1 avoid  while  taking  this  drug? 

4.  Are  there  any  side  effects,  and  what  do  I do 
if  they  occur? 

5.  Is  there  any  written  information  available 
about  the  drug? 


REMEMBER  to  tell  your 
health  professionals  the  following 
information  when  medicines  are 
prescribed. 

1 . Names  of  the  medicines  you  are  now  taking, 
including  nonprescription  drugs. 

2.  Any  problems  you  are  having  with  your 
medicines. 

3.  The  medicines  to  which  you  are  allergic. 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon"  is  indicated  as  a sympathicolytic  and  mydriatric  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr  5.4  mg  in 
bottles  of  100'S  NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 
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Just  What  the  Doctor  Ordered! 


You  can  boost  efficiency  and  cash  flow  with  the  POST+ 
Medical  Accounts  Receivable  Package.  As  a health 
care  provider,  you  know  the  importance  of  organized  health 
care  records--and  you're  aware  of  the  time  and  effort  it  takes  to 
keep  them  in  order.  Now  POST+  can  make  that  job  simpler, 
more  efficient,  and  more  profitable  with  features  like: 

• Hardware  and  Software  from  ONE  Reliable  Source 

• Comprehensive  Accounts  Receivable  System 

• Two-Way  Telecommunication  of  Insurance  Claims 

• On-Site  Training/Conversion  Support 

• Outstanding  Service/Monthly  Maintenance 

• Ongoing  Software  Enhancements 

Call  POST+  today.  When  you  see  what  our  system  can  do, 
you'll  agree  that  the  POST+  Accounts  Receivable 
Package  is  the  perfect  prescription  for  your  practice. 


PROVIDER  OFFICE  SERVICES  & TELECOMMUNICATIONS,  INC. 

200  Kanawha  Boulevard,  East  • Charleston,  West  Virginia  25301 
Call  toll-free  from  anywhere  in  West  Virginia:  i -800-358-POST 

Endorsed  by  Blue  Cross  and  Blue  Shield  of  West  Virginia,  Inc. 


General  News 


Speakers  on  Adolescents,  Immunology, 
Aging  Round  out  ‘Mid-Winter’  Program 


Speakers  for  sessions  on  Adolescent 
Health,  Immunology  Update  and  Ag- 
ing Process  round  out  the  program 
for  the  23rd  Mid-Winter  Clinical 
Conference. 

The  weekend  CME  event  will 
be  held  January  26-28  in  Charleston 
at  the  Holiday  Inn  Charleston 
House.  It  will  begin  Friday  after- 
noon, January  26,  and  continue 
through  Sunday  morning  until 
noon. 

The  conference  is  sponsored  by 
WVSMA,  with  Marshall  University 
and  West  Virginia  University  schools 
of  medicine  as  co-sponsors. 

Speakers  and  topics  currently 
being  announced  are: 

“Eating  Disorders  in  the  Adoles- 
cent,” Richard  J.  Seime,  Ph.D., 
Morgantown,  Friday  afternoon 
(Adolescent  Health); 

“Arthritis  Update,”  Paul  D. 

Saville,  M.D.,  Charleston,  Saturday 
afternoon  (Immunology  Update); 

“Nutritional  Considerations  in 
Geriatrics,”  Nancy  Rodriguez,  Ph.D., 
R.D.,  Sunday  morning  (Aging 
Process); 

and  “Falls  in  the  Elderly,” 

Robert  Walker,  M.D.,  Huntington, 
Sunday  morning  (Aging  Process). 

A “Potpourri  of  Topics”  will  be 
discussed  Saturday  morning. 

Sen.  John  D.  (Jay)  Rockefeller  IV, 
D-W.Va.,  will  be  the  speaker  for 


Rodriguez  Walker 


the  traditional  Friday  evening  Physi- 
cians’ Session  (see  accompanying 
story).  His  subject  will  be  “Reflec- 
tions on  Health  Policy  in  the  1990s.” 

The  concurrent  Friday  evening 
Public  Session  will  feature  a panel 
discussion  on  “Toxics  in  Your  En- 
vironment” (see  separate  story 
following). 

The  Speakers 

Doctor  Seime  is  Associate  Pro- 
fessor, Department  of  Behavioral 
Medicine  and  Psychiatry,  and  Direc- 
tor of  the  Eating  Disorders  Program 
at  WVU. 

He  also  holds  the  WVU  posts  of 
Adjunct  Associate  Professor,  Depart- 
ment of  Psychology;  Associate  Pro- 
fessor, Community  Dentistry,  School 
of  Dentistry;  and  Chief,  Section  of 
Psychology,  Department  of 
Behavioral  Medicine  and  Psychiatry. 

Doctor  Seime  joined  the  WVU 
faculty  after  receiving  his  Ph.D. 
degree  in  psychology  in  1974  from 
the  University  of  Minnesota. 

His  WVU  teaching  assignments 
include  a course  on  eating  disorders 
for  medical  students. 

Doctor  Seime  is  the  author  or 
co-author  of  16  scientific  articles 
and  a number  of  invited  papers  and 
letters,  and  abstracts. 

Doctor  Saville,  appointed  Pro- 
fessor of  Medicine  and  Chief  of 


Rheumatology  at  WVU  in  1974, 
went  to  Charleston  in  1975  to  enter 
the  private  practice  of  rheumatology. 
He  is  Clinical  Professor  of  Medicine 
at  WVU. 

He  received  his  medical  degree 
from  London  University,  St.  George’s 
Hospital,  London,  and  completed 
residencies  in  medicine  and 
rheumatology  from  1953-1958  at  St. 
George’s  and  the  Royal  National  Or- 
thopedic Hospital  in  London. 

Doctor  Saville  was  Cass  Ledyard 
Fellow  at  the  New  York  Hospital, 
Cornell  University  Medical  Center  in 
1958-59,  and  held  teaching  posts  at 
the  Hospital  for  Special  Surgery, 
Cornell  University,  in  1959-1968.  He 
became  Professor  of  Medicine  and 
Director  of  Bone  Metabolism 
Research  at  Creighton  University, 
Omaha,  Nebraska,  in  1969-1974,  and 
also  was  Chief  of  Rheumatology  at 
the  University  of  Nebraska. 

Doctor  Saville  has  published 
more  than  60  papers,  and  has  con- 
tributed chapters  to  Beeson  & 
McDermott's  Textbook  of  Medicine, 
14th  edition,  and  to  Metabolic 
Aspects  of  Alcoholism,  edited  by 
Charles  Lieber. 

A former  Associate  Editor  of 
Clinical  Orthopedic  and  Related 
Research,  he  currently  is  a Referee 
for  Annals  of  Internal  Medicine  and 
Corresponding  Consultant  to  The 
Medical  Letter. 

Doctor  Rodriguez  is  Assistant 
Professor  of  Nutrition  in  Family 
Resources,  Adjunct  Assistant  Pro- 
fessor of  Medicine,  Section  of 
Clinical  Nutrition  at  WVU. 

Born  in  Beckley,  she  was 
graduated  from  Virginia  Polytechnic 
Institute  and  State  University,  earned 
an  M.S.  degree  in  nutrition  from 
WVU  in  1980,  and  a Ph.D.  degree  in 
agricultural  biochemistry  from  WVU 
in  1984. 


Seime 


Saville 
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Senator  Rockefeller  Physicians’  Session  Speaker 


Sen.  John  D.  (Jay)  Rockefeller  IV, 
D-W.Va.,  will  be  the  speaker  for  the 
Physicians’  Session  at  7 P.M.  Friday, 
January  26,  during  the  Mid-Winter 
Clinical  Conference  (see  accompa- 
nying story). 

The  title  of  his  address  will  be 
“Reflections  on  Health  Policy  in  the 
1990s.” 

The  conference  site  will  be  the 
Holiday  Inn  Charleston  House  in 
Charleston.  The  scientific  program 
will  begin  Friday  afternoon  and  con- 
tinue through  noon  on  Sunday. 

Senator  Rockefeller  has  served 
West  Virginia  for  25  years.  After 
working  as  a VISTA  volunteer  in 
1964  in  Emmons,  Jay  Rockefeller 
raised  his  family  in  West  Virginia  and 
made  the  Mountain  State  his  home. 

Elected  to  the  Senate  in  1984, 
Rockefeller  has  placed  emphasis  on 
jobs,  rural  health  care,  support  for 
education  and  literacy,  economic 
development  assistance,  work  train- 
ing, veterans  benefits,  and  access  to 
air  and  rail  transportation. 

In  the  101st  Congress,  he 
assumed  new  leadership  roles  in 
health  care,  energy  research  and 
development,  trade  policy  and  other 
issues  facing  the  U.S.  steel 
indrustry  and  workers,  and  con- 


\ V 

/ 


Senator  Jay  Rockefeller 

cerns  affecting  our  nation’s  children 
and  youth. 

Senator  Rockefeller  is  a 
member  of  the  following  commit- 
tees: FINANCE  (Chairman,  Subcom- 
mittee on  Medicare  and  Long-Term 
Care;  Subcommittee  on  Health  for 
Families  and  the  Uninsured;  Sub- 
committee on  International  Trade). 
COMMERCE,  SCIENCE  AND 
TRANSPORTATION  (Chairman, 
Subcommittee  on  Foreign  Com- 
merce and  Tourism;  Subcommittee 
on  Surface  Transporation;  Subcom- 
mittee on  Science,  Technology  and 
Space).  ENERGY  (Vice  Chairman, 
Subcommittee  on  Energy  Research 
and  Development;  Sub  committee 


on  Public  Lands,  National  Parks  & 
Forests).  VETERANS’  AFFAIRS. 

Additionally,  he  is  Chairman  of 
the  Senate  Steel  Caucus  and  Chair- 
man of  the  National  Commission  on 
Children.  He  is  a member  of 
caucuses  for  Rural  Health,  Tourism, 
Congressional  Competitiveness, 
Coal,  National  Guard,  Drug  Enforce- 
ment, Children,  and  Fire  Service.  He 
also  serves  on  the  Alternative  Fuels 
Council  and  the  Environmental  and 
Energy  Study  Conference. 

Senator  Rockefeller  has  been  an 
advocate  for  coal  and  a strong 
energy  policy,  and  was  the  author  of 
landmark  legislation  to  promote  the 
use  of  alternative  fuels  such  as 
methanol,  which  can  be  made  from 
coal  or  natural  gas. 

He  graduated  from  Harvard 
University  in  1961  with  a B.A. 
degree  in  Far  Eastern  Languages  and 
History.  He  also  studied  the  Japanese 
language  at  International  Christian 
University  in  Tokyo  for  three  years 
and  Chinese  language  at  Yale  Univer- 
sity. 

Note:  See  also  Senator  Rockefeller’s 
open  letter  to  West  Virginia  physi- 
cians concerning  legislation 
overhauling  Medicare  payments  to 
physicians  in  WESGRAM,  December 
10,  1989. 


She  was  a National  Institutes  of 
Health  Postdoctoral  Research  Fellow 
at  the  Endocrine  Research  Unit, 
Mayo  Clinic,  in  1984-1986,  with  ma- 
jor emphasis  in  nutritional 
physiology,  endocrinology  and  in- 
termediary metabolism. 

Doctor  Rodriquez  was  named 
Outstanding  Teacher  in  1989  by  the 
Division  of  Family  Resources,  Col- 
lege of  Agriculture  and  Forestry  at 
WVU.  At  WVU,  she  teaches 
undergraduate,  graduate  and  medical 
school  courses  in  human  nutrition. 

She  is  Chairman  of  the  WVU 
Hospitals,  Inc.,  Internship  Advisory 
Board. 

Doctor  Walker  is  Professor 
and  Chairman,  Department  of  Fami- 
ly and  Community  Medicine  at  MU 
where  he  also  is  Associate  Professor, 
Department  of  Microbiology. 


He  is  Medical  Director  of  the 
Lincoln  Primary  Care  Center  in 
Hamlin  and,  among  many  other  ap- 
pointments, is  a member  of  the  Ad- 
visory Board,  Small  and  Rural 
Hospital  Institute;  and  the  West 
Virginia  Alzheimer’s  Consortium. 

His  department  received  the 
“Outstanding  Rural  Health  Program 
in  America  for  1988”  Award  from 
the  National  Rural  Health  Associa- 
tion, and  he  is  the  grant  recipient 
for  the  Rural  Geriatrics  Demonstra- 
tion Project,  Claude  Worthington 
Benedum  Foundation. 

He  was  the  author,  with 
assistance  from  deans  of  the  state’s 
three  medical  schools,  of  a study 
conducted  to  determine  the  role 
and  mission  of  the  three  medical 
schools  under  the  reorganized 
system  of  higher  education  in  the 


state.  The  report,  “Medical  Educa- 
tion and  Health  Care  Delivery  in 
West  Virginia,”  was  prepared  for 
Governor  Gaston  Caperton  and 
released  last  December  1. 

Doctor  Walker’s  teaching 
assignments  include  that  as 
organizer  and  chief  instructor,  Rural 
Family  Practice  Elective  in  Hamlin. 

He  received  both  his 
undergraduate  and  M.D.  (1974) 
degrees  from  the  University  of 
Florida,  and  served  his  internship  at 
Bowman  Gray  College  of  Medicine. 

Other  Information 

For  a complete  list  of  scientific 
topics,  speakers,  registration  infor- 
mation and  form,  see  Page  29.  For 
information  about  speakers 
previously  announced,  see  October- 
December  issues  of  the  Journal. 
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FDA  Recalls 
L-Tryptophan 

The  Food  and  Drug  Administration 
said  on  November  17  it  would  seek 
a nationwide  recall  of  all  over-the- 
counter  dietary  supplements  in 
which  L-tryptophan,  an  amino  acid, 
is  the  sole  or  major  component  of 
the  product  because  of  the  rising 
number  of  patients  taking  the  pro- 
duct diagnosed  as  having 
eosinophilia-myalgia,  a rare  blood 
disorder. 

Consumers  are  urged  to  stop  us- 
ing the  L-tryptophan  supplements, 
which  are  widely  available  in  health 
food  stores  as  well  as  in  such  major 
retail  outlets  as  supermarkets  and 
drug  stores. 

On  November  20,  FDA  field  of- 
fices in  the  U.S.  were  asked  to  iden- 
tify and  mail  letters  to  all  manufac- 
turers of  the  food  supplement  in 
their  respective  jurisdictions  asking 
them  to  recall  these  products.  Each 
manufacturer  would  be  expected  to 
contact  its  clients  to  remove  the 
products  from  the  marketplace. 

While  the  investigation  con- 
tinues, the  FDA,  the  Centers  for 
Disease  Control  and  state  health  of- 
ficials have  now  concluded  that 
there  is  a “strong,  virtually  une- 
quivocal link  between  consumption 
of  L-tryptophan  tablets  or  capsules 
and  the  syndrome.”  What  has  not 
been  established  by  government 
scientists  is  the  reason  why  in- 
gesting L-tryptophan  is  associated 
with  the  syndrome.  Most,  but  not 
all,  of  the  affected  patients  have 
been  individuals  who  were  taking 
L-tryptophan  tablets,  caplets  or  cap- 
sules before  becoming  ill.  The  syn- 
drome nearly  always  involves  severe 
muscle  and  joint  pain,  swelling  of 
the  arms  and  legs,  skin  rash  and 
possible  fever.  It  is  characterized  by 
instense  eosinophilia. 

FDA  Issued  its  first  alert  to  con- 
sumers to  discontinue  use  of 
L-tryptophan  supplements  on 
November  11.  That  action  was  based 
on  reports  of  more  than  30  cases  of 
the  blood  disorder  in  six  states.  As 
of  November  17,  CDC  had  received 
reports  of  287  cases  in  37  states 
plus  the  District  of  Columbia.  Ac- 
cording to  CDC,  there  has  been  at 
least  one  death  that  is  most  likely 
due  to  consumption  of 
L-tryptophan. 


Wagner  Wedin 


Mid-Winter’s’  Public 

“Toxics  in  Your  Environment”  will 
be  the  subject  of  the  Public  Session 
to  be  held  concurrently  with  the 
Physicians’  Session  during  WVSMA’s 
23rd  Mid-Winter  Clinical 
Conference. 

Both  sessions  will  be  held  at  7 
P.M.,  Friday,  January  26,  in 
Charleston  at  the  Holiday  Inn 
Charleston  House.  (See  Conference 
story  in  this  issue  of  the  Journal.) 

Moderator  will  be  Gregory  W. 
Wagner,  M.D.,  Director-  of 

Respiratory  Disease  Studies,  Na- 
tional Institute  of  Occupational  Safe- 
ty and  Health,  Morgantown. 

Panelists  will  be  Gregory 
Wedin,  Pharm.D.,  Director,  West 
Virginia  Poison  Center,  and  Assistant 
Professor,  West  Virginia  University 
School  of  Pharmacy,  Charleston; 

Donald  Rosenberg,  M.D., 
Medical  Director,  Kanawha/ 

Charleston  Department  of  Health, 
Charleston; 

and  Carl  G.  Beard  II,  former 
Director,  West  Virginia  Pollution 
Control  Commission,  Charleston. 

Doctor  Wagner  was  graduated 
from  Harvard  College,  and  received 
his  M.D.  degree  in  1974  from  Albert 
Einstein  College  of  Medicine  in 
Bronx,  New  York.  He  was  on  the 
Marshall  University  School  of 


Rosenberg  Beard 


Session  on  Toxics 

Medicine  faculty  from  1982  until 
May  of  1989  when  he  went  to  his 
present  post  in  Morgantown. 

Doctor  Wedin  received  his 
undergraduate  and  Pharm.D.  (1983) 
degrees  from  the  University  of  Min- 
nesota, and  has  been  in  his  present 
position  since  1984. 

Doctor  Rosenberg  was 
graduated  in  1965  from  the  Univer- 
sity of  Lausanne  School  of  Medicine 
in  Switzerland,  and  received  his 
M.P.H.  degree  in  1968  from  Johns 
Hopkins  University.  He  is  Clinical 
Associate  Professor  of  Community 
Medicine  at  WVU  School  of 
Medicine. 

Beard  was  Director  of  the  state 
Pollution  Control  Commission  from 
1962-1989,  and  presently  is  Presi- 
dent of  BCD,  Inc.,  environmental 
consultants.  He  received  a B.S. 
degree  from  Davis  & Elkins  College, 
was  an  industrial  chemist  and 
engineer,  and  served  with  state 
health  departments  in  West  Virginia 
and  North  Carolina  before  taking 
the  pollution  control  post  in  1962. 

WVSMA  officers  and  members 
are  being  asked  by  the  Program 
Committee  to  help  promote  atten- 
dance at  the  Public  Session  by  mak- 
ing patients  and  other  lay  persons 
with  whom  they  come  in  contact 
aware  of  the  program  on  toxics. 


Papers  Invited  For  Nurses’  Meeting 


A national  research  symposium,  “Vi- 
sion of  Excellence:  The  Decade  of 
the  Nineties,”  will  be  held  by  the 
West  Virginia  Nurses’  Association 
November  9-11,  1990,  at  the  Green- 
brier in  White  Sulphur  Springs.  This 
two-day  symposium  will  cover  a 
wide  range  of  health-related  topics. 
Abstract  deadline  is  April  15. 


Selected  papers  will  be  published  in 
the  conference  proceedings.  The 
WVNA’s  first  proceedings  received 
an  AJN  Book  of  the  Year  Award  in 
Research.  Contact  Dr.  Janet  F.  Wang, 
School  of  Nursing,  West  Virginia 
University,  Morgantowm,  WV  26506 
or  call  (304)293-4297. 
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Latos  on  Education 
Study  Group 

WVSMA  President  Derrick  L. 

Latos,  M.D.,  has  been  appointed  by 
Governor  Gaston  Caperton  to  a 
group  of  state  leaders  with  the  mis- 
sion of  presenting  a detailed  action 
plan  for  medical  education  in  West 
Virginia  to  the  Governor,  Legislature 
and  the  Higher  Education  Board  of 
Trustees  by  August  1. 

Governor  Caperton  said  that 
changes  should  be  effected  in  the 
medical  education  system  to  over- 
come the  state’s  generally  poor 
health  statistics  and  provide  for  im- 
proved community  and  rural  health 
care.  He  is  calling  on  the  leaders  in 
government,  health  education  and 
academic  medicine  represented  in 
the  group  to  identify  and  imple- 
ment those  changes. 

The  action  plan  for  medical 
education  would  be  consistent  with 
the  mission  and  goals  contained  in 
the  study  submitted  to  the  Gover- 
nor December  1 by  Robert  Walker, 
M.D.,  of  Huntington.  That  study 
was  conducted  to  determine  the 
role  and  mission  of  the  state’s  three 
medical  schools  under  the 
reorganized  system  of  higher  educa- 
tion in  the  state. 

Serving  with  Doctor  Latos  in 
the  group  are  Doctor  Walker,  the 
deans  of  the  three  schools  of 
medicine  in  the  state,  Steve  Haid, 
Secretary  of  Education  and  the  Arts, 
and  Taunja  Willis-Miller,  Secretary 
of  Health  and  Human  Resources. 


Conference  Program 
Accredited 

As  an  organization  accredited  for 
continuing  medical  education,  the 
Marshall  University  School  of 
Medicine  designates  the  23rd  Mid- 
Winter  Clinical  Conference  as 
meeting  the  criteria  for  14  hours  in 
Category  1 of  the  Physician’s 
Recognition  Award  of  the  American 
Medical  Association. 

This  program  has  been  review- 
ed and  is  acceptable  for  12.25 
Prescribed  Hours  by  the  American 
Academy  of  Family  Physicians. 


New  Members 


The  following  physicians  wTere 
welcomed  in  November  as  new 
members  of  the  West  Virginia  State 
Medical  Association. 

Cabell 

Nancy  Munn,  M.D. 

Marshall  Medical  School 
Huntington,  WV  25701 


Bob  Hope  Chairman 
For  Eye  Care  Month 

Bob  Hope  is  serving  as  Honorary 
Chairman  for  National  Eye  Health 
Care  Month,  January,  1990. 

“When  wTas  the  last  time  you 
had  your  eyes  checked  by  a medical 
eye  doctor?,”  the  famed 
humanitarian  humorist  asks.  “You 
know,  blindness  can  come  without 
warning,  no  symptoms  at  all.” 

Hope  appears  with  this  message 
in  30-  and  10-second  television 
public  service  announcements  being 
aired  nationwide  in  January,  and  on 
billboards  across  the  country.  Hope 
donated  his  services  to  the  Optic 
Foundation,  which  is  collaborating 
with  the  American  Academy  of 
Ophthalmology  and  state 
ophthalmology  societies  in  pro- 
moting the  nationwide  project. 


Kanawha 

Michael  B.  Harmon,  M.D. 

3100  MacCorkle  Avenue,  SE, 
Suite  B-l 

Charleston,  WV  25304 

Monongalia 

C.  Brian  Arthurs,  M.D. 

500  Van  Voorhis  Road 
Morgantown,  WV  26505 
Marvin  R.  Balaan,  M.D. 
Department  of  Medicine 
WVU  Medical  Center 
Morgantown,  WV  26506 

Michael  W.  McDonald,  M.D. 
Department  of  Urology 
WVU  Medical  Center 
Morgantown,  WV  26506 

Okey  H.  Sanford,  M.D. 
Department  of  Family  Practice 
WVU  Medical  Center 
Morgantown,  WV  26506 

Rosanna  D.  Sikora,  M.D. 
Department  of  Surgery 
Morgantown,  WV  26506 

Tygart’s  Valley 

Stanley  Musick,  M.D. 

911  Gorman  Avenue 
Elkins,  WV  26241 

Residents 

John  H.  Lobban,  M.D. 

1239-12  Lakeview  Drive 
Morgantown 

Sandra  Echols  Marshall,  M.D. 
532  11th  Avenue  West 
Huntington,  WV  25701 

Jeffrey  A.  Smith,  M.D. 

29  Olde  House  Lane 
Morgantown,  WV  26505 


''  r'to  IDEALLY  mrriep  Ap*rT,eRN\E ...  he  muis  ROB&ER^ 

GLOVE  S ro  6<=  oOrCH  H AS  ToMec/^  OT.  " 
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Continuing 

Education 

Programs 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  part  of  1990.  The  pro- 
grams were  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  Director 
of  Continuing  Medical  Education; 
Patricia  Penn,  WVU  Assistant  to  the 
Dean/Continuing  Medical  Education; 
Judith  A.  Bradle,  Program  Manager, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus 
CME).  The  schedule  is  presented  as 
a convenience  for  physicians  in 
planning  their  continuing  education 
program.  (Other  national,  state  and 
district  medical  meetings  are  listed 
in  the  Medical  Meetings  Department 
of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME  ac- 
tivities may  be  obtained  by  calling 
Doctor  Chick  at  (304)  696-7018; 

Penn  (304)  293-3937;  Bradle, 

(304)  347-1363;  and  Hall,  (304) 
348-9580. 

West  Virginia  University, 
Morgantown 

Feb.  26-Mar.  3,  CME  at  Snowshoe 
Rheumatology  Conference;  Child 
Development  Conference  (Snow- 
shoe  Ski  Resort) 

Mar.  23-24,  Oncology  Update  ’90 

CAMC/WVU-Charleston 

Division 

Jan.  22,  High  Risk  Obstetrical 
Teleconference  (originating  from 
Charleston) 

Feb.  4-7,  Ninth  Annual  Mid-Winter 
Cardiovascular  Symposium, 
Snowshoe  Ski  Resort 

Feb.  10-11,  Gastroenterology  Update 
1990,  Canaan  Valley  Resort 


CME  Outreach 
Programs 

Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ WVU  Health  Sciences  Center- 
Charleston  Division/CAMC 

• CAMC/WVU-Charleston 
Division 

(Check  locally  for 
additional  information) 


Cabin  Creek,  □ Cabin  Creek  Medical 
Center,  8:30  A.M. — Jan.  (vacation) 

Fairmont,  ★ Fairmont  Hospital,  7:30 
PM. —Jan.  2,  Role  of  the  Primary 
Care  Physician  in  the  Treatment  of 
Anxiety  & Depression,  Mark  Fuller, 
M.D. 

Fairmont,  ★ Fairmont  Clinic, 

1 PM. — Lymphomas,  Diagnosis  & 
Treatment,  Miklos  Auber,  M.D. 

Gassaway,  □ Braxton  County 
Memorial  Hospital,  6:30  P.M.-r-Jan. 
(vacation) 

Grantsville,  • Calhoun  General 
Hospital,  1 PM. — Pediatric  Advanced 
Life  Support,  Linda  Martel,  R.N.,  & 
Denise  Millot,  R.N. 

Madison,  □ Boone  Memorial 
Hospital,  6:30  P.M. — Jan.  (vacation) 

Man,  • Appalachian  Regional  Hospital, 
7 P.M. — Jan.  16,  Update  on  Cardiac 
Electrophysiology,  Ron  McCowan, 
M.D. 

Montgomery,  • General  Hospital, 
12  P.M. — Jan.  3,  Cancerous  & Non- 
Cancerous  Lymphomas,  James 
Previll,  M.D. 

New  Martinsville,  ★ Wetzel  Co. 
Hospital,  1U30  A.M. — Cardio- 
myopathy, Abnash  Jain,  M.D. 

Oak  Hill,  □ Plateau  Medical  Center, 
7:30  P.M. — Jan.  (vacation) 

Parkersburg,  ★ Camden-Clark 
Hospital,  7 A.M. — Jan.  10,  Disruptive 
Behavior  in  the  House,  Chet 
Johnson,  M.D. 

Jan.  27,  The  Impaired  Professional, 
Mark  Fuller,  M.D. 

Ripley,  • Jackson  General  Hospital,  12 
Noon — Jan.  12,  Update  on  TIAs,  A. 
Poffenbarger,  M.D. 


Ronceverte,  • Humana  Hospital 
Greenbrier  Valley,  1 P.M.— Jan.  17 
(tba) 

Spencer,  • Roane  General  Hospital, 
12:30  P.M. — Jan.  16,  Urinary  Tract 
Infections  in  Children,  Myra  Cha- 
ing,  M.D. 

Summersville,  □ Summersville 
Memorial  Hospital,  6 P.M. — Jan. 
(vacation) 

Waynesburg,  PA,  ★ Greene  Coun- 
ty Memorial  Hospital,  7 P.M. — Jan. 
23,  Stress  Management,  John 
Vanin,  M.D. 

Weston,  ★ Stonewall  Jackson 
Memorial  Hospital,  Therapy  of 
Congestive  Heart  Failure,  Anthony 
Morise,  M.D. 

Wheeling,  ★ Ohio  Valley  Medical 
Center,  8 A.M.— Jan.  24,  Surgery 
Topic,  Gordon  Murray,  M.D. 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  11  A.M. — Jan. 
(vacation) 

White  Sulphur  Springs,  □ Green- 
brier Clinic,  4 P.M. — Jan.  (vacation) 

Williamson,  □ Williamson 

Memorial  Hospital,  6:30  P.M.— Jan. 
(vacation) 


Ophthalmologists’ 
1990  Meeting 

The  43rd  annual  National  Spring 
Meeting  of  the  West  Virginia 
Academy  of  Ophthalmology  will  be 
held  April  22-25,  1990,  in  White 
Sulphur  Springs  at  the  Greenbrier. 

Guest  speakers  and  their  topics 
will  be  Walter  J.  Stark,  M.D., 
Baltimore,  Cornea;  Thomas  L. 
Slamovits,  M.D.,  Bronx,  New  York, 
Neuro-ophthalmology;  Ronald  M. 
Coburn,  M.D.,  Dearborn,  Michigan, 
Cataract;  Robert  C.  Allen,  M.D., 
Charlottesville,  Virginia,  Glaucoma, 
and  Hunter  R.  Stokes,  M.D., 

Florence,  South  Carolina,  Political 
Issues. 

A Phacoemulsion  Course  also 
will  be  featured. 

For  additional  information,  con- 
tact Patricia  Schumann,  Conference 
Coordinator,  West  Virginia  Academy 
of  Ophthalmology,  P.O.  Box  6302, 
Health  Sciences  Center  North, 
Morgantown,  WV  26506;  or  call 
(304)  293-3757. 
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Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help.. .the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 


TRAINING  MANUALS 


Medifast  will  work  for  you,  too. 
Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 

The  Medifast  Program  includes: 

* Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 

★ Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 


Nutritionally  complete. 

* Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

* Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

* Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 


* National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles;  PATIENT  SUPPORT 


You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 
For  complete  information  call  toll-free 


1-800  638-7867 


i 1 

| For  more  information  about  the  Medifast  | 
. Program,  please  send  this  coupon  to: 

The  Nutrition  Institute  of  Maryland 
I William  J.  Vitale,  M.D.  I 

| Director,  Clinical  Services 

1840  York  Road,  Suite  H 
Timonium,  MD  21093 


NAME 

ADDRESS 

CITY 

STATE 

ZIP 

PHONE 

SJG-12 

Ymkdiiasi 


The  Physicians'  Answer  to  Weight  Control. 


©Jason  Pharmaceuticals  1989 


For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


'•fefes, 

<yos'°o 


* 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulin (§) 

human  insulin 
[recombinant  DNA  origin) 


Leadership 
in  Diabetes  Care 


© 1989.  ELI  LILLY  AND  COMPANY  HI-2914  B 949334 


23rd  Mid-Winter  Clinical  Conference 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Holiday  Inn  Charleston  House,  Charleston,  W V 

January  26-28, 1990 


Scientific  Program  Outline 

FRIDAY,  JANUARY  26--Adolescent  Health-2  to  5 P.M. 

"CVD  Risk  Factors  of  the  Adolescent"--Michael  J.  Lewis,  M.D.,  Morgantown;  "Eating  Disorders  in  the 
Adolescent'-Richard  J.  Seime,  Ph.D.,  Morgantown;  "Substance  Abuse  in  the  Adolescenf-Antoinette  Hersh- 
man,  M.D.,  Morgantown;  and  "Adolescent  Pregnancy  in  West  Virginia"--Nancy  Tolliver,  R.N.,  M.S.,  Charleston 

SATURDAY,  JANUARY  27-" Potpourri"  of  Topics-9  A.M.  to  Noon 

"New  or  Contemporary  Treatment  of  Congestive  Heart  Failure"--Robert  C.  Touchon,  M.D.,  Huntington; 
"Lasers  in  Medicine,  An  Overview"-Tara  C.  Sharma,  M.D.,  Huntington;  "Ultrasound:  Why  Ask  For  It?"— 
Deborah  Willard,  M.D.,  Morgantown;  "Mammography--Where  We  Are-Where  Are  We  Going?"--Gary  M. 
Tolley,  M.D.,  Huntington;  and  "Health  Effects  of  Low  Level  Asbestos  Exposure"--Daniel  E.  Banks,  M.D., 
Morgantown 

SATURDAY,  JANUARY  27-lmmunoloqv  Update-2  to  5:15  P.M. 

"Immunizations:  Childhood-Update  on  Immunizations,  Especially  Measles"--James  E.  McJunkin,  M.D.,  Char- 
leston, and  "Update  on  Immunizations forthe  Adult'-Maurice  A.  Mufson,  M.D.,  Huntington;  "Update  in  Allergen 
lmmunotherapy"-L.  Blair  Thrush,  M.D.,  Charleston;  "Tips  in  Selecting  the  Right  NSAID,  and  What  to  do  After 
You  Pick  lt"--James  E.  Brick,  M.D.,  Morgantown;  and  "Arthritis  Update"-Paul  D.  Saville,  M.D.,  Charleston 

SUNDAY,  JANUARY  28-Aging  Process--9  A.M,  to  Noon 

"The  Normal  Physiology  of  Aging'-Morton  Bogdonoff,  M.D.,  New  York,  N.Y.;  "Polypharmacy  in  the  Aged 
Population"-Mona  Counts,  R.N.,  Ph.D.,  Morgantown;  "Nutritional  Considerations  in  Geriatrics"--Nancy  Rod- 
riguez, Ph.D.,  R.D.,  Morgantown;  and  "Falls  in  the  Elderly'-Robert  Walker,  M.D.,  Huntington 

OVERNIGHT  ACCOMMODATIONS— Physicians  should  communicate  directly  with  the  Holiday  Inn  Char- 
leston House.  Attendees  will  be  given  a special  room  rate  of  $61  (single  or  double).  When  making  reservations 
please  specify  that  you're  attending  the  WVSMA  Conference. 


ADVANCE  REGISTRATION 

Please  register  me  for  the  23rd  Mid-Winter  Clinical  Conference  January  26-28, 1990,  at  the  Charleston  House 
Holiday  Inn,  Charleston. 

Conference  Registration  Fee $ 

($75  WVSMA  Member/$150  Non-Member)* 

Please  make  check  payable  to  WVSMA,  and  mail  to  P.O.  Box  4106,  Charleston,  WV  25364 
NAME  SPECIALTY  

ADDRESS  

*There  is  no  registration  fee  for  residents,  medical  students  and  nurses. 


o 

rN 

Poetry  Corner 


What  a Wonderful 
Thing  a Daughter  Is 

A bit  of  myself 

As  I ought  to  be 

A little  of  the  good 

Peeking  out  at  me 

But  only  herself 

/4s  the  Lord  made  her  to  be 

my  daughter  is 

A smile  in  her  eyes 
When  she  says  hello 
The  lilt  in  her  voice 
Like  the  song  of  the  bow 
laid  to  the  strings 
A little  of  the  high 
A little  of  the  low 

this  also  she  is 

Not  all  good 

Bad  enough  to  be  charming 
A list  of  the  bad 
Is  far  from  alarming 
A toast  to  Lela 
Drink  long  drink  slow 
Savor  the  moment 
Husband  the  glow 

J.  Paul  Aliff,  M.D. 

Scott  Depot 


We  request  physician  contributions  to 
Poetry  Comer.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.D., 
Editor,  The  West  Virginia  Medical  Jour- 
nal, Box  4106,  Charleston,  WV  25364. 


Not  Time  Enough 

It  could  not  have  been  that  long! 
The  years  all  went  by  too  swiftly 
by 

And  youth  became  too  quickly  mid- 
dle age, 

Then  old.  And  suddenly  he  was 
gone! 

It  seems  there  never  was  the  time 
To  spend  together  as  we  should. 

At  first  he  was  the  one  too  busy, 
Then  came  the  time  we  had  to 
part, 

And  distance  made  it  harder  yet 
To  get  together  when  we  wished. 

He  had  his  own  life,  I had  my  own ; 
Our  visits  weren't  as  frequent 
then. 

He  loved  me  as  a father  should; 

I loved  and  honored  all  he  was, 

But  still  we  went  our  separate  ways 
And  I was  much  too  busy  then 

(Or  so  I seemed  to  think!); 

We  couldn  7 seem  to  schedule 
mutual  time. 

The  cycle  now  repeats  itself, 

Though  I no  longer  am  the  son. 

I love  him  as  a father  should 
But  he  is  much  too  busy  now; 

Not  time  enough  that  we  can  share, 
And  the  years  all  go  too  swiftly 
by! 

E.  Leon  Linger,  M.D. 
Buckhannon 


Medical 

Meetings 

January 

11-13 — Southern  Section,  Am.  Laryngo- 
logical,  Rhinological  & Otological  Society, 
Inc.,  White  Sulphur  Springs. 

2 5-28 — Neurosurgical  Society  of  the 
Virginias,  Hot  Springs,  Va. 

26-28— WVSMA  23rd  Mid-Winter 
Clinical  Conference,  Charleston. 

28-31 — Southeastern  Surgical  Conference, 
Naples,  Fla. 

February 

8-13 — Am.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 

14-18 — Am.  College  of  Psychiatrists,  Palm 
Springs,  Calif. 

24 — Am.  College  of  Utilization  Review 
Physicians,  Atlanta. 


March 


4-8 — Am.  Institute  of  Ultrasound  in 
Medicine,  New  Orleans. 

18-22 — Am.  College  of  Cardiology,  New 
Orleans. 

23-25 — WV  Urological  Society  annual 
spring  seminar,  Charleston. 

23-28 — Am.  Academy  of  Allergy  & Im- 
munology, Baltimore. 

April 

1-5 — Am.  Assoc,  of  Pathologists, 
Washington,  D C. 

6-8 — WV  Chapter,  AAFP,  Charleston. 

22-25 — WV  Academy  of  Ophthalmology 
national  spring  meeting,  White  Sulphur 
Springs. 

26-29 — Am.  College  of  Mohs  Micrographic 
Surgery, Chicago. 

26-29 — Am.  College  of  Physicians, 
Chicago. 

29-May  4 — Am.  Society  of  Colon  & Rec- 
tal Surgeons,  St.  Louis,  MO. 


For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  tbe  above 
meetings.  Call  (304)  925-0342. 
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County  Societies 


Western 

The  Western  Medical  Society  met 
October  10  in  Ripley  at  Jackson 
General  Hospital. 

The  speaker  was  Doctor  Patel, 
who  gave  a detailed  lecture  on 
asthma  and  its  etiology  and  treat- 
ment. He  compared  it  to  other 
diseases  involving  the  lung. 

The  Society  met  again 
November  14  in  Spencer  at  Roane 
General  Hospital. 

The  guest  speaker  was  Ashfaq 
Siddiqui,  MD,  Parkersburg  vascular 
surgeon,  who  spoke  on  non-invasive 
vascular  studies  as  compared  with 
laser  vascular  studies. 

The  Society  approved  the  con- 
tinuation of  distribution  of  a letter 
and  brochure  citing  the  need  for 
doctors  in  Roane  County. — A.  H. 
Morad,  M.D.,  Secretary. 


No\y  Breast  Cancer 
Has  VirtiiaUy  Nowhere 
ToHide. 

The  best  weapon  against  breast  cancer  is  early 
detection.  And  that's  why  a mammogram  is  so  important. 

It  “sees"  breast  cancer  before  there’s  a lump,  when  the  cure 
rates  are  near  100%.  That  could  save  your  life;  it  might 
even  save  your  breast. 

Although  not  perfect,  a mammogram  is  still  the  most 
effective  weapon  against  breast  cancer.  And  if  you’re 
over  35,  it's  essential  you  have  one.  Because  all  breast 
cancer  needs  is  a place  to  hide. 

Have  A Mammogram. 

Give  Yourself  The  Chance  Of  A Lifetime. 


AMERICAN 
T CANCER 
f SOCIETY* 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  Medical  Placement 
1-800-423-USAF 
TOLL  FREE 
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Health  Sciences  W 

University 

Center  News  ▼ 


Compiled  from  material  furnished  by  the 
Health  Sciences  Center  News  Service, 
Morgantown,  W.  VA. 


CONSULT  to  Link 
Rural  Physicians 

Doctors  say  one  of  the  most  troubling 
aspects  of  rural  medical  practice  in 
West  Virginia  is  that  they  feel  cut  off 
from  sources  of  up-to-date  informa- 
tion. Often,  neither  they  nor  local 
hospitals  can  afford  to  buy  the  new 
books  and  subscribe  to  the  special- 
ized journals  in  which  new  treatments 
and  other  advances  are  reported. 

Rural  doctors  also  feel  profes- 
sionally isolated  because,  unlike 
doctors  in  larger  towns  and  cities, 
they  have  limited  opportunities  to 
interact  with  other  physicians  and 
Share  information  and  experiences. 

A new  computer  and  telecommu- 
nications network  to  be  developed 
during  the  next  three  years  aims  to 
link  rural  health  care  providers 
throughout  West  Virginia  and  give 
them  ready  access  to  the  most  up-to- 
date  health  information  available. 

$695,000  Grant 

The  West  Virginia  CONSULT  network 
is  being  created  with  a three-year, 
$695,000  grant  from  the  National 
Library  of  Medicine.  It  will  be  based 
at  the  WVU  Health  Sciences  Center, 
and  is  a collaborative  effort  of  WVU 
and  the  state's  community  hospitals, 
the  West  Virginia  Network  for  Educa- 
tional Telecomputing,  and  health 
professional  associations. 

In  addition  to  physicians,  the 
system  will  enable  pharmacists, 
dentists,  nurses,  hospital  administra- 
tors and  health  organizations  to 
obtain  and  exchange  information. 

"If  West  Virginia  CONSULT 
develops  the  way  we  hope  it  will,  it 
can  mean  a whole  new  era  in  health 
care  throughout  rural  West  Virginia," 
said  John  E.  Jones,  M.D.,  Vice  Pres- 
ident for  Health  Sciences  at  WVU. 


The  anchor  facility  for  the  net- 
work will  be  the  WVU  Health 
Sciences  Library,  the  state's  only 
Regional  Medical  Library.  It  invests 
nearly  $1  million  per  year  in  its 
multi-level  collection  of  almost 
200, OCX)  book,  journals  and  audio- 
visual titles. 

According  to  Linda  Jacknowitz, 
Project  Director  for  West  Virginia 
CONSULT,  data  from  a recent  survey 
she  conducted  of  small,  rural  West 
Virginia  hospitals  showed  a $1,000 
per  year  median  level  of  spending 
for  information  resources.  How- 
ever, some  institutions  didn't  budget 
any  funds  for  library  subscriptions 
and  other  acquisitions. 

"West  Virginia  CONSULT  will 
use  computer  technology  and 
telefacsimile  to  make  these  impor- 
tant medical  texts  and  journals 
available  to  isolated  doctors  to  help 
them  keep  pace  with  new  develop- 
ments. They  will  be  able  to  sit 
down  at  their  personal  computers 
and  retrieve  information  from  the 
National  Library  of  Medicine's 
databases,  either  by  searching  the 
literature  themselves  or  requesting 
assistance  from  CONSULT  librari- 
ans," Jacknowitz  said. 

Electronic  Loan 

'The  CONSULT  network  also  will 
have  an  electronic  interlibrary  loan 
capability  to  help  speed  materials  that 
are  unavailable  locally  to  a requesting 
physician.  For  example,  if  specific 
information  is  needed  for  an  emer- 
gency, a request  can  be  made  by 
computer  and  the  information  trans- 
mitted back  by  telefacsimile  within  a 
short  while." 

The  WVU  Health  Sciences 
Library  already  has  a National  Library 
of  Medicine  retrieval  system  called 
MEDLINE  which  contains  references 
to  biomedical  articles  from  3,000 
journals  published  in  the  United 
States  and  70  foreign  countries. 

Other  anticipated  CONSULT 
services  include  a Cancer  Information 
Module  supported  by  the  Cancer 
Communications  System  at  Mary  Babb 
Randolph  Cancer  Center,  and  a Drug 


Information  Module  offered  by  the 

West  Virginia  Drug  Information 
Center. 

Over  the  next  three  years  CON- 
SULT expects  to  integrate  between  26 
and  32  hospitals  into  the  network. 
Approximately  70  per  cent  of  these 
sites  will  be  in  rural  areas.  Initial 
planning  has  included  identifying 
eight  geographic  areas  in  the  state, 
each  with  a designated  lead  hospital 


President  Elect  of  U.S. 
Ophthalmologists 

George  W.  Weinstein,  M.D.,  Jane 
McDermott  Shott  Professor  and  Chair 
of  the  Department  of  Ophthalmology, 
has  been  named  President-Elect  of  the 
American  Academy  of  Ophthalmol- 
ogy. 

The  AAO  is  the  primary  profes- 
sional organization  of  ophthalmolo- 
gists in  the  United  States  and  has  an 
international  membership  of  17,000. 
Doctor  Weinstein  became  President 
Elect  during  the  national  meeting  in 
New  Orleans,  October  29-Novem- 

ber  3. 

He  has  served  on  the  Academy's 
Board  of  Directors  since  1981  and  has 
been  Secretary  of  the  organization's 
Public  and  Professional  Information 
Committee  since  1984.  He  will  serve 
as  President  Elect  during  1990  and 
will  become  President  in  1991. 

Doctor  Weinstein  received  his 
medical  degree  from  the  State  Univer- 
sity of  New  York  Downstate,  and 
completed  his  residency  at  Kings 
County  Hospital  in  New  York  City. 

He  also  served  a retina/research 
fellowship  at  the  Wilmer  Institute  of 
Johns  Hopkins  University. 

He  was  Professor  and  Acting 
Chairman  of  the  Department  of 
Ophthalmology  at  the  University  of 
Texas  Medical  School  before  coming 
to  WVU  as  Chair  of  the  Department  of 
Ophthalmology  in  1980. 
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MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Chest  Physician 
Award  Presented 

A medical  research  project  by 
George  Bittar,  M.D.,  of  the  MU 
School  of  Medicine  has  received  the 
Critical  Care  Research  Award  of  the 
Amnerican  College  of  Chest 
Physicians. 

In  his  project,  Doctor  Bittar 
found  that  the  drug  theophylline, 
which  is  used  for  asthma  and  other 
conditions,  can  cause  abnormalities 
of  metabolism  and  contraction  in 
the  heart  muscle.  He  also  found  that 
a second  medication,  verapamil, 
helps  counteract  these 
abnormalities. 

“Theophylline  has  been  used 
for  more  than  50  years  and  has 
resulted  in  toxicity  and  even  death,” 
said  Doctor  Bittar,  a cardiology 
fellow  at  Marshall.  ’’There  is  a very 
narrow  zone  between  therapeutic 
and  toxic  levels.  In  humans, 
theophylline  can  cause  arrhythmias 
even  at  therapeutic  levels:  when  it’s 
good  for  asthma  it  may  be  bad  for 
the  heart.” 

Elderly  Vulnerable 

Doctor  Bittar  said  elderly  patients 
are  particularly  vulnerable  to  the 
drug’s  side  effects.  “Doctors  should 
be  especially  cautious  when  giving 
this  drug  to  an  elderly  person,”  he 
said.  “They  should  watch  for  side 
effects  and  toxicity  and  not  rely 
solely  on  blood  levels  of  the  drug. 

Doctor  Bittar’s  project  was 
selected  from  more  than  1,000  sub- 
mitted for  the  research  award, 
which  was  presented  at  a joint 
meeting  of  the  World  Congress  of 
Chest  Physicians  and  the  American 


College  of  Chest  Physicians.  The 
award  is  co-sponsored  by  Du  Pont. 

Doctor  Bittar  did  the  research 
for  the  project  as  a fellow  at 
Brooklyn  Hospital  where  he  also 
did  his  residency.  He  is  a graduate 
of  Aleppo  University  of  Medicine  in 
Syria. 


Cardiothoracic 
Surgery  Post  Filled 

Heart  surgeon  Lorenzo  Gonzalez- 
Lavin,  formerly  of  the  University  of 
Medicine  and  Dentistry  of  New 
Jersey,  has  become  Chief  of  the  Sec- 
tion of  Cardiothoracic  Surgery  at 
MU  School  of  Medicine. 

Medical  School  Dean  Charles  H. 
McKown,  Jr.,  M.D.,  called  Doctor 
Lavin,  a founding  member  of  the  In- 
ternational Association  for  Cardiac 
Biological  Implants,  “an  outstanding 
surgeon  and  teacher  who  has  played 
a leadership  role  in  developing 
sophisticated  cardiac  surgery  at 
several  outstanding  institutions.” 

Dean  McKown  described  Doc- 
tor Lavin  as  a “very  active  and  suc- 
cessful cardiac  surgeon,”  and  said  he 
will  continue  to  practice  car- 
diovascular and  thoracic  surgery  in 
Huntington.  He  has  been  particular- 
ly active  in  coronary  bypass  and 
valve  replacement  surgery  as  well  as 
in  the  treatment  of  congenital  heart 
diseases. 

Other  Posts  Held 

While  in  New  Jersey,  Doctor  Lavin 
served  as  Chairman  of  Surgery  for 
the  Deborah  Heart  and  Lung  Center, 
and  also  was  appointed  Director  of 
the  Deborah  Research  Institute.  He 
previously  was  a partner  and  head 
of  the  Department  of  Cardiovascular 
Surgery  at  Palo  Alto  (California) 
Medical  Clinic. 


While  at  Michigan  State  Univer- 
sity, Doctor  Lavin  successfully 
organized  a community-university 
cardiac  surgery  service  joining  the 
efforts  of  private  cardiac  surgeons 
and  full-time  university  surgeons. 
That  service  has  grown  to  be  one  of 
the  largest  clinical  programs  in  the 
state  of  Michigan. 

He  has  been  a consulting  car- 
diac surgeon  at  the  National  Heart 
Hospital  in  London  and  senior  lec- 
turer at  the  University  of  London. 

In  addition  to  his  teaching  in  New 
Jersey  and  Michigan,  he  also  has 
taught  at  the  University  of  Chicago. 

A productive  writer,  Doctor 
Lavin  has  had  his  work  published 
widely  in  scientific  journals.  He  has 
served  on  grant  application  review 
boards  for  the  American  Heart 
Association  in  New  Jersey  and 
Michigan.  He  also  reviews 
manuscripts  for  the  Journal  of 
Thoracic  and  Cardiovascular 
Surgery,  the  Cleveland  Clinic 
Quarterly  and  the  Annals  of 
Thoracic  Surgery. 

Fellowships 

He  has  received  fellowships  from 
the  American  College  of  Surgeons, 
the  American  Academy  of  Pediatrics, 
the  American  Heart  Association’s 
Council  on  Cardiovascular  Surgery, 
the  American  College  of  Chest 
Physicians  and  the  American  College 
of  Cardiology,  the  European  Associa- 
tion for  Cardio  Thoracic  Surgery, 
and  the  Western  Thoracic  Surgical 
Association. 

He  has  been  an  invited  medical 
speaker  at  many  locations  in  the 
United  States  as  wrell  as  more  than 
half  a dozen  countries  abroad. 

A graduate  of  the  University  of 
Mexico  Medical  School,  Doctor 
Lavin  took  postgraduate  training  at 
the  University  of  Mexico,  the  State 
University  of  New  York  Upstate 
Medical  Center,  Hahnemann  Univer- 
sity, National  Heart  Hospital  in  Lon- 
don, and  Green  Lane  Hospital  in 
Aukland,  New  Zealand. 
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All  of  us  at  RMI,  ltd.  want  to 
take  this  time  to  say  thank  you 
for  your  insurance  business. 

We  wish  you  and  yours  a 
healthy  and  happy  holiday 
season,  and  our  warmest 
wishes  for  the  New  Year. 


P.O.  Box  1126  Charleston,  WV  25324 
304-346-3024. 

In  Clarksburg,  304-623-0696. 


Medical  Assurance. 


Lovett,  Cooper  & Glass  represents  individuals,  part- 
nerships, and  small  corporations  (including  medical 
corporations).  We  offer  proficient  legal  advice  and 
representation  for  your  medical  practice,  and  compre- 
hensive legal  services  in  handling  real  estate  and 
commercial  transactions. 

For  all  your  legal  needs,  call  Lovett,  Cooper  & Glass,  a 
general  practice  law  firm.  Our  reputation  for  excellence 
gives  you  the  medical  assurance  you  need. 


l ovett,  Cooper  & Glass 

Attorneys  at  Law 


Experienced.  Reliable.  Professional. 
400  Charleston  National  Plaza  • 344-3542 

Chester  Lovett,  responsible  for  content. 


PHYSICIANS 

Come  Grow  With  Us... 


Nestled  in  the  Eastern  Panhandle  of  West  Virginia,  Jefferson  Memorial  Hospital  is 
a non-profit  community  hospital  serving  the  health  care  needs  for  over  75  years. 
Located  in  the  fastest  growing  county  of  the  State  - it  is  just  minutes  from  Virginia 
and  Maryland  - 60  miles  from  D.C.  Amidst  the  Blue  Ridge  Mountains  and  Shenan- 
doah River;  truly  the  best  of  both  worlds  at  your  doorstep. 

Hoping  to  increase  our  medical  staff  to  keep  pace  with  our  growth,  it’s  no  wonder 
Jefferson  County  is  “on  the  map.” 


•ORTHOPEDICS 
•PEDIATRICS 
•FAMILY  PRACTICE 
•EMERGENCY 
MEDICINE 


JEFFERSON 

MEMORIAL 

HOSPITAL 


Please  direct  all  inquiries  to 

James  Bryan,  Administrator. 

Free  office  space,  relocation  expenses  and  malpractice  assistance 
await  your  arrival  to  one  of  the  best  kept  secrets  in  the  State. 
Guaranteed  Income. 


Jefferson  Memorial  Hospital 
P.  O.  Box  1228 
Charles  Town,  WV  25414 
(304)  725-3411  Ext.  210 


Classified 


PRIMARY  CARE  PHYSICIAN  NEEDED  - 

There  is  an  immediate  opening  for  a primary 
care  physician  for  Elizabeth,  West  Virginia. 
A modern  fully  equipped  facility  is  available 
for  immediate  startup.  Elizabeth  is  a beautiful 
rural  community,  15  miles  outside  of 
Parkersburg,  West  Virginia.  For  more  informa- 
tion, write  to:  WCHSA,  P.  O.  Box  609, 
Elizabeth,  West  Virginia  26143  or  call  (304) 
257-3301. 


INTERNAL  MEDICINE/FAMILY  PRACTICE: 

Thirty-year  old  multi-specialty,  non-profit 
quality  oriented  group  practice  85  miles 
south  of  Pittsburgh  seeks  board  eligible/cer- 
tified internist  and  family  practitioner.  Posi- 
tions available  immediately  and  July/August, 
1990.  Excellent  clinical  facilities  with  com- 
prehensive ancillary  services.  CME  oppor- 
tunities. No  investment,  excellent  financial 
package  with  fringes.  College  town,  nearby 
university  and  medical  center,  sports  and 
recreational  area.  For  more  information,  send 
CV  to:  Fairmont  Clinic,  P.  O.  Box  1112,  Fair- 
mont, WV  26554  or  call  (304)  367-0935. 


BE  or  BC  internist  & BE  or  BC  family  prac- 
tice physician  to  join  busy  private  practice 
group  in  a University  city.  Modern  state  of  the 
art  private  hospital  serving  referral  area  of  a 
quarter  million.  Opportunity  exists  for  clinical 
academic  appointment  with  university 
medical  center.  Large  metropolitan  cities  and 
recreational  areas  nearby.  Reply  with  CV  and 
references  to:  Joseph  J.  Renn,  III,  MD,  F.C.C.P., 
Internal  Medicine  Associates,  Inc.;  99  J.D. 
Anderson  Drive,  Morgantown,  WV  26505. 


THRIVING  SUBURBAN  COMMUNITY— 

Seeking  to  increase  its  medical  staff  to  keep 
pace  with  growing  county.  Jefferson 
Memorial  Hospital  is  minutes  from  Maryland 
and  Virginia,  60  miles  from  D.C.  Looking  for 
Board  certified  or  eligible  physicians  in: 
OB/GYN,  Orthopedics,  Internal  Medicine, 
Pediatrics,  Family  Practice,  Emergency 
Medicine.  Excellent  package  includes  free  of- 
fice space,  relocation  expenses,  malpractice 
assistance.  Inquiries  or  resume  to:  James 
Bryan,  Administrator,  Jefferson  Memorial 
Hospital,  P.  O.  Box  1228,  Charles  Town,  WV 
25414  or  call  (304)  725-3411,  Ext.  210. 


OBSTETRICS  /GYNECOLOGY:  Private  prac- 
tice opportunity  available  in  Central  Ohio 
area.  Office  space  available  adjacent  to  100 
bed  JCAHO  approved  hospital.  Incentives  will 
be  discussed  with  interested  candidates. 
There  is  one  successful  OB/GYN  practitioner 
currently  in  practice.  Reply  to  West  Virginia 
Medical  Journal,  P.  O.  Box  4106,  Box  B, 
Charleston,  WV  25364. 


VIRGINIA,  LEXINGTON:  EMERGENCY 
DEPARTMENT  DIRECTOR.  Stonewall 
Jackson  Hospital  is  a highly  progressive 
community  hospital  offering  excellent  sup- 
port services.  The  Emergency  Depart- 
ment is  a modern,  well-equipped  facility  with 
a steady  increase  in  annual  patient  visits. 
This  excellent  opportunity  is  available  for 
BE/BC  primary  care  physicians  with 
emergency  department  experience  to  join  the 
staff  in  this  highly  desirable  geographic  loca- 
tion. Staff  positions  are  also  available.  Lex- 


ington is  the  home  of  Virginia  Military  In- 
stitute and  Washington  and  Lee  University, 
as  well  as  the  Virginia  Horse  Center.  In- 
terested candidates  contact:  Dorothy  Haines, 
Coastal  Emergency  Services  of  Richmond, 
Inc.,  9327  Midlothian  Turnpike,  Suite  2E,  Rich- 
mond, VA  23235;  (804)320-7549  or 

1-800-277-6638. 


VIRGINIA,  MARION:  Stimulating  emergency 
medicine  practice  opportunity  combined  with 
an  enjoyable  family  and  home  life  environ- 
ment. This  delightful  community  offers  affor- 
dable quality  housing,  excellent  schools  and 
an  abundance  of  recreational  activities.  Com- 
pensation with  a professional  liability  pro- 
curement program.  Primary  care  physicians 
with  emergency  department  experience  con- 
tact Dorothy  Haines,  Coastal  Emergency  Ser- 
vices of  Richmond,  Inc.,  9327  Midlothian  Turn- 
pike, Suite  2E,  Richmond,  VA  23235; 
(804)320-7549  or  1-800-277-6638. 


VIRGINIA,  ROCKY  MOUNT:  Emergency 
Department  with  12,000  annual  visits  is  seek- 
ing full-time  primary  care  physician  for  this 
66-bed  community  hospital.  Located  45 
minutes  from  Roanoke,  VA  and  within 
minutes  from  Smith  Mountain  Lake,  a 
beautiful  resort  with  affordable  homes.  12  or 
24  hour  shifts  are  available.  Compensation 
includes  malpractice  procurement.  Benefits 
are  available.  For  immediate  consideration, 
contact  Dorothy  Haines,  Coastal  Emergency 
Services  of  Richmond,  Inc.,  9327  Midlothian 
Turnpike,  Suite  2E,  Richmond,  VA  23235; 
(804)320-7549  or  1-800-277-6638. 


GEORGIA:  Emergency  department  positions 
available.  6,000-8,000  annual  volumes.  Attrac- 
tive locations  with  varied  recreational  oppor- 
tunities. Flexible  schedules,  competitive 
compensation  and  professional  liability  in- 
surance are  available  to  you.  For  further  in- 
formation contact  David  Biggs,  Coastal 
Emergency  Services  of  Augusta,  Inc.,  519 
Pleasant  Home  Road,  Suite  C-1,  Augusta,  GA 
30907;  (800)868-2627  or  (404)868-0186. 


PRIMARY  CARE  PRACTICE  OPPORTUNITY: 

Opening  available  July  1,  1990,  for  a BC-BE 
family  practitioner  interested  in  a rural  non- 
hospital based  family  practice,  for  Monroe 
Health  Center,  Union  (Monroe  County),  West 
Virginia.  A modern  facility,  equipped  with  full 
laboratory,  x-ray,  and  excellent  support  staff. 
Monroe  county  is  a beautiful  rural  communi- 
ty, located  25  miles  south  of  the  famous 
Greenbrier  Hotel  in  White  Sulphur  Springs. 
Salary  plus  comprehensive  benefit  package 
including  paid  malpractice.  For  more  infor- 
mation write  to:  Shirley  Neel,  Monroe  Health 
Center,  P.O.  Box  590,  Union,  West  Virginia 
24983,  or  call  (304)772-3064. 


FP:  Live  in  horse  country!  Louisville,  KY 
suburb.  Both  independent  and  group  prac- 
tices available.  Supported  by  new,  full-service, 
120-bed  hospital.  Excellent  financial 
benefits/relocation  package.  Resident  con- 
sidered. Contact  Teresa  Owens,  Tyler  & Com- 
pany (404)641-6518. 


VIRGINIA,  BIG  STONE  GAP:  Emergency 
Department  director  position  available  in  this 
growing  community  hospital  that  sees  ap- 
proximately 12,000  emergency  department 
patients  per  year.  Excellent  first  directorship 
opportunity.  The  community  offers  quality 
housing  at  affordable  prices.  Excellent 
schools  and  acres  of  undeveloped  scenic 
land  with  lakes,  mountains  and  trails.  A 
perfect  location  for  the  outdoor  oriented 
physician  and  his/her  family.  Compensation 
$95,000+  and  outstanding  benefit  package 
as  well  as  a professional  liability  insurance 
procurement  program.  Interested  candidates 
contact:  Dorothy  Haines,  Coastal  Emergen- 
cy Services  of  Richmond,  Inc.,  9327 
Midlothian  Turnpike,  Department  SJA,  Suite 
2E,  Richmond,  VA  23235;  (804)320-7549  or 
1-800-277-6638. 


VIRGINIA,  NORTON:  Emergency  Medicine. 
This  130-bed  community  hospital  is  located 
in  the  picturesque  Virginia  mountains.  Ex- 
cellent opportunity  for  primary  care  physician 
with  emergency  experience  to  work  in  a plea- 
sant atmosphere  of  free  standing  ambulatory 
care  clinic  and  hospital  emergency  depart- 
ment. 15,000  annual  visits.  Competitive  com- 
pensation plus  professional  liability  in- 
surance procurement  program.  Contact 
Dorothy  Haines,  Coastal  Emergency  Services 
of  Richmond,  Inc.,  937  Midlothian  Turnpike, 
Department  SJA,  Suite  2E,  Richmond,  VA 
23235;  1-800-227-6638  or  (804)320-7549. 


EXCELLENT  OPPORTUNITY  IN  PRIMARY 
CARE:  A modern  3,000  square  foot  medical 
building  is  offered  for  sale,  located  in  a town 
of  10,000  with  a community  hospital  in 
eastern  West  Virginia.  The  building  is,  in  part, 
rented  to  a general  surgeon  and  would  be 
suitable  for  a GP,  FP  or  an  Internal  Medicine 
practice.  The  buyer  would  assume  a 30  year 
general  medicine  practice.  The  building  is  ful- 
ly equipped  and  staffed  and  has  a clinical  lab 
with  technician.  For  additional  information 
call  (301)786-4384. 


EXECUTIVE  DIRECTOR,  BOARD  OF 
MEDICAL  PRACTICE,  STATE  OF  DELAWARE: 

Coordinates  all  activities  of  Board- 
licensure,  professional  discipline,  regula- 
tions, legislation,  etc.  MD/DO,  five  years  cur- 
rent practice  experience.  Contact  S.L. 
Grossman,  First  Resource,  Inc.,  7 Great  Valley 
Parkway,  Suite  110,  Malvern,  PA  19355 
(800)842-2050. 


CLASSIFIED  RATES:  40  cents  per 
word,  minimum  of  $20  per  ad.  43  cents 
per  word  for  confidential  ad, 
minumum  of  $25  per  ad.  10%  discount 
for  6 insertions.  Payment  in  advance 
required. 

DEADLINE:  Copy  nust  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the 
August  issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Jour- 
nal, P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 
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JAMES  B.  HAZLETT,  Executive  Director 
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INTERNAL  MEDICINE 
General 
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Anastomotic  aneurysms  can  occur 
at  all  sites  of  arterial  revasculariza- 
tion. Recurrent  aneurysmal  disease, 
both  true  and  anastomotic,  is  the 
third  leading  cause  of  late  mortality 
after  aortic  aneurysm  resection 
behind  coronary  artery  disease  and 
neoplastic  disease  (8).  For  this 
reason,  long-term  follow-up  after 
resection  is  mandatory.  If  an 
anastomotic  aneurysm  is  found  at 
one  site,  a search  should  be  under- 
taken at  other  sites.  If  a heretofore 
unrecognized  intraabdominal 
anastomotic  aneurysm  is  found,  it 
should  be  repaired  promptly. 

Introduction 

Anastomotic  aneurysms  are  a well- 
described  complication  of  vascular 
reconstructive  surgery.  The  patient 
who  develops  a single  anastomotic 
aneurysm  is  also  known  to  be  at 
risk  for  aneurysms  at  other  sites  of 
anastomosis  (1).  This  case  concerns 
a single  huge  iliac  pseudoaneurysm 
which  incorporated  disruptions 
from  both  iliac  anastomoses.  This 
was  associated  with  a proximal  aor- 
tic anastomotic  aneurysm  and  an 
aneurysm  of  the  native  aorta  above 
the  renal  arteries. 


Case  Report 

The  patient  is  an  83-year-old 
hypertensive  white  man  who,  in 
1971,  underwent  elective  resection 
of  an  infrarenal  abdominal  aortic 
aneurysm.  Complete  resection  of 
the  aneurysm  and  reconstruction 
with  an  aorto-bi-iliac  dacron  graft 
was  done,  using  5/0  tevdek  in  a run- 
ning fashion  for  the  anastomosis. 

The  postoperative  course  was 
uncomplicated. 


( (t-rihe  patient  who 
JL  develops  a single 
anastomotic  aneurysm  is 
also  known  to  be  at  risk 
for  aneurysms  at  other 
sites  of  anastomosis,  y y 


He  had  bilateral  claudication 
and  chronic  low  back  pain  during 
the  last  few  years  but  otherwise  did 
well  until  October,  1988.  While 
mowing  his  lawn,  he  had  a sudden 
attack  of  severe  pain  and  weakness 
in  the  right  leg.  He  also  complained 
of  acute  lower  abdominal  pain. 

He  was  seen  at  another  hospital 
and  a CT  scan  of  the  abdomen  and 
lower  chest  was  obtained.  This 
revealed  a fusiform  aneurysm  of  the 
aorta  above  the  renal  arteries  exten- 
ding to  just  above  the  diaphragm.  In 
addition,  there  was  a large 
aneurysmal  mass  surrounding  the 
graft  bifurcation.  An  attempt  at 
arteriography  was  unsuccessful 
through  both  groins. 


The  patient  was  transferred  to 
this  hospital  and  was  stable.  His  leg 
pain  had  resolved.  He  had  bilateral 
femoral  pulses  and  a right  popliteal 
pulse.  Pedal  pulses  were  not 
palpable  but  they  were  faintly  pre- 
sent on  doppler  examination.  He 
had  a nontender  expansile  lower  ab- 
dominal mass. 

Arteriography  via  a brachial  ap- 
proach showed  an  aneurysm  of  the 
aorta  above  the  renal  arteries  exten- 
ding to  the  diaphragm.  It  was 
fusiform  with  a maximal  diameter  of 
6.7  cm.  At  the  site  of  the 
proximal  anastomosis,  there  was  a 
four-cm  anastomostic  pseu- 
doaneurysm. There  was  also  filling 
of  an  overlying  10.5-cm  aneurysm 
by  the  iliac  limbs  of  the  graft.  Direct 


Figure.  Notice  the  large  single  anastomotic 
aneurysm  arising  from  both  iliac  limbs  of 
the  graft  and  the  smaller  aortic  anastomotic 
aneurysm. 
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injections  into  the  left  iliac  limb 
showed  filling  of  the  distal  pseu- 
doaneurysm; this  was  presumed  to 
be  the  site  of  origin.  The  right  limb 
of  the  graft  was  not  injected. 

At  operation  he  was  found  to 
have  a large  pulsatile  mass  surroun- 
ding the  lower  aspect  of  the  graft. 
Proximal  control  was  gained  above 
the  iliac  anastomotic  aneurysm  at 
the  unbifurcated  portion  of  the 
graft.  The  left  external  iliac  artery 
was  controlled  and  the  aneurysm 
opened  after  heparinization.  This 
revealed  avulsion  of  the  left  limb  of 
the  graft  from  the  common  iliac 
artery,  and  avulsion  of  the  whole 
anterior  wall  of  the  right  limb  of  the 
graft.  In  effect,  there  was  one  large 
aneurysmal  sac  which  seemed  to 
arise  from  both  iliac  limbs  (Figure  1). 

The  distal  anastomosis  had  been 
constructed  just  proximal  to  the 
takeoff  of  both  internal  iliac  arteries. 
Back  bleeding  was  controlled  by  in- 
sertion of  Fogarty  catheters.  Because 
of  the  patient’s  age  the  initial  plan 
was  to  correct  only  the  iliac  pseu- 
doaneurysm since  the  aortic  false 
aneurysm  was  small  and  smooth. 
Therefore,  jump  grafts  were  per- 
formed from  the  old  graft  to  the 
distal  common  iliac  arteries. 

This  procedure  improved  pulses 
to  the  femoral  region.  However, 
there  had  been  some  bleeding  com- 
ing from  behind  the  proximal 
clamp;  with  release  of  the  clamp  it 
was  found  that  the  proximal  pseudo- 
aneurysm tracked  inferiorly  and  had 
been  entered.  There  was  no  obvious 
initial  communication  between  the 
proximal  and  distal  aneurysms. 

Control  was  attempted  below 
the  renal  arteries  but,  because  of 
pseudoaneurysm  compounded  by 
the  native  aneurysm,  this  could  not 
be  done.  It  was  necessary  to  gain 
control  at  the  supraceliac  portion  of 
the  aorta  just  at  the  diaphragmatic 
hiatus  where  it  was  less  aneurysmal. 
The  jump  graft  was  placed  between 
the  proximal  portion  of  the  old 
graft  and  the  neck  of  the  suprarenal 
aneurysm  at  the  level  of  the  renal 
arteries. 

There  were  no  apparent  disrup- 
tions of  the  sutures  in  any  of  the 
anastomoses.  There  was  no 
hematoma  or  retroperitoneal  stain- 
ing to  indicate  acute  rupture  as  the 
cause  of  his  recent  pain.  It 
appeared  that  the  grafts  had  pulled 
away  from  the  native  vessel  from 


excessive  tension  due  to  the  size 
and  type  of  the  suture  material,  the 
weakness  of  the  native  tissue,  and 
his  long-standing  hypertension. 

Upon  discharge,  delayed  by  a 
urinary  tract  infection  and  ileus 
secondary  to  that,  he  was  pain  free 
and  able  to  walk  in  the  halls 
without  difficulty. 

Discussion 

The  incidence  of  anastomotic 
aneurysms  after  arterial  reconstruc- 
tive surgery  is  approximately  three 
to  five  per  cent  (1,2, 3, 4, 5, 6).  The 
problem  is  multifactoral.  The  integri- 
ty of  the  native  vessel  may  be  the 
predominant  factor  (2).  Other  possi- 
ble causes  are  hypertension,  con- 
comitant endarterectomy,  the  use  of 
woven  suture  (particularly  the  use  of 
silk  suture),  compliance  mis-match 
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between  the  graft  and  host  vessel  (7), 
and  wound  infection. 

A single  anastomotic  aneurysm 
has  been  noted  to  have  an  increased 
risk  of  false  aneurysm  formation  at 
other  sites  of  the  same  revasculariza- 
tion (1).  This  is  well  explained  in 
recognizing  that  suture  size  and 
type,  graft  type,  compliance  mis- 
match, increased  tension,  and 
hypertension  are  all  generally 
brought  to  bear  at  all  anastomotic 
sites. 

Late  recurrent  aneurysmal 
disease  after  resection  of  an  ab- 
dominal aortic  aneurysm  is  also  not 
uncommon.  If  true  and  false  recur- 
rent aneurysms  are  considered 
together,  up  to  8.5  per  cent  of  the 
late  mortality  after  abdominal  aortic 
aneurysm  resection  may  be  at- 
tributed to  recurrent  aneurysmal 
disease  (8). 

Diagnosis  of  intraabdominal 
anastomotic  aneurysms  may  be  dif- 
ficult. Routine  followup  and  physical 
assessment  can  easily  detect  recur- 
rent peripheral  aneurysmal  disease. 
This  is  not  true  for  recurrent  in- 


traabdominal aneurysmal  disease. 
Symptoms  may  be  nonspecific,  and 
obesity  and  overlying  viscera  can 
hide  pathology.  Ultrasound  is  nonin- 
vasive,  yet  is  somewhat  unreliable  in 
evaluating  the  iliac  arteries  and  up- 
per abdominal  aorta  (8).  It  may  be  a 
reasonable  first  screening  test  for 
evaluation  of  a possible  abdominal 
anastomotic  aneurysm,  but  the  most 
reliable  technique  for  screening  is 
computed  tomography,  and  this 
should  be  used  if  this  diagnosis  is 
suspected  (8).  Further  delineation  of 
the  lesion  and  preoperative  planning 
can  then  be  obtained  with 
arteriography. 

It  is  difficult  to  explain  the  find- 
ings in  this  case  with  the  commonly 
cited  etiologic  factors.  Most  likely, 
an  early  bilateral  disruption  occur- 
red which  over  the  years  organized 
and  enlarged.  It  is  fortunate  that  he 
did  not  develop  an  abdominal 
catastrophe  many  years  earlier. 

Barker  reported  two  patients 
with  acute  rupture  into  the  perigraft 
space  (9).  Perhaps  this  occurred, 
and  over  time  an  anastomotic 
aneurysm  from  one  limb  of  the  graft 
slowly  enlarged  to  encompass  the 
other  side  as  well. 

The  most  common  method  of 
repair  of  anastomotic  aneurysms  is 
with  an  interposition  graft.  With 
proximal  anastomotic  aneurysms 
this  may  also  be  done  as  in  this 
case.  However,  had  an  attack  on 
both  aneurysms  been  planned,  a 
complete  replacement  of  the  graft 
would  have  been  done. 
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Nimodipine  is  a 1,4  dihydropyri- 
dine with  Ca+  + channel  blocking 
properties.  It  is  more  lipophilic 
than  most  calcium  channel 
blockers , and  thus  has  a greater 
volume  of  distribution  within  the 
brain.  Many  actions  of  nimodipine 
have  been  proposed  from  work 
done  in  animal  models  following 
induction  of  complete  or  partial 
cerebral  ischemia  for  varying 
lengths  of  time.  However,  these  ex- 
perimental results  have  not  been 
sufficiently  documented  in  patient 
populations,  and  there  exists  con- 
flicting data  as  to  nimodipine  s 
mechanism  of  action  in  the  cerebral 
ischemic  patient.  Regardless  of  the 
exact  mechanisms  of  action,  studies 
suggest  that  nimodipine  may 
significantly  reduce  morbidity  and 
mortality  in  patients  following 
disruption  of  cerebral  blood  flow. 

Effects  of  Cerebral  Ischemia 

The  myriad  of  changes  that  occur 
shortly  after  the  disruption  of 
cerebral  flow  are  not  well 
understood.  These  changes  are  dif- 
ficult to  study  and  may  be  unique 
to  the  brain  for  several  reasons. 

First,  the  brain  has  the  ability  to 
autoregulate  accurately  its  blood 
flow,  and  can  maintain  a constant 
perfusion  over  a wide  range  of 
systemic  pressures.  This  autoregula- 
tion involves  the  local  vasoconstric- 
tion or  vasodilatation  of  cerebral 
arteries  as  systemic  pressures  in- 
crease or  decrease. 

Second,  in  the  absence  of 
ketosis,  the  brain  utilizes  glucose  as 
its  sole  energy  substrate.  In  the 
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presence  of  oxygen,  this  glucose 
is  almost  completely  oxidized  to 
C02  and  H20  by  oxidative- 
phosphorylation  with  a negligible 
amount  of  glycogen  stored  as  pro- 
tection against  hypoxia. 

Third,  the  histologic  appearance 
of  neuronal  cells  reveals  a cell  body 
surrounded  by  numerous  filamen- 
tous appendages.  These  axons  and 
dendrites  are  essential  for  synaptic 
communication  with  adjacent  and 
very  distant  neurons,  and  result  in 
the  neuron  having  a relatively  large 
surface  area  which  may  extend 
through  several  vascular  beds.  This 
large  cellular  surface  area  requires 
the  neuron  to  expend  most  of  its 


cellular  energy  just  to  maintain 
physiologic  ion  gradients.  The 
neuron  is  therefore  uniquely  sen- 
sitive to  energy  deprivation  and 
disruption  of  its  ion  pumps. 

Fourth,  the  presence  of  a Blood 
Brain  Barrier  effectively  isolates  the 
brain  from  many  therapeutic 
options. 

Experimental  observations  have 
demonstrated  that,  following  the 
cessation  of  blood  flow  to  the  brain, 
there  is  a rapid  decrease  in  tissue 
PO,  and  metabolic  rate.  ATP  levels 
fall  and  lactic  acid  increases  with  a 
corresponding  decrease  in  in- 
tracellular pH.  If  trans-membrane 
ion  gradients  are  transient  and  per- 
fusion pressure  can  be  restored,  all 


Figure.  The  effects  of  decreased  cerebral  blood  flow  (CBF).  Extracellular  = e.c.  and  in- 
tracellular = i.c.  Free  fatty  acids  = FFAs. 
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these  observed  changes  gradually 
return  to  baseline.  However,  with 
the  return  of  blood  flow,  there  is  a 
brief  period  of  hyperperfusion 
which  is  quickly  followed  by  an  ex- 
tended period  of  hypoperfusion. 

This  hypoperfusion  is  believed  to  be 
secondary  to  vasospasm,  and  may 
be  responsible  for  extending  the 
final  area  of  necrosis.  Other 
mechanisms  besides  vasospasm  may 
also  play  a part  in  extending  the  in- 
itial area  of  damage  (Table). 

Storage  forms  of  ATP  are 
depleted  within  the  first  minute 
following  the  complete  cessation  of 
cerebral  blood  flow,  and  ATP  levels 
fall  to  essentially  zero  within  the 
first  five  minutes.  This  in  turn  leads 
to  the  disruption  of  three  separate 
ATP-dependent  ion  pumps.  The  first 
is  the  Na+-K+  ATP-ase  pump, 
which  leads  to  an  efflux  of  K+  and 
an  influx  of  Na-t-  resulting  in  mem- 
brane depolarization  and  opening  of 
the  voltage  sensitive  Ca+  + chan- 
nels. The  second  is  the  Na+  -Ca+  + 
antiport  system,  and  the  third  is  the 
ATP-dependent  Ca++  sequestration 
within  the  endoplasmic  reticulum. 

The  failure  of  these  three 
pumps  leads  to  the  increase  in  in- 
tracellular Ca-i-  +.  This  increased  in- 
tracellular Ca-t-  + leads  to  uncoupl- 
ing of  oxidative-phosphorylation 
with  lactic  acid  accumulation  and 
activation  of  phospholipases  A & C. 
Activated  phospholipases  A & C 
disrupt  membrane  phospholipids 
leading  to  the  release  of  free  fatty 
acids  (FFAs)  and  further  increase 
membrane  permeability.  The  FFAs 
exacerbate  the  acidosis  and  lead  to 
an  increase  in  thromboxane  A2,  pros- 
taglandins and  leukotrienes.  The  ef- 
fect of  these  vasoactive  compounds 
is  predominantly  vasoconstriction, 
further  inhibiting  CBF.  The  acidosis 
may  inhibit  Na+-H  + pumps 
within  the  glial  cells,  resulting  in 
glial  edema  and  further  reduction  of 
CBF. 

Proposed  Mechanisms  of  Ac- 
tion for  Nimodipine 

As  previously  stated,  controversy  ex- 
ists among  researchers  as  to  the  ac- 
tual mechanism  of  action  of 
nimodipine.  Therefore,  there  will  be 
described  only  the  proposed 
mechanisms  of  action,  with  the 
realization  that  any  one,  or  all,  may 


be  involved  in  nimodipine’s  effect 
on  cerebral  tissue  following 
ischemia. 

1.  Nimodipine  may  increase 
cerebral  blood  flow  by  preventing 
vasospasm.  The  presence  of  in- 
tracellular Ca+  + is  required  for  the 
contraction  of  vascular  smooth  mus- 
cle cells.  If  the  influx  of  Ca-t-  + is 
inhibited  by  the  action  of  the 

Ca-t-  + channel  blocker,  then  the 
contraction  of  vascular  smooth  mus- 
cle will  be  prevented,  perfusion 
maintained,  and  the  final  extent  of 
necrosis  diminished.  Nimodipine 
may  act  preferentially  on  the  small 
resistance  vessels  which  are  not 
visualized  angiographically.  This  may 
partly  explain  the  conflicting  results 
obtained  by  various  researchers  as 
to  whether  or  not  nimodipine  in- 
creases CBF. 

2.  Nimodipine  may  inhibit  the 
influx  of  Ca+  + into  ischemic 
neurons.  This  action  could  prevent 
the  uncoupling  of  oxidative- 
phosphorylation  and  help  to  protect 
the  neuron  for  an  extended  period 
of  time  in  the  presence  of  decreased 
P02.  This  protective  action  would 
be  of  benefit  during  the  initial 
period  of  ischemia  and  the  subse- 
quent period  of  hypoperfusion. 

3.  Nimodipine  may  act 
predominantly  by  inhibiting  the  in- 
flux of  Ca-i-  + into  ischemic  tissue. 
This  action  would  limit  the  degree 
of  acidosis,  subsequent  glial  edema, 
and  resulting  decrease  in  CBF 
secondary  to  cerebral  edema. 

4.  Nimodipine  may  act  by 
limiting  the  production  of  vasoac- 
tive (constrictor)  substances  by 
limiting  the  amount  of  intracellular 
Ca-t-  +.  The  absence  of  these 
substances  may  increase  CBF  and 
again  minimize  the  final  area  of 
necrosis. 

5.  Nimodipine  has  also  been 
proposed  to  act  through  specific 
nimodipine-binding  sites  in  the 
brain;  by  inhibiting  Ca-i-  + influx  in- 
to endocrine  cells;  by  interacting 
with  other  centrally  acting  drugs;  or 
by  stimulating  the  release  of  various 
neurotransmitters. 

Discussion 

Regardless  of  which  particular 
mechanism  of  action  predominates, 
nimodipine  has  been  shown  to  pro- 
tect ischemic  cerebral  tissue  in 


tect  ischemic  cerebral  tissue  in 
clinical  studies.  There  have  also 
been  no  significant  side  effects 
reported. 

Gelmers  (9)  reported  on  186  pa- 
tients following  acute  ischemic 
stroke.  His  results  showed  a signifi- 
cant decrease  in  mortality  (eight  per 
cent  vs.  19  per  cent)  between  the 
nimodipine-treated  group  (38mg  IV 
q 6hrs)  and  the  control  group. 

There  was  also  a significant  decrease 
in  cardiac  death  within  the 
nimodipine  group  which  may  be 
secondary  to  the  dilatation  of  the 
coronary  vasculature.  There  was 
neither  suppression  of  systemic 
pressures  nor  reflex  tachycardia. 
During  the  follow-up  period  of  six 
months,  there  was  a significantly 
better  neurologic  outcome  among 
the  nimodipine  group.  He  conclud- 
ed that  early  nimodipine  treatment 
(within  24  hrs.  of  the  onset  of 
symptoms)  following  acute  ischemic 
stroke  was  beneficial  in  decreasing 
both  morbidity  and  mortality, 
although  the  beneficial  effects  were 
significant  only  in  males. 

Nimodipine  Effective 

Allen  (10)  reported  on  25  pa- 
tients who  had  recently  suffered 
subarachnoid  hemorrhages  but  were 
neurologically  normal  prior  to  treat- 
ment with  nimodipine.  Only  one  of 
56  patients  in  the  nimodipine  group 
eventually  developed  a severe 
neurologic  deficit,  in  contrast  to 
eight  of  60  patients  in  the  control 
group.  Once  again,  there  were  no 
reported  side  effects  from 
nimodipine  therapy.  He  concluded 
that  nimodipine  was  effective  in 
preventing  cerebral  artery 
vasospasm,  and  resultant  severe 
neurological  deficits. 

Forsman  (15)  reported  results 
from  the  study  of  51  patients 
resuscitated  after  full  cardiac  arrest. 
Patients  were  randomized  into  two 
groups,  and  the  nimodipine  group 
received  an  initial  dose  of 
0.25ug/kg/min  IV  which  was 
doubled  at  one  hour  and  continued 
for  a total  of  10  hours.  The  control 
group  received  a placebo.  She 
documented  the  presence  of  post- 
ischemic  hypoperfusion  (PIH),  and 
showed  that  nimodipine  apparently 
antagonized  PIH,  noting  that  CBF 
among  the  nimodipine  group 
enhanced  the  rate  of  recovery  (con- 
sciousness) without  increasing  the 
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likelihood  of  recovery.  She  conclud- 
ed that,  although  PIH  does  develop 
in  resuscitated  cardiac  arrest  pa- 
tients, and  nimodipine  appears  to 
antagonize  the  development  of  PIH, 
it  does  not  decrease  mortality  or  im- 
prove final  neurologic  outcome. 

In  the  same  issue  an  editorial 
by  Prough  (16)  discussed  Forsman’s 
results.  He  noted  that  although  the 
study  design  was  sound,  the  popula- 
tion size  was  too  small  to  assess  ade- 
quately any  neuroresuscitative  effect 
from  nimodipine.  Prough  estimated 
that  a population  of  1,200  patients 
would  be  necessary  to  make  this 
determination  effectively,  assuming 
an  80-per  cent  power  and  a two- 
sided  significance  level  of  .05. 

Conclusion 

In  conclusion  nimodipine  has  been 
shown  to  be  one  of  the  most  effec- 
tive antagonists  of  post-ischemic 
hypoperfusion  (PIH),  and  that  it 
significantly  improves  neurologic 
outcome  following  induced  cerebral 
ischemia  in  multiple  animal 
models.  PIH  has  been  demonstrated 
in  patients  following  disruption  of 
CBF.  The  exact  mechanism  of  action 
for  nimodipine  remains  controver- 
sial, and  the  importance  of  PIH  on 
mortality  and  final  neurologic  out- 
come has  yet  to  be  determined  ade- 
quately in  a controlled  clinical  trial. 
Conflicting  data  thus  far  may  be  a 
result  of  small  populations  and 
numerous  other  confounding  fac- 
tors. For  example,  since  it  has  pro- 
posed that  nimodipine  acts  by  in- 
teracting with  other  centrally-acting 
drugs,  its  actions  may  also  be  an- 
tagonized by  centrally-acting  drugs 
given  to  patients  but  not  used  in  the 
animal  models.  In  addition,  in 
Forsman’s  study  (15),  cerebral  pro- 
tective measures  were  already  in 
place,  by  way  of  anesthesia,  intuba- 
tion and  other  pharmacotherapies 
before  the  administration  of 
nimodipine.  Her  results  may  not  be 
directly  translatable  to  the  acute 
situation  of  isolated  CBF  disruption. 
The  controversy  needs  to  be  resolv- 
ed, and  a large,  multi-center,  con- 
trolled study  is  warranted  before 
this  promising  therapeutic  option 
for  the  treatment  of  acute  cerebral 
ischemia  is  discarded. 
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Although  dementia  is  frequent 
among  the  elderly,  and  usually  the 
result  of  Alzheimer's  disease,  other 
illnesses  may  be  responsible.  A 
diagnostic  approach  to  discover 
such  treatable  disorders  is  detailed 
in  this  paper. 

It  is  ironic  that  modern  medicine’s 
ability  to  prolong  life  expectancy 
might  actually  contribute  to  an  in- 
crease in  the  occurrence  of  a 
disease.  Such  is  the  case  in  Demen- 
tia of  the  Alzheimer  Type  (DAT). 
Discovered  just  after  the  turn  of  the 


century  and  subsequently  con- 
sidered to  be  the  prototypic 
“presenile”  dementia  (1,2),  we  now 
recognize  it  as  a disease  of  epidemic 
proportions  primarily  afflicting  the 
elderly;  the  longer  one  lives,  the 
greater  the  likelihood  of  its  symp- 
toms (3)  occurring.  Thus,  as  the 
proportion  of  United  States  citizens 
living  into  their  70s  and  beyond  in- 
creases, physicians  will  find 
themselves  more  frequently  being 
called  upon  to  establish  or  exclude 
DAT  in  elderly  patients. 

Given  that  a firm  diagnosis  of 
DAT  can  be  made  only  by  brain 
biopsy,  and  that  50-85  per  cent  of 
elderly  patients  showing  signs  of 
dementia  will  ultimately  be  diagnos- 
ed as  having  “untreatable”  DAT  (4-6), 
physicians  are  inclined  to  limit 
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their  evaluation  of  such  patients  to 
taking  a history,  physically  examin- 
ing the  patient,  and  ordering  a few 
“routine”  laboratory  studies.  Current 
public  pressure  on  the  health  care 
community  to  economize  lends  sup- 
port to  this  approach.  The  fact  re- 
mains, however,  that  the  symptoms 
of  DAT  also  occur  in  a number  of 


TABLE  1 

Signs  Suggesting  the  Presence  of 
Dementia 


A.  Acquired  Dysfunction  in  Two  or  More  of 
the  Following  Cognitive  Areas: 

1 . Memory  * * 

2.  Language 

3.  Cognition  (Calculation,  Abstraction, 
Judgement) 

4.  Visuo-Spatial  Orientation 

5.  Personality/Emotion 

B Symptoms  for  More  than  Three  Months. 


TABLE  2 

Dementing  Illnesses  Excluded  by 
History  and  Physical  Examination 


History  — Exposure  to  the  Following 
Medical  Treatments  or  Toxins: 

Antibiotics  (penicillin,  chloramphenicol, 
polymyxin)  (griseofulvin. 
rifampin,  sulfonamide) 
(metronidazol) 
Anticholinergics 
Antidepressants 
Antihypertensives 
Anti-Inflammatory  Agents  (gold, 
steroids) 

Antineoplastics  (methotrexate,  vin- 
cristine, asparaginase,  radiation) 
Antipsychotics 
Digoxin 
Disulfiram 
Ergot  Alkaloids 
Hypnotic/Sedatives 
Flypoglycemic  Agents 
Manganese 
Organic  Solvents 
Organophosphates 
Renal  Dialysis 
Stimulants 

Family  History: 

Huntington's  Disease 
Lafora-Unvereicht  Disease 

Physical  Examination: 

Cardiac  Disease 
Pulmonary  Disease 
Hypertensive  Encephalopathy 
Cushing's  Syndrome 


other  treatable  illnesses,  and  the  pa- 
tient is  done  a terrible  disservice  if 
one  of  these  is  missed  because  of  a 
cursory  diagnostic  effort  (7-11). 

Rule  Out  Other  Diseases 

Unfortunately,  even  the  best  current 
guidelines  for  establishing  a pre- 
morbid  diagnosis  of  DAT  (12,13) 
result  in  diagnostic  inaccuracy  in  up 
to  one  quarter  of  cases  (14).  Further, 
they  are  of  little  practical  help  since 
they  require  that  all  other  demen- 
ting illnesses  be  ruled  out  without 
providing  suggestions  for  ac- 
complishing this  task  in  a systematic 
manner.  Despite  the  lack  of  clear 
guidelines,  each  physician  should 
develop  a consistent  approach  to 
the  demented  patient.  Since  the  goal 
is  to  rule  out  diseases  other  than 
DAT,  a useful  rule-of-thumb  is  to 
give  priority  to  procedures  which 
allow  exclusion  of  the  greatest 
number  of  known  alternative 
etiologies.  Such  an  approach  is  not 
only  efficient  but  probably  less  ex- 
pensive in  the  long  run. 

The  first  step  in  such  an  ap- 
proach should  be  to  confirm  that 
the  patient  is  indeed  demented. 
While  a truly  adequate  definition  of 
dementia  does  not  yet  exist,  the 


patient  should  manifest  symptoms 
of  disorder  in  two  or  more  spheres 
of  cognitive  function,  usually  in- 
cluding memory,  for  at  least  three 
months  before  the  presence  of  a 
dementing  syndrome  is  assumed 
(Table  1).  Cognitive  disorders  of 
shorter  duration  are  more  likely  to 
represent  a delirium  or  so  called 
“acute  confusional  state”  and, 
therefore,  may  carry  a better  prog- 
nosis. Isolated  symptoms  of  impair- 
ment in  only  one  cognitive  system 
such  as  amnesia  or  aphasia  imply  a 
more  localized  brain  abnormality, 
and  should  not  be  referred  to  as 
dementia.  When  there  is  doubt 
about  the  number  of  cognitive 
deficits  present,  formal  neuro- 
psychological testing  may  be  helpful. 

Once  a dementia  syndrome  is 
identified,  a limited  number  of 
“non-Alzheimer”  dementias  can  be 
ruled  out  by  the  absence  of  relevant 
findings  in  a careful  history-taking 
session  and  a routine  physical  ex- 
amination. Remembering  that  the 
goal  is  to  "rule-out”  rather  than 
“rule-in”  a variety  of  illnesses,  once 
the  history  discloses  a sufficient  range 
of  cognitive  deficits  and  duration  of 
symptoms  to  confirm  a dementia, 
the  session  can  be  primarily 


TABLE  3 

Dementing  Illnesses  Ruled  Out  by  Neurologic  Examination 

Amyotrophic  Lateral  Sclerosis 

Neimann-Pick  Disease 

Bechet’s  Syndrome 

Olivopontocerebellar 

Degeneration 

Dennv-Brown  Syndrome 

Organic  Solvent  Exposure 

Gaucher’s  Disease 

Parkinson’s  Disease 

Huntington's  Disease 

Progressive  Multifocal 
Leukoencephalopathy 

Kuf  s Disease 

Progressive  Rubella 
Panencephalitis 

Lafora-Unvereicht  Disease 

Progressive  Supranuclear  Palsy 

Leigh’s  Disease 

Shy-Drager  Syndrome 

Manganese  Intoxication 

Stroke 

Marchiafava-Bignamv  Disease 

Tay-Sachs  Disease 

Mercury  Intoxication 

Thallium  Intoxication 

Multiple  Sclerosis 

Wernickie’s  Encephalopathy 

Myotonic  Dystrophy 

Wilson's  Disease 

...  or  suggested  by  the  following  findings: 

Ataxia 

Myotonia 

Babinski  Sign 

Neuropathy 

Choreoathetosis 

Ophthalmoplegia 

Dysarthria 

Parkinsonism 

Hemiparesis 

Myoclonus 

Seizures 
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TABLE  5 

Clinical  Laboratory  Studies  and  the  Dementias  They  Rule  Out  (in  Approximate 
Order  of  Condition’s  Treatability) 

TEST 

CONDITION 

Urinalysis 

Urinary  Tract  Infections 

Sodium 

Hyper/Hyponatremia 

Potassium 

Hyper/Hypokalemia 

Calcium 

Hyper/Hypocalcemia 

Magnesium 

Hypomanesemia 

Glucose 

Hyper/Hypoglycemia 

CBC 

Anemia  (Less  Common:  Polycythemia) 
(Rare:  Hvpereosinophic  Syndrome) 

Thyroid  Function  Tests 

Hyper/Hypothyroidism 

Chest  X-Ray 

Pneumonia 

Congestive  Heart  Failure 
(Less  Common:  Pulmonary  Tumors,  With 
"Limbic  Encephalitis”) 

BUN/Creatinine 

Renal  Failure 

AST/ALT/GGT 

Liver  Failure 

ESR 

Bechet’s  Syndrome 
Systemic  Lupus  Erythematosis 
Polyarteritis  Nodosum 
Scleroderma 

Wegener's  Granulomatosis 
Granulomatous  Angiitis 
Takayasu's  Arteritis 
Beurger's  Disease 

FTA-ABS 

CNS  Syphilis 

B12/Folate 

B12/Folate  Deficiency 

TABLE  4 

Causes  of  Dementia  Ruled  Out  by  Nor- 
mal MRI  Scanning 

PATTERN 

DISEASE 

Focal 

Astrocytoma 

Abscess 

Contusion 

Stroke 

Fabray’s  Disease 
Marchiafava-Bignamy 
Disease 
Meningioma 
Cancer  Metastasis  to 
the  Brain 

Pituitary  Adenoma 
Subdural  Hematoma 
Toxoplasmosis 

Multifocal 

Abscess 

Cerebrotendenous 
Xanthomatosis 
Cysticercosis 
Fabray’s  Disease 
Cancer  Metastasis  to 
the  Brain 
Multi-Infarct 
Dementia 
Multiple  Sclerosis 
Toxoplasmosis 

Diffuse  White 
Matter 
Involvement 

Adrenoleukodystrophy 
Binswanger’s 
Encephalopathy 
Metachromatic 
Leukodystrophy 
Multiple  Sclerosis 
Progressive  Multifocal 
Leukoencephalopathy 
Schilder’s  Disease 

Basal  Ganglia 

Basal  Ganglia 
Calcification 
Fahr’s  Disease 
Hallervorden-Spatz 
Disease 

Huntington’s  Disease 

Hydrocephalus 

Normal  Pressure  and 
Obstructive 
Hydrocephalus 

Edema 

Malaria 

directed  toward  recent  medication 
or  toxin  exposure  (Table  2).  As  the 
table  also  indicates,  a negative  fami- 
ly history  allows  reliable  elimination 
of  only  two  disorders  - - one  un- 
common, the  other  extremely  rare 
in  adults.  While  a good  general 
physical  examination  is  always 
helpful,  a completely  negative  ex- 
amination absolutely  rules  out  only 
dementing  illnesses  related  to  the 
cardio-respiratory  system  or  to 
hyperadrenal  states  severe  enough  to 
cause  cognitive  dysfunction. 

It  is  important  to  note  here  that 
when  the  physical  evaluation  is  ex- 
tended to  include  a skillful 
neurological  component,  a com- 
pletely negative  examination  may 
rule  out  nearly  one  third  of  the 


illnesses  in  the  differential  diagnosis 
for  DAT.  Table  3 outlines  dementing 
illnesses  ruled  out  by  neurologic  ex- 
amination followed  by  a list  of  find- 
ings which  may  indicate  the 
presence  of  one  of  these  diseases. 
While  some  of  these  diseases  are  ad- 
mittedly quite  rare  in  an  older 
population,  all  have  been  reported 
to  cause  dementia  in  adults. 

MRI  Powerful  Tool 

Next  to  the  neurological  examina- 
tion, a magnetic  resonance  imaging 
scan  is  probably  the  most  powerful 
exclusionary  tool  in  a dementia 
work-up.  In  such  disorders,  com- 
puterized axial  tomography  (CT)  is 
far  less  useful  because  of  its  inferior 
ability  to  image  subtle  tissue 
changes  such  as  those  which  occur 
in  demyelinating  diseases  or  those 
featuring  abnormal  deposition  of 
various  substances  in  the  brain. 

Table  4 lists  various  patterns  of  ab- 
normality which  may  be  seen  on 
MRI,  each  followed  by  a list  of 


dementing  diseases  likely  to  present 
such  a pattern.  MRI  is  easily  the 
most  expensive  procedure  in  the 
evaluation  of  dementia.  However,  a 
negative  study  excludes  so  many 
fairly  common  “non-Alzheimer” 
dementias  that  its  use  must  always 
be  considered.  It  should  be  pointed 
out  here  that  a finding  of  generaliz- 
ed brain  atrophy  on  MRI  or  CT 
does  not  in  any  way  establish  a 
diagnosis  of  DAT.  At  present,  the 
clinical  significance  of  this  observa- 
tion is  not  known. 

If  the  above  procedures  fail  to 
disclose  a probable  cause  for  the  pa- 
tient's dementia,  the  clinical  studies 
listed  in  Table  5 should  be  con- 
sidered. While  it  may  be  argued  that 
this  list  constitutes  an  extravagant 
“lab  smash,”  the  relative  value  of 
each  of  these  tests  in  detecting 
dementing  illnesses  has  not  been 
fully  established  (15 ,16),  and  it  is  dif- 
ficult to  prioritize  them  on  that 
basis  alone.  However,  these  may  un- 
cover some  of  the  most  treatment- 
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responsive  dementias,  and  ordering 
them  must  be  considered  in  most 
cases.  Therefore,  I have  chosen  to 
prioritize  these  studies  according  to 
the  approximate  treatability  of  the 
diseases  detected  by  each. 

While  it  is  unlikely  that  the 
physician  or  patient  will  feel  com- 
fortable in  ignoring  the  possibility 
of  progressively  worsening  CNS 
syphilis  or  pernicious  anemia,  it 
seems  clinically  appropriate  to  in- 
vestigate illnesses  which  respond 
more  completely  to  treatment  first, 
and  proceed  to  other  studies  only  if 
these  illnesses  are  not  identified  or 
their  treatment  does  not  resolve  the 
patient’s  symptoms  of  dementia. 
Regarding  some  of  the  tests  listed 
here,  it  should  be  pointed  out  that 
B12  deficiency  is  not  ruled  out  by 
the  absence  of  a macrocytic  anemia 
(maybe  not  even  by  a normal  B12 
serum  level),  and  VDRL  or  RPR  tests 
may  not  be  reactive  in  an  elderly 
patient  with  CNS  syphilis  (17,18,19). 
Therefore,  investigation  of  these  ill- 
nesses in  a demented  elderly  patient 
requires  ordering  a B12  level 
(possibly  a Schilling’s  test)  and  an 
FTA-ABS. 

Following  completion  of  the 
above  investigation,  if  the  cause  of  a 
patient’s  dementia  remains  elusive, 
further  laboratory  studies  can  rule 
out  other  specific  dementing  ill- 
nesses. However,  the  physician  pro- 
bably should  not  feel  obligated  to 
order  these  tests  in  the  absence  of 
certain  features  in  the  patient’s 
presentation  which  suggest  the 
presence  of  the  disease  in  question. 
Table  6 outlines  some  reasonable  in- 
dications for  obtaining  these  studies, 
and  lists  the  diseases  which  may  be 
excluded  by  a negative  result. 

Unidentified  Causes 

Some  relatively  uncommon  demen- 
ting illnesses  cannot  be  ruled  out  by 
laboratory  testing,  and  may  be  over- 
looked during  the  initial  history  tak- 
ing and  physical/neurological  exami- 
nation because  of  their  subtle  signs 
and  symptoms,  the  patient’s  inability 
to  remember  pertinent  facts  or  an 
active  attempt  by  the  patient  or 
family  to  withhold  certain  informa- 
tion. Table  7 outlines  several  of  these. 
When  the  cause  of  a patient’s  dementia 
cannot  otherwise  be  identified,  it 
may  be  useful  to  look  specifically 
for  indications  of  these  diseases. 

If  the  above  approach  has  failed 
to  identify  a probable  cause  for  the 


patient’s  cognitive  dysfunction,  only 
a few  possibilities  remain  likely: 
pseudo-dementia  of  depression, 
Pick’s  disease  and  DAT.  The  first  of 
these  can  mimic  DAT  to  a 
remarkable  degree  and  is  surprising- 
ly difficult  to  identify  (17). 
Psychiatrists  are  very  much  aware 
that  depression  can  be  present  even 
in  the  absence  of  overt  expressions 
of  despair  or  guilt.  Further,  the 
depressed  patient  may  exhibit  loss 
of  interest,  sleep  disturbance,  and 
marked  slowing  in  cognitive  perfor- 
mance, all  of  which  are  often  seen 
in  DAT  (21).  While  the  “rule-of- 
thumb”  is  that  pseudo-demented  pa- 
tients generally  deteriorate  more 
rapidly  and  complain  more  of  their 
“memory  problems,”  this  is  far  from 
being  a reliable  method  of 
distinguishing  depression  from  DAT. 
Evaluation  procedures  such  as 
polysomnography,  cognitive-evoked 


potentials,  neuropsychological 
testing,  a modified  dexamethasone 
test,  and  even  a therapeutic  trial  of 
carefully  chosen  antidepressants 
may  be  of  some  benefit  in  selected 
cases  when  conducted  by  an  ex- 
perienced clinician.  However,  even 
then  it  may  be  difficult  to  establish 
whether  the  depression  is  the  cause 
or  result  of  a dementing  syndrome  (22). 
Pick’s  disease  is  an  extremely  rare 
entity,  and  has  so  much  in  common 
with  DAT  that  it  is  not  practical  to 
attempt  seriously  to  distinguish  it 
from  DAT  in  the  living  patient. 

Summary 

In  summary,  Dementia  of  the 
Alzheimer  Type  is  acknowledged  as 
a rapidly  growing  health  care  issue 
which  is  only  beginning  to  have  an 
enormous  impact,  not  only  on  its 
victims,  but  also  on  the  rest  of 


TABLE  6 

Other  Laboratory  Tests  Useful  in  Specific  Cases  of  Dementia 

INDICATION 

TEST 

ILLNESS 

Episodic  Alterations  in  Men- 
tal Status 
Acute-vs-Chronic 
Encephalopathy 
Rapid  Deterioration  in 
Function 

EEG 

Seizures 

Jacob-Creutzfelt  Disease 
Subacute  Sclerosing 
Panencephalitis 

Meningismus  Headache 
Subacute-Rapid  Deterioration 

Lumbar  Puncture 

CNS  Infections 
(Bacterial,  Viral,  Fungal) 
Carcinomatous  Meningitis 

Acute-Subacute  Neuropathy 

Alopecia 

Gastric  Distress 

24-Hour  Urine 
Screen  for  Heavy 
Metals 

Intoxication: 

(Lead,  Mercury,  Arsenic, 
Thallium) 

Edisodic,  Recurrent 
Abdominal  Pain 

Urine  Assay: 
Delta-Amino- 
Levulinic  Acid 
Porphobilinogens 

Porphyria 

Transfusions 
IV  Drug  Use 
Homosexual 
Kaposi's  Sarcoma 
Opportunistic 
Infections 

HIV  Titer 

AIDS 

Snoring 

Excessive  Daytime 
Somnolence 
Apnea 

Polysomnography 

Sleep  Apnea 

Weight  Loss 

Fever 

Anemia 

Arthralgia 

Steatorrhea 

Lymphadenopathy 

Jejunal  Biopsy 
For  PAS  + 
Macrophages 

CNS  Whipple’s  Disease 
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TABLE  7 

‘Untestable’  Dementing  Illnesses  Likely  to  be  Missed  on  First  History/Physical 
Examination  Session 

ILLNESS 

FEATURES 

Pellagra 

Vesicular  Rash,  Intertrigo,  Diarrhea,  Hypertrophic 
Keratosis,  Dry/Scaly  Skin 

Korsakov’s  “Psychosis” 

Chronic  Alcohol  Abuse,  (?  Alcoholic  Dementia) 
Neuropathy 

Drug-Induced  Dementia 

Chronic  Narcotic  or  Sedative  Abuse 

Post-Concussive  Dementia 

History  of  Severe  or  Repeated  Head  Trauma 

Post-Encephalitic  Dementia 

History  of  Severe  Viral  or  Bacterial 
Meningoencephalitis 

Post-Anoxic  Dementia 

History  of  Prolonged  Anoxic  Episode  or  Exposure  to 
Anoxic-Producing  Gases  (Carbon  Monoxide,  Argone) 

Post-Hyperthermic  Dementia 

History  of  Severe  Hyperthermia  (Heat  Stroke,  Malig- 
nant Flyperthermia) 

society.  Physicians  dealing  with  the 
problem  are  caught  between  the 
public  demand  and  moral  obligation 
to  utilize  medical  resources  as  effi- 
ciently as  possible  and  to  evaluate 
their  demented  patients  sufficiently 
to  exclude  or  identify  more  treatable 
causes  of  cognitive  impairment. 

Since  the  diagnosis  is  one  of  exclu- 
sion, these  goals  often  appear 
mutually  exclusive.  In  the  absence 
of  a single  “test”  to  establish  the 
diagnosis,  a systematic  approach  to 
the  problem  is  suggested  which 
employs  the  least  expensive  or 
highest-yield,  rule-out  procedures 
first,  and  advances  to  those  with  a 
high-cost/yield  ratio  only  when  they 
are  clearly  indicated. 
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In  My  Opinion 


Medicine  Money  Centered 


Note:  Following  are  remarks  by  the 
author  in  presenting  a plaque  to 
George  Naymick,  M.D.,  upon  his 
retirement  from  the  Weirton  Medical 
Center  staff  at  the  hospital’s  first  an- 
nual trustee-staff  and  spouses  dinner 
meeting,  November  28,  1989. 


It  is  the  deepest  honor  and  privilege 
to  make  this  presentation  to  a very, 
very  close  friend  and  colleague  of 
35  + years. 

Many  of  you  have  a sprinkling 
of  awareness  of  George  Naymick. 
Some,  unfortunately,  have  none. 

George,  a son  of  immigrant 
Slovak  parents,  has  done  it  all.  He 
has  battled  with  us  Italians  in  the 
“survival  game.”  He  has  served  our 
great  country  during  World  War  11 
in,  of  all  places,  the  Aleutian  Islands. 
He  has  been  awarded  hero 
medals — even  saved  another  soldier 
at  great  risk  to  his  life.  He  is  from 
an  athletic  family.  His  brother  was  a 
major  league  baseball  player;  George 
became  a major  leaguer  in  our  area. 

After  World  War  II  he  attended 
WVU  Medical  School-Medical  Col- 
lege of  Virginia.  He  has  been  in 
Weirton  since  1953 — at  the  beginn- 
ing of  Weirton  General  Hospital.  He 
has  been  a dedicated  member  of  the 
medical  staff  ever  since. 

He  married  top-notch  Marjorie, 
and  has  had  six  outstanding 
children,  of  whom  two  are  doctors. 
He  has  also  raised  a few  nieces, 
nephews,  cats,  dogs  and  ducks  that 
bite. 

He  worked  part  time  at  Weirton 
Steel  with  the  great  Dr.  J.  L.  Thomp- 
son, and  was  Hancock  County  Cor- 
oner for  many  years.  He  served  for 
a while  as  County  Commissioner. 
Some  characterized  him  as  a Ralph 
Nader  type. 

He  had  continued  training  with 
the  University  of  Pittsburgh- 
Staunton  Clinic  in  psychosocial 
medicine,  and  helped  in  the  early 
development  of  the  Hancock-Brooke 
Mental  Health  Clinic.  He  also  was  in- 
volved in  forming  the  local  Com- 


munity Bank.  So  I must  say  again 
that  George  Naymick,  in  a way,  has 
done  it  all. 

After  this  litany  I must  also  state 
that  the  George  Naymicks  as  well  as 
the  Emil  Capitos,  Eli  Wellers,  Dick 
Floods,  Art  Phillipses,  Jim  Garveys, 
etc.  have  for  a long  time  been  on 
the  list  of  endangered  species. 

I am  afraid  that  extinction  is 
imminent.  (My  wife,  on  reading  this, 
stated  that  so  is  the  Auxiliary.) 

Somewhere  along  the  line 
Medicine  has  become  money 
centered  rather  than  patient 
centered.  Money  was  always  there 
but,  without  question,  was  a distant 
second  with  the  George  Naymicks 
of  Medicine. 

The  George  Naymicks  made 
house  calls,  a distant  memory  ex- 
cept for  members  of  this  en- 
dangered species.  George  still  makes 
many  house  calls. 

The  George  Naymicks  could  be 
contacted  directly  any  time  of  day 
or  night  without  being  filtered  by  a 
machine  or  some  answering  service. 

• The  George  Naymicks  didn’t  have 
signs  in  the  office  regarding 
money  matters  or  methods  of 
payment. 

• The  George  Naymicks  didn’t  ask 
about  private  pay  or  otherwise 
prior  to  assessing  patients. 

• The  George  Naymicks  didn’t 
refuse  to  see  a child  with  a rash 
because  the  child  was  on  Welfare. 

• The  George  Naymicks  didn’t  send 
the  sheriff  to  collect  unpaid  bills. 

• The  George  Naymicks  didn’t  have 
to  be  asked  whether  they  took 
Welfare  patients. 

• The  George  Naymicks’  secretary 
was  never  asked,  “Do  you  accept 
the  Medical  Card  or  Medicare.” 

• The  George  Naymicks  didn’t  send 
patients  to  Morgantown  (WVU) 
just  because  they  were  on  Welfare 
or  private  pay. 

• The  George  Naymicks  were  visi- 
ble in  the  community  with 
various  forms  of  service.  They 


also  attended  weddings,  high 
school  activities  and  funerals. 

• George  Naymick  knows  how  to 
cry  with  his  patients. 

• George  Naymick  had  nurses  eager 
to  make  rounds  visiting  hospital 
patients. 

Many  of  us  rationalize  the 
reasons  why  the  George  Naymicks 
of  Medicine  should  become  extinct. 
Are  they  really  val;d  reasons?  I must 
confess,  even  squeaky  clean  Ray  S. 
Greco  is  not  too  innocent. 

Need  it  be  so?  Possibly  not.  I 
beseech  this  esteemed  group  to  do 
what  it  can  to  avoid  letting  the 
George  Naymicks  of  Medicine 
become  extinct. 

Can  we  not  take  a hard  look  at 
what  we  are  doing? 

Can  we  reexamine  this  money 
status  of  our  medical  practice?  Do 
we  start  off  with  the  fact  that 
money  comes  first,  then  your  pro- 
blem? Are  we  referring  patients 
because  of  the  problem  or  the 
money  involved? 

Are  we  taking  and  not  giving  in 
our  relationships?  Are  we  invisible 
in  the  supportive  needs  of  our 
community? 

Can’t  we  develop  some  sym- 
bolic rosary  to  remind  us  that  we 
chose  this  privileged  profession  of 
doctoring  primarily  to  help  our 
fellow  man,  and  that  the  making  of 
money  should  be  a distant  second? 

If  we  are  to  behave  as  mer- 
chants, don’t  be  surprised  that  in 
the  courtroom  and  elsewhere  we 
will  be  treated  as  merchants. 

Is  extinction  of  the  George 
Navmicks  inevitable?  It  depends. 
LET’S  BEGIN  BY  ACCEPTING 
WELFARE  PATIENTS. 

George,  it  has  been  and,  indeed, 
still  is  a privilege  and  honor  to  be 
your  colleague  these  many  years. 

George,  you  are  a good  doctor. 

I’ll  read  this  plaque  and  then 
kiss  you. 

Ray  S.  Greco,  M.D. 

2*\6-24  Pennsylvania  Avenue 

Weirton,  WV  26062 
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HIGHLAND’S  nurturing  atmosphere,  coupled  with  its  extensive  program- 
matic capabilities,  are  ideal  for  the  treatment  of  psychiatric  disorders. 

A unique  treatment  environment  is  available  at  HIGHLAND  HOSPITAL,  a 
non-profit  hospital  devoted  to  patient  care,  training  and  research. 


300  56th  Street,  S.E.,  P.O.  Box  4107 
Charleston,  West  Virginia  25364 
(304)  925-4756 

HIGHLAND  BRIDGES  THE  GAP  BETWEEN  MENTAL  ILLNESS  AND  MENTAL  HEALTH 


Manuscript  Information 


Manuscripts  to  be  presented  for  publication 
in  The  West  Virginia  Medical  Journal  should 
be  prepared  in  accordance  with  “Uniform  Re- 
quirements for  Manuscripts  Submitted  to 
Biomedical  Journals”  (1)  (International  Com- 
mittee of  Medical  Journal  Editors). 

The  West  Virginia  Medical  Journal  will  not 
consider  for  publication  a paper  or  work  that 
already  has  been  reported  in  a published 
paper,  or  is  described  in  a paper  submitted 
or  accepted  for  publication  elsewhere. 

Manuscripts,  accompanied  by  one  copy, 
should  be  typewritten,  double-spaced,  on 
one  side  only  of  white  bond  paper  (8 ‘A  by 
11  in.),  with  margins  of  at  least  one  inch. 

Use  double  spacing  throughout,  including 
(in  the  following  order)  title  page,  abstract, 
text,  acknowledgements,  references,  tables, 
and  legends  for  illustrations.  Begin  each  of 
the  following  sections  on  separate  pages:  ti- 
tle page,  abstract,  text,  acknowledgments, 
references,  individual  tables,  and  legends  for 
illustrations.  Number  pages  consecutively, 
beginning  with  the  title  page.  Type  the  page 
number  in  the  upper  right-hand  corner  of 
each  page.  The  first  paragraph  of  the 
manuscript  and  the  first  paragraph  under  a 
subhead  should  not  be  indented. 

Articles  contained  on  computer  diskettes 
are  acceptable  and  encouraged.  Please  con- 


tact the  Journal  in  advance  to  determine  the 
format  type  to  be  used.  The  conventional 
manuscript  as  described  above  must  accom- 
pany the  diskette. 

All  persons  designated  as  authors  should 
qualify  for  authorship  Each  author  should 
have  participated  sufficiently  in  the  work  to 
take  public  responsibility  for  the  concept. 

The  second  page  should  carry  an  abstract 
of  no  more  than  150  words  summarizing  the 
manuscript. 

Where  reference  is  made  to  generically- 
designated  drugs,  the  first  such  reference 
must  be  followed  by  parentheses  containing 
the  most  commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a listing  of 
all  generic  drugs  mentioned  in  the  article, 
with  their  trade -name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

Tables  (tabular  listings)  and  figures  (photos, 
drawings  and  charts)  should  be  numbered 
and  the  point  of  reference  in  the  text  in- 
dicated in  parentheses,  i.e.,  (Table  1),  (Figure 
1). 

Photos  must  be  good-quality  unmounted 
glossy  prints  usually  5 by  7 in.  but  no  larger 
than  8 by  10  in.  Black  and  white  photos  are 
preferred.  Color  photos  will  be  printed  in 
black  and  white.  Cost  of  printing  photos  in 
excess  of  four  will  be  billed  to  the  author. 


Each  photo  (figure)  should  have  a label 
pasted  on  its  back  indicating  the  name,  its 
number  and  an  indication  of  its  “top.”  A 
separate  legend  should  be  provided  for  each 
photo.  Do  not  write  on  the  back  of  photos, 
or  scratch  or  mar  them  using  paper  clips.  Do 
not  mount  them  on  cardboard.  Drawings  and 
charts  should  be  done  in  solid  black  on  pure 
white. 

Number  references  consecutively  in  the 
order  in  which  they  are  first  mentioned  in  the 
text.  Identify  references  in  text,  tables,  and 
legends  by  arabic  numerals  (in  parentheses). 

No  more  than  25  references  will  be  publish- 
ed free  of  charge  to  the  author. 

Use  the  style  of  references  seen  in  this  Jour- 
nal, which  is  based  on  the  formats  used  by 
the  U.  S.  National  Library  of  Medicine  in  In- 
dex Medicus.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  In- 
dex Medicus.  Consult  “List  of  the  Journals  In- 
dexed,” printed  annually  in  the  January  issue 
of  Index  Medicus. 

All  scientific  material  appearing  in  The  Jour- 
nal is  reviewed  by  the  Publication  Commit- 
tee. Manuscripts  should  be  mailed  to  The 
Editor,  West  Virginia  Medical  Journal,  Bex 
4106,  Charleston,  WV  25364. 


1.  Ann  Intern  Med  1982;96:766-71. 
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CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH 
PROFESSIONS 
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Same  Day  Surgery 
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Specializing  in 
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Surgery 
Ear  Surgery 
Microsurgery 
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Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 
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Greek  poet  Theocritus  said  it.  The  eleven  men 
who  comprise  the  Active  Medical  Staff  of  Saint 
Albans  Hospital  practice  it.  Every  day. 

They  combine  years  of  study  and  experience 
to  bring  patients  the  best  available  care  for  emo- 
tional and  psychological  troubles.  Their  special 
interests  cover  the  broadest  spectrum  of  psychiatric 
treatment,  resulting  in  both  adult  and  adoles- 
cent programs  for  chemical  dependency,  eating 


disorders,  phobias  and  anxieties,  and  pain 
management. 

Our  doctors  lead  a large  group  of  professionals 
and  volunteers  who  make  compassion  and  expert 
care  a way  of  life.  Saint  Albans. Today  and  for  the 
past  74  years  we  are 

concerned,  above  Soiflt  AlOOflS 
peaceofmind.  " kycNatrk  HoSpHol 

Radford,  Virginia  (703)  639-2481 
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“It  is  clear  that  there  is  over- 
whelming concern  about  the  increas- 
ing extent  of  intrusion  of  government 
into  the  practice  of  medicine  ...” 


Your  Responses  Pour  In 


Last  August,  I made  a commit- 
ment to  the  members  of  this 
Association.  That  commitment  in- 
cluded an  effort  to  improve  com- 
munication throughout  our  31  com- 
ponent societies — a process  which, 
of  necessity,  requires  a two- 
directional  how  of  ideas  and 
information. 

Several  weeks  ago,  I mailed  a 
letter  to  each  WVSMA  member  re- 
questing input  about  problem  areas 
of  the  health  care  environment  in 
West  Virginia.  The  primary  purpose 
of  my  request  was  to  obtain  as 
broad  a view  as  possible  of  some  of 
the  issues  so  that  I would  be  in  a 
better  position  to  elaborate  upon 
these  points  during  discussions  with 
the  Governor’s  office  and  with 
other  individuals  who  are  in  impor- 
tant positions  in  state  and  federal 
government.  My  file  folder  contain- 
ing your  responses  is  already 
overflowing  into  its  second  volume! 

1 am  grateful  for  the  time  that  you 
have  spent  in  answering  my  request 
for  this  information. 

It  is  clear  that  there  is  over- 
whelming concern  about  the  in- 
creasing extent  of  intrusion  of 
government  into  the  practice  of 
medicine,  widespread  disdain  for 
the  inefficiencies  of  reimbursement 
systems,  continued  concern  about 
the  malpractice  climate  in  our  state 
and  the  need  for  major  tort  reform. 


Many  physicians,  particularly  those 
in  solo  practice,  continue  to  have 
serious  difficulties  recruiting  physi- 
cians to  join  them.  As  a result,  they 
are  finding  increasing  difficulty 
maintaining  their  own  practices. 

Space  does  not  permit  me  to 
elaborate  on  all  the  other  specific 
concerns,  but  these  will  be  address- 
ed in  a later  publication  in  the  Jour- 
nal. Most  importantly,  these  com- 
ments will  serve  me  well  in  my  at- 
tempts to  represent  your  concerns 
to  those  involved  with  development 
of  health  policy. 

It  came  to  me  as  no  surprise 
that  many  of  our  colleagues  are  in- 
volved in  innovative  and  very 
positive  activities.  Involvement  with 
a variety  of  youth  programs  and 
several  other  community-based 
resources  is  evidence  that  West 
Virginia’s  doctors  have  been  con- 
cerned about  our  citizens  for  a long 
time.  In  many  cases,  the  contribu- 
tion of  physicians  to  their  communi- 
ty has  not  received  the  public 
recognition  that  it  deserves... which 
brings  me  to  another  commitment 
that  I made  to  you.  That  commit- 
ment was  one  of  improving  the  im- 
age of  the  physician  through  an  in- 
tensified public  relations  approach. 
You  can  expect  to  see  programs  that 
emphasize  the  humanness  of  physi- 
cians, portraying  their  serious  con- 
cern for  people.  This  is  not  intend- 


ed to  be  an  advertising  facade,  but 
simply  an  emphasis  on  the  kinds  of 
things  that  doctors  are  already  doing 
because  they  are  committed  to  help 
ing  others. 

This  issue  of  the  Journal  will 
be  distributed  during  the  height  of 
the  1990  state  legislative  session.  By 
that  time,  we  should  have  a fairly 
good  perspective  on  most  of  the 
important  issues  that  deal  with 
health  care.  We  will  also  be  more 
aware  of  the  status  of  our  own 
legislative  package.  It  may  seem 
redundant  to  have  the  same  agenda 
year  after  year.  However,  we  are 
gaining  support  for  many  of  these 
issues,  and  I am  optimistic  that  this 
year  will  bring  us  legislative  success. 

With  seven  months  remaining 
in  my  tenure  as  your  President,  I 
want  to  re-emphasize  my  personal 
belief  that  it  is  our  collective  and 
unified  voice  that  carries  the  loudest 
message.  Our  strength  has  grown 
during  this  past  year  because  of  our 
demand  to  remain  a cohesive  group. 
This  does  not  mean  that  new  ideas 
have  not  been  welcomed.  To  the 
contrary!  I renew  my  commitment 
to  you  to  represent  your  concerns 
and  to  try  to  move  our  Association 
into  a position  that  makes  others 
take  notice.  I am  convinced  we  are 
on  the  right  path. 

— Derrick  L.  Latos,  M.D. 
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Foreign  Example 


At  the  AMA  Interim  meeting  in 
December  speakers  from 
Canada,  Ireland,  Great  Britain  and 
France  were  heard  describing  life 
under  nationalized  medical  care 
systems  in  each  of  those  countries. 
None  recommended  that  their 
system  be  copied. 

All  expressed,  at  best,  a form  of 
resignation  to  the  various  inequities 
arisen  with  the  establishment  of 
each  of  their  unique  systems.  All 
agreed  that  a nationalized  health  ser- 
vice is,  in  American  terms,  a giant 
boondoggle. 

In  Ireland,  administrative  costs 
have  gone  up  197  per  cent  in  the 
period  of  time  that  physicians'  fees 
have  risen  30  per  cent  and  nursing 
costs  50  per  cent.  The  speaker 
described  the  Irish  system  as  one 
based  on  “the  philosophy  of  an 
employment  agency.” 

In  Great  Britain  the  national 
health  service  is  acknowledged  to 
be  “Europe’s  largest  single 
employer”  and  “a  financial  sponge.” 
It  was  noted  that  the  average  wait- 


ing list  for  hip  surgery  is  now  nine 
to  12  months  long. 

The  highly  touted  Canadian 
system  finds  itself  in  increasing 
financial  deficit  and  faced  with 
outright  rationing  of  medical 
services.  Canadian  politicians  now 
talk  of  “providing  the  best  medical 
care  the  government  can  afford" 
rather  than  “providing  the  highest 
standard  of  medical  care”  as  they 
formerly  did. 

France  has  what  is  described  as 
a giant  certificate  of  need  program 
wherein  the  Minister  of  Health  must 
give  his  approval  to  the  construction 
of  any  new  medical  facility.  A 
freedom  cited  with  some  pride  by 
the  speaker  from  France,  and  one 
suggesting  some  other  level  of 
overall  control,  is  the  freedom  of  a 
physician  to  set  up  his  practice 
wherever  he  chooses.  In  France,  56 
per  cent  of  the  physicians  are  GPs. 

In  1971  France  began  limiting  admis- 
sions to  medical  school,  and  a 
physician  shortage  is  now  predicted 
in  another  10  years. 

These  foreign  observers  spotted 
more  quickly  than  most  Americans 


the  distinction  in  our  system  bet- 
ween those  actually  without  access 
to  medical  care  (those  unable  to  ob- 
tain medical  care)  and  those  with 
ready  and  continuing  access  to  care 
but  without  funds  to  pay  for  that 
care.  All  agreed  that  impaired  access 
to  care  was  the  bugaboo  that  was 
used  to  steam  roller  a nationalized 
system  in  their  countries.  Each  one 
advised  us  to  get  the  story  of  what 
actual  conditions  will  exist  under 
any  new  system  to  the  people  rather 
than  to  the  politicians.  The  only 
worthwhile  modifications  to  their 
own  systems  have  resulted  from  suc- 
cessful efforts  at  communicating  the 
problem  to  the  people. 

All  agreed  that,  no  matter  the 
egalitarian  dreams,  no  country  in 
the  world  can  afford  to  give  the  best 
possible  care  to  all  of  its  citizens.  A 
concluding  thought  could  only  be 
that  government,  in  its  pursuit  of 
equality,  will  give  as  its  final  com- 
mon denominator  a medical  stan- 
dard of  mediocrity,  one  ultimately 
satisfying  to  no  one,  not  even  those 
great  bestowers  of  good  things  in 
life,  our  political  leaders. — SDW 


Our  Readers  Speak 


Agreement 


I read  with  interest  the  Romano  let- 
ter [Thomas  J.  Romano,  M.D., 
Wheeling]  published  in  the  January 
edition  of  the  WVSMA  Journal.  I 
agree  wholeheartedly  that  tort 
reform  is  essential.  I also  agree  with 
the  concluding  paragraph  that  the 
present  legislation  will  drive  young 
physicians  from  West  Virginia. 
Despite  my  strong  convictions  that 


all  people  deserve  at  least  basic 
health  care,  I have  been  forced  by 
the  state’s  delinquent  payments  to 
drop  out  of  the  state’s  insurance 
programs.  I do  not  think  that  the 
state  will  resolve  its  financial  situa- 
tion in  time  to  save  my  young 
practice — four  years — from  failing. 

I have  been  unsuccessful  in  my 
attempts  to  explain  our  plight  to  our 


state  legislators.  Perhaps  his  well- 
written  suggestions  on  tort  reform 
will  make  an  impression.  We  should 
encourage  the  WVSMA  to  distribute 
his  letter  to  all  of  the  state 
legislators. 

J.  Philip  Hall,  M.D. 

P.O.  Box  892 

Clendenin,  WV  25045 
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Best  Interest  of  Dying  Patient 


I am  writing  to  comment  on  your 
editorial  in  the  December,  1989, 
issue  of  The  West  Virginia  Medical 
Journal  concerning  “Hopeless 
Cases.”  You  stated  that  this  was  a 
repeat  of  the  editorial  which  was 
originally  published  in  October, 
1976.  Whether  your  intent  was  to 
engender  discussion  and  comment, 
or  to  reiterate  your  initial  position, 
or  both,  was  unclear;  however, 
whatever  the  intent,  the  editorial 
rhetoric  was  so  inflammatory  that  1 
feel  it  must  be  answered. 

In  the  1989  Edition  of  Current 
Opinions  of  the  Council  on  Ethical 
and  Judicial  Affairs,  the  American 
Medical  Association,  it  is  stated: 
“The  social  commitment  of  the 
physician  is  to  sustain  life  and 


relieve  suffering.  Where  the  perfor- 
mance of  one  duty  conflicts  with 
the  other,  the  preferences  of  the  pa- 
tient should  prevail.  If  the  patient  is 
incompetent  to  act  on  his  own 
behalf  and  did  not  previously  in- 
dicate his  preference,  the  family  or 
other  surrogate  decision-makers  in 
concert  with  the  physician  must  act 
in  the  best  interest  of  the  patient.” 

Is  this  firing  a .45-caliber  bullet 
into  the  head  of  the  incurably  ill, 
suffering  patient?  I cannot  accept 
this  analogy.  It  is  withdrawing  treat- 
ment the  physician  began  and  has 
been  proved  to  be  ineffective  and 
ultimately  harmful  since  the  treat- 
ment is  promoting  and  prolonging 
suffering. 


One  of  the  first  tenets  we  physi- 
cians all  learn  is  “Do  No  Harm.”  If 
we  have  begun  treatment  which  has 
proven  to  be  ineffective  and 
ultimately  harmful  because  of  in- 
creased suffering,  do  we  not  have 
just  as  great  a duty  to  withdraw  the 
harmful  treatment  as  we  had  to 
begin  it?  We  are  not  killing  patients 
in  this  manner.  We  are  fulfilling  our 
obligation  to  our  patients  to  do  our 
utmost  to  promote  their  best  in- 
terests at  all  times,  even  when 
dying,  and  allowing  this  process  to 
occur  naturally  rather  than  prolong- 
ing suffering  by  the  use  of  our  ever 
more  powerful  technology. 

Edward  M.  Spencer,  M.D. 

Children’s  Clinic 

3008  East  Cumberland  Road 

Bluefield,  WV  24701 


Concise  Presentation 


To  write  and  to  speak  are 
dichotomous,  but  to  be  effective, 
both  should  be  concise.  A concise 
presentation  demands  organization, 
preparation,  illustration,  and  summa- 
tion within  the  allotted  time. 

The  following  are  tips  for  a 
concise  paper  delivery,  namely: 

1.  Stick  to  the  topic,  adhere  to  a 
single  theme,  and  avoid 
philosophical  digression;  2.  Don’t 
repeat  what  has  been  said  unless  it 
is  essential  to  your  theme;  3-  Use 


slides  or  videotape,  or  both,  within 
the  time  frame  without  duplication; 

4.  Arrange  slides  in  wide-slot 
carousel  tray  to  prevent  impaction; 

5.  Prepare,  practice  and  memorize 
presentation  for  at  least  two  weeks. 
Don’t  read  from  text;  6.  Don’t  try  to 
tell  all — make  points,  present 
highlights,  and  reach  conclusion.  A 
presentation  is  not  a publication; 
and  7.  Be  brief,  be  interesting,  and 
try  to  inject  some  wit  and  humor 
into  the  subject.  Remember  to  thank 


the  audience  and  sit  down  quietly. 
Romeo  Y.  Lim,  M.D. 

Eye,  Ear,  Nose  & Throat 
Physicians 

& Surgeons  of  Charleston,  Inc. 
1306  Kanawha  Boulevard,  East 
P.O.  Box  3107 
Charleston,  WV  25331 

Editor's  Note:  Doctor  Lim,  who  has 
a personal  interest  in  the  effective 
presentation  of  papers,  has  discuss- 
ed the  subject  previously  in  the 
Journal. 
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The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 

c \ 

Write  “Brand  necessary”  or 
“Brand  medically  necessary.” 


Specify 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc 


The  one  you  know  best. 


2-mg 


5-mg 


10-mg 


scored  tablets 


Copyright  © 1990  by  Roche  Products  Inc. 
All  rights  reserved. 


Roche  Products 

Roche  Products  Inc 
Manati.  Puerto  Rico  00701 


Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


SENIOR 


PATIENT 


CENTER  FOR  LUNG  DISEASE 


H 1-800-521-LUNG  343-LUNG 

~ Mahendra  M.  Patel,  M.D.,  F.C.C.P.,  Medical  Director 


STAFF 

HEAD  NURSE 

Leslie  Blackhurst,  R.N. 
PULMONARY  PHYSICIANS 
M.  M.  Patel,  M.D.,  F.C.C.P. 
M.  Kayi,  M.D. 

PULMONARY  PHYSIOLOGISTS 
Byron  Young,  R.P.F.T. 

Candy  Kister,  R.P.F.T. 

CHEST  SURGEONS 

E.E.  Figueroa,  M.D.,  F.A.C.S. 
R.  Sampath,  M.D.,  F.A.C.S. 
LUNG  CANCER  SPECIALISTS 
A.  Shah,  M.D. 

J.  V.  Teleron,  M.D. 

MEDICAL  SOCIAL  WORKER 
Karren  Graham,  M.S.W. 


SERVICES 

36  Inpatient  Beds 
Non-Invasive  Respiratory  ICU 
Pulmonary  Physiology  Laboratory 
Sleep  Apnea  Evaluations 
Pulmonary  Disability  Determinations 
Video  Bronchoscopy 
Tracheostomy/Respirator  Clinic 

SUPPORT  SERVICES 

Clinical  Laboratory 
Radiology 
Nuclear  Medicine 
Cardiac  Catheterization 
LINDE  HOMECARE 


West  Virginia’s  first  comprehensive  Lung  Unit 

Since  1986 


ST.  FRANCIS  HOSPITAL 


333  Laidley  Street,  Charleston,  West  Virginia 


General  News 


AMA  President  From  California 
to  Address  1990  WVSMA  Annual  Meeting 


C.  John  "Ripper,  M.D. 


C.  John  Tupper,  M.D.,  who  will  be 
installed  as  President  of  the 
American  Medical  Association  in 
June,  will  address  the  123rd  WVSMA 
Annual  Meeting  in  August  at  the 
Greenbrier  in  White  Sulphur 
Springs. 

Doctor  Tupper,  an  internist 
from  Davis,  California,  will  address 
the  first  session  of  the  House  of 
Delegates  at  2:45  PM.  Wednesday, 
August  15. 

The  convention  will  be  held 
August  15-19. 

Doctor  Tupper,  who  was 
elected  AMA  President  Elect  in  June, 
1989,  was  initially  elected  to  the 
AMA  Board  of  Trustees  in  June, 

1985,  and  re-elected  to  a full  term 
on  the  Board  in  June,  1986. 

He  has  served  on  the  Executive 
Committee  of  the  AMA  Education 
and  Research  Foundation  since 

1986. 

Posts,  Appointments 

Doctor  Tupper  is  Vice  Chairman  of 
the  Department  of  Community 
Health  at  the  University  of  Califor- 
nia School  of  Medicine  at  Davis 
where  he  was  Founding  Dean  of  the 
medical  school  from  1966  until 
1980.  He  has  been  a Professor  of  In- 
ternal Medicine,  Community  Health 
and  Family  Practice  there  since  1966. 

Before  his  election  to  the  Board, 
Doctor  Tupper  served  on  the 


AMA  Council  on  Scientific  Affairs 
for  eight  years  and  was  its  founding 
Chairman.  He  was  a California 
Medical  Association  Delegate  to  the 
AMA  House  of  Delgates  for  10  years, 
and  served  six  years  on  the  Liaison 
Committee  on  Medical  Education. 

He  is  a Past  President  of  the 
Organization  of  State  Medical 
Association  Presidents. 

Doctor  Tupper  has  been  a 
member  of  organized  medicine 
since  1954  when  he  joined  the 
Washtenaw  County  Medical  Society 
in  Ann  Arbor,  Michigan;  he  was 
elected  its  President  in  1964.  In 
1979  he  was  elected  President  of  the 
California  Medical  Association  after 
serving  eight  years  as  Chairman  of 
the  CMA’s  Scientific  Board.  Doctor 
Tupper  also  has  been  a member  of 
the  Executive  Committee  of  the 
California  Medical  Political  Action 
Committee  and  has  chaired  the 
CMA’s  Commission  on  Legislation. 

In  1988  CMA  presented  him  with 
the  James  C.  MacLaggan  Political  Ac- 
tion Award  “in  recognition  of  his 
outstanding  service  to  the  medical 
political  action  movement  and  his 
many  contributions  to  his  profes- 
sion and  community.” 

Nebraska  Graduate 

Born  in  Miami,  Arizona,  Doctor  Tup- 
per received  his  A.B.  degree  from 
San  Diego  State  University,  his  M.D. 
degree  from  the  University  of 
Nebraska  College  of  Medicine  in 
1948,  and  was  a member  of  Alpha 
Omega  Alpha  honorary  fraternity.  In 
May,  1986,  the  University  awarded 
him  an  Honorary  Doctor  of  Science 
Degree.  He  interned  and  served  his 
residency  in  internal  medicine  at  the 
University  Hospital,  Ann  Arbor, 
Michigan,  and  currently  serves  on 
the  Board  of  Governors  of  the 
University  of  Michigan  Medical 
Center  Alumni  Society. 

Doctor  Tupper  is  a Fellow  of 
the  American  College  of  Physicians, 


Diplomate  of  the  American  Board  of 
Internal  Medicine  and  the  Pan 
American  Medical  Association,  and  a 
member  of  the  International, 
American  and  California  Societies  of 
Internal  Medicine  as  well  as  the 
Society  of  Medical  Counsultants  to 
the  Armed  Forces.  He  also  is  a 
member  of  the  University  of  Califor- 
nia Faculty  Club  and  the  Chamber 
of  Commerce  Civil-Military  Forum. 

Doctor  Tupper  and  his  wife, 
Mary,  have  two  children,  Mary 
Elizabeth  and  Dr.  Charles  John,  Jr. 

Other  Program  Plans 

Preliminary  and  tentative  plans  call 
for  a scientific  speaker  on  trauma 
and  organ  donation,  a scientific 
speaker  on  pharmacology  with  a 
panel  discussion  to  follow,  and  a 
panel  discussion  on  “The  Changing 
Role  of  the  Physician.” 

The  1990  Annual  Meeting  will 
follow  the  usual  pattern  including 
the  opening  session  of  the  House  of 
Delegates  Wednesday,  August  15,  a 
keynote  address  Thursday  morning, 
scientific  sessions  Thursday,  Friday 
and  Saturday  mornings,  section  and 
society  meetings  primarily  on  Fri- 
day, and  the  second  House  session 
Saturday  afternoon. 

Social  and  other  convention  ac- 
tivities will  be  announced  in  up- 
coming issues  of  the  Journal. 

Program  Committee 

Members  of  the  1990  Annual 
Meeting  Program  Committee  are 
Drs.  James  L.  Comerci,  Wheeling, 
Chairman;  Graciano  Cendana, 
Charleston;  Thomas  H.  Chang, 
Clarksburg;  James  L.  Bryant, 
Clarksburg;  C.  Richard  Daniel, 
Beckley;  Michael  J.  Lewis,  Morgan- 
town; Michael  A.  Morehead, 
Parkersburg;  Maurice  A.  Mufson, 
Huntington;  Edward  Pinney,  Mar- 
tinsburg;  Mabel  M.  Stevenson,  Hun- 
tington, and  Michael  M.  Stump, 
Elkins. 
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A contract  between  the  Preferred  Medical  Care  Network  (PMCN)  of  West  Virginia  and  the 
Public  Employees  Insurance  Agency  (PEIA)  for  the  provision  of  PPO  services  to  state 
employees  was  signed  formally  at  a news  conference  January  3 in  Governor  Caperton’s 
office.  Representatives  of  the  news  media  in  the  foreground  hear  the  contract  terms  ex- 
plained by  Sally  Richardson,  PEIA  Director,  and  Harry  Shannon,  M.D.,  Parkersburg,  Chair- 
man of  the  PMCN  Board  of  Directors.  The  announcement  marked  the  completion  of  more 
than  eight  months  of  negotiations  between  PMCN  and  PEIA.  State  physicians  who  par- 
ticipate in  the  PPO  will  agree  to  reduced  fees  for  state-insured  patients  in  exchange  for 
speedy  payments  from  the  state.  (See  also  story  in  WESGRAM,  January  10.) 


Second  Measles  Vaccination  Urged 


Routine  second  measles,  mumps  and 
rubella  (MMR)  immunizations  for 
children  four  to  six  years  of  age,  or 
just  prior  to  entering  school  have 
been  recommended  by  the 
American  Academy  of  Family  Physi- 
cians. The  AAFP  said  that  children 
in  areas  where  there  is  a high  risk 
of  contracting  measles  should 
receive  their  first  MMR  at  12  months 
instead  of  15  months. 

The  AAFP’s  revised  guidelines 
calling  for  two  childhood  measles 
vaccinations  concur  with  the  Im- 
munizations Practice  Advisory  Com- 
mittee’s report:  “Measles  Preven- 
tion,” issued  recently  by  the  federal 
Centers  for  Disease  Control  (CDC). 

The  AAFP  revised  its  schedule 
for  MMR  vaccinations  because  of 
the  increasing  number  of  infants, 
children  and  adolescents  who  have 
contracted  measles.  Some  of  these 
cases  occurred  in  children  who  were 
previously  immunized,  but  failed  to 
develop  protection  against  measles. 

“It  appears  that  about  five  out 
of  every  100  children  who  were 
properly  immunized  failed  to 
develop  protection  against  measles,” 
said  Gerald  C.  Keller,  M.D.,  of 


Mandeville,  Louisiana.  That’s  why 
these  kids  are  getting  measles  and 
why  they  need  to  get  a second 
MMR  shot.” 


Six  Countries  Will 
Get  AIDS  Telecast 

Broadcast  of  25  hours  of  coverage 
of  the  6th  International  AIDS  Con- 
ference in  San  Francisco  June  21-23 
will  be  provided  by  the  Physicians 
Association  for  AIDS  Care  (PAAC), 
the  Association  announced. 

The  telecast  will  be  sent  via  the 
AIDS  Satellite  Television  Network 
through  satellite  downlinks  to  the 
United  States,  Canada,  Brazil, 
Dominican  Republic,  France  and 
Germany. 

According  to  Peter  Mansell,  M.D., 
PAAC’s  President,  “The  decision  to 
provide  international  coverage  of 
the  conference  was  based  in  part  on 
the  U.S.  immigration  policy  that 
might  prevent  many  persons  with 
AIDS  (PWAs)  from  other  countries 
attending  the  conference  in  San 
Francisco.” 


‘Doc  for  a Day’ 
at  Legislature 

A “Doc  for  a Day”  service  is  being 
sponsored  by  the  West  Virginia 
Chapter,  American  Academy  of  Fami- 
ly Physicians,  for  the  entire  ses- 
sion of  the  West  Virginia  Legislature. 

A family  physician  is  on  hand 
from  10  A.M.  to  5 PM.  daily  to  pro- 
vide free  emergency  medical  care  to 
the  general  public,  state 
workers  or  anyone  who  needs  it.  The 
last  two  weeks  of  the  session  will 
have  Saturday  and  Sunday  coverage. 

Dee  Crabtree  and  other  WVSMA 
staff  also  are  on  hand  to  answer  ques- 
tions and  greet  the  physician  each  day. 

“The  AAFP  plan  was  to  provide 
a valuable  resource  to  the  community 
during  the  legislative  session,”  said 
William  B.  Ferrell,  Jr.,  Executive 
Director. 

The  family  physician  of  the  day 
is  introduced  by  the  majority  leader 
daily  at  11  A.M.  in  the  Senate  chamber. 
On  the  House  side,  the  physician 
is  announced  by  the  delegate  from 
his  district. 

A total  of  46  physicians  initially 
volunteered  their  time  on  a daily 
basis,  Ferrell  said.  To  find  out  if  any 
days  remain  open,  and  if  interested, 
call  the  Academy  office  at  776-1178. 


Notice  on  Handling 
of  Discharges 

Persons  not  directly  involved  with 
the  care  of  patients  may  be  dictating 
discharge  summaries  regarding  these 
patients,  the  West  Virginia  Board  of 
Medicine  reported  recently. 

The  Board  pointed  out  that  the 
West  Virginia  Medical  Practice  Act 
provides  that  a physician  may  be 
disciplined  for  “delegating  profes- 
sional responsibilities  to  a person 
when  the  physician... delegating  such 
responsibilities  knows  or  has  reason 
to  know  that  such  person  is  not 
qualified  by  training,  experience  or 
licensure  to  perform  them.”  “In  the 
opinion  of  the  Board,  such  a prac- 
tice is  neither  appropriate  nor  in 
conformance  with  accepted  stan- 
dards of  care  and  could  constitute  a 
violation  of  the  West  Virginia 
Medical  Practice  Act,”  the  Board 
said. 

WVSMA  members  are  being  ask- 
ed by  the  Board  to  show  this  infor- 
mation notice  to  a physician  friend 
who  is  not  a member  of  the  WVSMA. 
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Faculty  of  22  to  Conduct 
State  AAFP  CME  Conference 


Richard  S.  Beaser,  M.D. 


d.k 

Robert  O.  Bonow,  M.D 


Walter  P.  Dyck,  M.D. 


Some  22  physicians  and  other 
health  care  providers  from  13  states 
and  the  District  of  Columbia  will  be 
on  the  faculty  for  the  38th  annual 
Scientific  Assembly  of  the  West 
Virginia  Chapter,  American  Academy 
of  Family  Physicians. 

The  CME  conference  will  be 
held  April  6-8  in  Charleston  at  the 
Charleston  House  Holiday  Inn.  The 
following  medical  conditions  will  be 
covered:  diabetes,  ulcers,  coronary 
artery  disease,  dermatology,  adoles- 
cent pregnancy,  allergy  management, 
psychiatric  emergencies,  cancer 
treatement,  cholesterol  reduction 
and  other  commonly  encountered 
medical  problems. 

The  program  has  been  reviewed 
and  is  acceptable  for  19.5  prescribed 
hours  by  the  AAFP,  and  by  the 
American  Medical  Association  for 
19.5  hours  toward  the  Physician’s 
Recognition  Award  in  Continuing 
Education.  AOA  credit  toward 
category  2-D  for  19.5  hours  is  also 
approved.  AOA  individual  certificate 
forms  available  will  be  available  at 
the  registration  desk.  AAFP  com- 
puter cards  may  be  turned  in  at  the 
registration  desk. 

John  E.  Beane,  M.D., 

Parkersburg,  President  Elect,  is  Pro- 
gram Chairman. 

Faculty 

The  faculty  includes  Arthur 
Krosnick,  M.D.,  Princeton,  New 


Jersey;  John  W.  Hare,  M.D.,  and 
Richard  Beaser,  M.D.,  Boston;  Betty 
Brackenridge,  MS,  RD,  CDE,  Mesa, 
Arizona;  Walter  P.  Dyck,  M.D.,  Tem- 
ple, Texas;  Douglas  K.  Rex,  M.D.,  In- 
dianapolis; Rick  O’Brien,  M.D., 
Denver;  James  Turnbull,  M.D., 
Johnson  City,  Tennessee;  David 
Morgan,  M.D.,  Morgantown;  Joe 
Lieberman  III,  M.D.,  Lebanon,  New 
Jersey;  Michael  Shea,  M.D.,  Ann  Ar- 
bor, Michigan; 

Kenneth  Muse,  M.D.,  Lexington, 
Kentucky;  Judith  Seifer,  R.N.,  Ph.D., 
Dayton,  Ohio;  Charles  Yarbrough, 
M.D.,  Huntington;  Ricard  G.  Fadal, 
M.D.,  Waco,  Texas;  Robert  O. 

Bonow,  M.D.,  Bethesda,  Maryland; 
Eugene  Shiff,  M.D.,  Miami,  Florida; 
Michael  J.  Pickering,  M.D.,  Tampa, 
Florida,  and  John  LaRosa,  M.D., 
Bethesda,  Maryland. 


A pre-conference  practice 
management  lab  and  billing  seminar 
will  be  held  Thursday,  April  5,  from 
10  A.M.-2  PM. 

The  ninth  annual  golf  tourna- 
ment also  will  be  held  April  5 at 
Berry  Hills  Country  Club. 

For  registration  and  additional 
information,  contact  the  West 
Virginia  Chapter  at  (304)  776-1178. 


Workshop  Topics 
Announced  by  AMA 

With  the  spring  season  rapidly  ap- 
proaching, the  AMA  Department  of 
Practice  Management  is  listing 
workshop  topics  available  for  physi- 
cians and  medical  office  staff.  Loca- 
tions closest  to  West  Virginia  are 
listed  here: 

Young  Physicians:  Joining  a Part- 
nership or  Group  Practice,  Washing- 
ton, DC,  Thursday,  May  10,  1-5  p.m.; 
Starting  Your  Practice,  Friday,  Satur- 
day, May  11-12,  8:30  a.m.-5  p.m. 
Established  Physicians:  Charlotte, 
NC  or  Washington,  DC,  Tuesday, 
April  24,  Insurance  Processing; 
Wednesday,  April  25,  ICD-9;  Thurs- 
day, April  26,  Adv.  CPT-4  (a.m.)  and 
Collections  (p.m.);  Friday,  April  27, 
Business  Side ; and  Washington,  DC, 
Sunday,  May  6,  Gearing  Up  for 
Retirement. 

For  other  workshop  sites,  registra- 
tion fees,  brochures  and  other  infor- 
mation, contact  the  AMA  Depart- 
ment of  Practice  Management  at 
(312)  645-5000. 
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Continuing 

Education 

Programs 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  part  of  1990.  The  pro- 
grams were  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  Director 
of  Continuing  Medical  Education; 
Patricia  Penn,  WVU  Assistant  to  the 
Dean/Continuing  Medical  Education; 
Judith  A.  Bradle,  Program  Manager, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus 
CME).  The  schedule  is  presented  as 
a convenience  for  physicians  in 
planning  their  continuing  education 
program.  (Other  national,  state  and 
district  medical  meetings  are  listed 
in  the  Medical  Meetings  Department 
of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVE1  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME  ac- 
tivities may  be  obtained  by  calling 
Doctor  Chick  at  (304)  696-7018; 

Penn  (304)  293-3937;  Bradle, 

(304)  347-1363;  and  Hall,  (304) 
348-9580. 

West  Virginia  University, 
Morgantown 

Feb.  26-Mar.  3,  CME  at  Snowshoe 
Rheumatology  Conference;  Child 
Development  Conference  (Snow- 
shoe  Ski  Resort) 

Mar.  23-24,  Oncology  Update  ’90 

CAMC/WVU  Health  Sciences 
Center-Charleston 

Feb.  4-7,  Ninth  Annual  Mid-Winter 
Cardiovascular  Symposium, 
Snowshoe  Ski  Resort  (•) 

Feb.  10-11,  Gastroenterology  Update 
1990,  Canaan  Valley  Resort  (•) 

Mar.  23,  Poison  Management:  Trends 
& Issues  (•) 


Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (*)/WVU  Health 

Sciences  Center-Charleston  (A) 
(Check  locally  for 
additional  information) 


CME  Outreach 
Programs 

Fairmont,  ★ Fairmont  Hospital,  7:30 
PM. — Feb.  6,  Shock  Wave  Lithotrip- 
sy for  Renal  Calculi,  Stanley  Kand- 
zari,  M.D. 

Fairmont,  ★ Fairmont  Clinic, 

1 PM. —Feb.  21  (tba) 

Gassaway,  □ Braxton  County 
Memorial  Hospital,  6:30  P.M. — Feb. 
7,  TURP’s  Irrigation,  James  Tierney, 
M.D.  (A) 

Logan,  □ Logan  General  Hospital, 
11:30  A.M. — Update  on  Fibrocystic 
Disease,  G.  Cendana,  M.D.  (•) 
Madison,  □ Boone  Memorial 
Hospital,  6:30  P.M. — Feb.  13,  Breast 
Cancer  Screening  Procedures,  Steven 
Jubelirer,  M.D.  (A) 

Man,  □ Appalachian  Regional 
Hospital,  7 P.M. —Feb.  20  (tba)  (•) 
Montgomery,  □ General  Hospital, 
12  P.M.— Feb.  7 (tba)  (•) 

New  Martinsville,  ★ Wetzel  Co. 
Hospital,  11:30  A.M. — Feb.  8,  The  Im- 
paired Professional,  Roily  Sullivan, 
M.D. 


Parkersburg,  ★ Camden-Clark 
Hospital,  7 A.M. — Feb.  14,  Neonatal 
Resuscitation,  Martha  Mullet,  M.D. 
Feb.  28,  Cerebral  Vascular  Diseases, 
Howard  Kaufman,  M.D. 

Ripley,  □ Jackson  General  Hospital, 
12  Noon — Feb.  9 (tba)  (•) 

Ronceverte,  □ Humana  Hospital 
Greenbrier  Valley,  1 P.M. — Feb.  21, 
Cephalosporin  Family,  Beth  Funk, 
M.D.  (•) 

Spencer,  □ Roane  General  Hospital, 
12:30  P.M. — Feb.  20,  Growth  & 
Growth  Disorders — Pediatrics, 
Fereydoun  Zangeneh,  M.D.  (•) 

Summersville,  □ Summersville 
Memorial  Hospital,  6 P.M. — Feb.  6, 
Update  on  Quinalones,  Elizabeth 
Funk,  M.D.  (A) 

Waynesburg,  PA,  ★ Greene  County 
Memorial  Hospital,  7 P.M. — Feb.  27 
(tba) 

Weston,  ★ Stonewall  Jackson 
Memorial  Hospital,  noon — Return  to 
Work  of  the  Injured  Worker:  Prin- 
ciples & Caveats,  Mario  Battigelli, 
M.D. 

Wheeling,  ★ Ohio  Valley  Medical 
Center,  8 A.M. — Feb.  17,  Parenteral 
Nutrition,  Harakh  Dedia,  M.D. 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  11  A.M.— Feb.  28, 
Emergency  Management  of  Eye  In- 
juries, Richard  Rashid,  M.D.  (A) 

White  Sulphur  Springs,  □ Green 
brier  Clinic,  4 P.M. — Feb.  20,  Sleep 
Disorders,  George  Zaldivar,  M.D.  (A) 


The  Charleston  Division  of  the  West  Virginia  University  Health  Sciences  Center  announces 
the  addition  of  five  new  faculty  for  the  1989-90  school  year.  From  left,  Kathleen  Previll, 
M.D.,  Assistant  Professor,  and  J.  Michael  Waldeck,  M.D.,  Assistant  Professor,  are  in  the 
Department  of  Pediatrics  and  are  located  at  Charleston  Area  Medical  Center’s  Women  and 
Children’s  Hospital.  J.  Craig  Barnett,  M.D.,  Assistant  Professor,  and  James  Previll,  M.D., 
Associate  Professor,  are  in  the  Department  of  Internal  Medicine  and  are  located  in  the  WVU 
Medical  Education  Building  on  the  Memorial  Division  campus  of  CAMC.  Fereydoun 
Zangeneh,  M.D.,  Associate  Professor,  also  has  been  appointed  to  the  Department  of 
Pediatrics. 
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Poetry  Corner 


ING 

Looking 

Searching 

Wanting 

Something 


Questing 

Hoping 

Believing 

Groping 


Loving 

Hating 

Giving 

Taking 


Finding 

Losing 

Grieving 

Laughing 

Starting 

Stopping 

Beginning 

Ending 

J.  Paul  Aliff,  M.D. 

Scott  Depot 


We  request  physician  contributions  to 
Poetry  Comer.  Submissions  should  be 
addressed  to  Stephen  D.  Ward , M.D., 
Editor,  The  West  Virginia  Medical  jour- 
nal, Box  4106,  Charleston,  WV  25564. 


A Cock  There  Was 

A cock  there  was  who  crowed  his  best 
When  those  who  worked  desired  to 
rest. 

As  sun  did  rise  o'er  hill  each  dawn 
He  d stretch  and  strut  upon  the  lawn. 

Then  soon  he'd  climb  on  high 
stacked  hay 

And  with  his  crowing  welcome  day 
While  those  who  slept  could  sleep 
no  more 

But  had  to  rise  to  new  day's  chore. 

Now  this  went  on  for  many  years, 
And  those  there  were  who  shed 
some  tears. 

For  many  tired  of  waking  thus 
And  quite  a few  began  to  fuss. 

Then  one  day  dawned  morning  bright 
When  sun  had  come  to  chase  the  night 
That  none  heard  crowing  of  the  cock 
And  wakened  not  ‘ til  late  the  clock. 

When  rising  then  did  start  to  do 
The  chores  that  now  were  over-due 
Had  not  caught  up  by  fall  of  night 
And  found  themselves  in  sorry 
plight. 

As  several  days  went  by  this  way, 

In  desperation  and  dismay 
The  search  began  to  find  the  cock; 
And  search  they  did  around  the 
clock. 

A 5 many  more  days  came  and  went 
With  many  weary  hours  spent, 

But  not  a trace  of  what  they 
sought, 

Each  knew  well  what  each  one 
thought: 

That  if  the  cock  should  crow  once 
more 

And  wake  them  as  he  had  before, 
Not  one  would  grumble  as  be  d 
done 

When  rising  with  the  morning  sun. 

But  buckle  down  and  get  to  work. 
Nor  ever  his  own  duty  shirk. 

And  thus  the  moral  of  my  fable; 

To  do  one's  work  while  one  is  able. 

E.  Leon  Linger,  M.D. 
Buckbannon 


February 

8-13 — Am.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 

14-18 — Am.  College  of  Psychiatrists,  Palm 
Springs,  Calif. 

24 — Am.  College  of  Utilization  Review' 
Physicians,  Atlanta. 


March 


4- 8 — Am.  Institute  of  Ultrasound  in 
Medicine,  New  Orleans. 

18-22 — Am.  College  of  Cardiology,  New 
Orleans. 

23-25 — WV  Urological  Society  annual 
spring  seminar,  Charleston. 

23-28 — Am.  Academy  of  Allergy  & Im- 
munology, Baltimore. 

April 

1-5 — Am.  Assoc,  of  Pathologists, 
Washington,  D.C. 

3-7 — Assoc  of  Orthopedic  Medicine, 
Boston. 

5- 7 — Am.  Society  for  Laser  Medicine, 
Nashville,  Tenn. 

6- 8— WV  Chapter,  AAFP,  Charleston. 

22-25 — WV  Academy  of  Ophthalmology 
national  spring  meeting,  White  Sulphur 
Springs. 

26-29 — Am.  College  of  Mohs  Micrographic 
Surgery, Chicago. 

26-29 — Am  College  of  Physicians, 
Chicago. 

28- May  3 — Am.  Assoc,  of  Neurological 
Surgeons,  Nashville,  Tenn. 

29- May  4 — Am.  Society  of  Colon  & Rec- 
tal Surgeons,  St.  Louis,  MO. 

August 

15-19 — 123rd  Annual  Meeting,  WV 
State  Medical  Assoc.  White  Sulphur 
Springs. 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 
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West  Virginia  Chapter 

AMERICAN  COLLEGE  OF  SURGEONS 

Annual  Spring  Meeting 
May  2-5,  1990 
The  Greenbrier 
White  Sulphur  Springs,  WV 


GUESTS  SPEAKERS 

RONALD  L.  NICHOLS,  MD,  FACS 
Henderson  Professor  and  Vice  Chairman 
Department  of  Surgery 
Tulane  University  School  of  Medicine 
“Intraabdominal  Sepsis”  & “Prophylactic  Use  of  Antibiotics  in  Surgery” 

LARRY  H.  HOLLIER,  MD,  FACS 
Chief  of  Surgery 
Ochsner  Foundation  Hospital 

“Carotid  Artery  Surgery — 1990”  & “The  Difficult  Aneurysm” 

Other  Statewide  Speakers,  Including  the  Annual  Residents’ 

Competition  Saturday 

All  Medical  and  Paramedical  Personnel  are  invited  to  attend. 

$75  registration  fee  for  nonmembers, 

$25  registration  fee  for  non  MD, 
no  fee  for  residents  and  students. 

Exhibit  space  available.  Contact: 

Program  Chairman,  WV  ACS, 

PO  Box  1107, 

Morgantown,  WV  26505 
(304)  346-0479 


Health  Sciences  w^st  Virginia 

Center  News  V u" 
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The  new  $24.5  million  Physician  Office  Center  adjacent  to  Ruby  Memorial  Hospital  in 
Morgantown  provides  access  to  more  than  200  WVU-based  physicians  in  60  different 
primary  and  specialty  care  offices. 


Compiled  from  material  furnished  by  the  Health 
Sciences  Center  News  Service,  Morgantown,  W. 
17! . Health  Sciences  Center  News 


New  Physician 
Office  Center  Open 

The  new  $24.5  million  Physician 
Office  Center,  located  adjacent  to 
Ruby  Memorial  Hospital,  opened 
January  17. 

The  facility,  constructed  by 
University  Health  Associates,  pro- 
vides access  to  more  than  200 
WVU-based  physicians  in  60  dif- 
ferent primary  and  specialty  care 
offices. 

“The  opening  of  the  Physician 
Office  Center  is  a landmark  in  the 
history  of  the  WVU  School  of 
Medicine,”  said  Dean  Robert 
D'Alessandri,  M.D.  ”It  marks  the 
transition  from  a primarily  inpatient- 
based  medical  education  system  to 
one  that  is  primarily  outpatient 
oriented. 

“In  addition,  it’s  historic 
because  it  marks  the  commitment 
and  support  of  WVU  physicians  to 
the  school  and  to  medical  educa- 
tion,” Doctor  D’Alessandri  added. 

By  taking  on  this  financial  respon- 
sibility, the  WVU  physicians  have 
demonstrated  their  commitment  to 
medical  education  and  to  the  peo- 
ple of  West  Virginia. 

“This  facility  will  serve  the 
health  care  needs  not  only  of 
Morgantown,  Monongalia  County 
and  surrounding  counties,  but 
because  by  our  very  nature  we  are 
a referral  center,  will  serve  the 
health  care  needs  of  all  of  West 
Virginia,”  he  said. 

Robert  Graff,  Interim  President 
and  Chief  Executive  Officer  of 
University  Health  Associates,  added, 
“We  think  the  Physician  Office 
Center  is  a magnificent  building  that 
will  give  us  the  opportunity  to 
serve  patients  efficiently  and 
courteously  in  a more  private  set- 
ting. 1 think  that  UHA  really  has 
made  a commitment  to  the  future  in 
building  the  Physician  Office 
Center.  The  building  was  con- 


structed by  the  medical  corporation 
without  state  money  or  hospital 
money.  It  is  being  paid  for  by 
physician  fees.” 

The  building  is  designed  much 
like  a medical  office  building.  Physi- 
cians are  grouped  by  specialty  into 
separate  group  practice  suites.  A 
number  of  specialists  practice  in 
each  of  the  nine  suites.  All  suites 
are  accessible  from  corridors  that 
run  along  the  front  of  the  building. 
Each  suite  has  a private  waiting 
room  and  check-in  desk. 

Suites  include  the  Eye  Center, 
otolaryngology,  orthopedic  surgery, 
pediatric  and  adolescent  medicine, 
Medical  Group  Practice,  medical 
specialties,  neurology  and  der- 
matology, obstetrics  and 
gynecology,  and  surgical  specialties. 

The  Medical  Center  Pharmacy 
and  Optical  Shop  will  be  located  on 
the  first  floor  of  the  Physician  Of- 
fice Center. 

Routine  laboratory,  electrocar- 
diogram and  radiology  procedures 
will  be  performed  in  the  building  in 
satellite  suites  provided  by  WVU 
Hospitals.  A special  diagnostic 
center  on  the  fourth  floor  is 
available  to  patients  who  require 
minor  diagnostic  procedures. 

The  building  is  connected  on 
two  floors  to  Ruby  Memorial 
Hospital.  The  third-floor  bridge  pro- 
vides access  to  laboratories  in  Ruby 
Memorial.  The  fourth-floor  bridge 


provides  access  to  the  hospital 
cafeteria. 

The  Physician  Office  Center 
houses  physician  suites  formerly 
located  in  cramped  quarters  in  the 
Health  Sciences  Center.  The  new 
facility  provides  adequate  space  for 
patient  care  and  for  teaching. 


Doctor  Stevenson 
Gets  New  Posts 

James  M.  Stevenson,  M.D.,  has  been 
appointed  Associate  Dean  for 
Development  and  Continuing 
Medical  Education  in  WVU  School 
of  Medicine. 

Doctor  Stevenson  will  continue 
to  serve  as  Medical  Director  of 
Chestnut  Ridge  Hospital  and  as 
Chair  of  the  Department  of 
Behavioral  Medicine  and  Psychiatry. 

In  his  new  role  Doctor  Steven- 
son will  serve  as  Medical  Advisor  to 
the  Office  of  Continuing  Medical 
Education.  Patricia  Penn  directs  the 
CME  program. 

He  also  will  work  with  the  Of- 
fice of  Development,  which  last 
year  received  some  $1.1  million  in 
private  support  to  the  School  of 
Medicine.  Director  of  Development 
for  the  school  is  Kathy  Tompkins. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 

USAF 

HEALTH 

PROFESSIONS 

STATION-TO- 
STATION 

804-276-0459 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Lack  of  Vitamin  A 
Link  to  Diabetes? 

West  Virginians  have  a major  pro- 
blem with  diabetes — and  a MU 
researcher  has  been  given  $500,000 
to  find  out  whether  vitamin  A defi- 
ciency is  the  key. 

The  researcher,  Bruce  Cher- 
tow,  M.D.,  was  the  first  scientist  to 
show  that  the  body  needs  vitamin  A 
to  produce  insulin.  With  the  five- 
year  funding  from  the  U.S.  Depart- 
ment of  Veterans  Affairs,  he  now 
will  try  to  find  out  precisely  why. 

“Scientists  have  known  for  a 
long  time  that  vitamin  A is 
necessary  for  vision  and  reproduc- 
tion, and  more  recently  it  has  been 
shown  to  be  important  for  growth 
and  cancer  prevention,”  Doctor 
Chertow  said.  “Based  on  our  work 
here,  we  now  believe  that  deficiency 
of  vitamin  A may  lead  to  abnormal 
release  of  insulin  or  to  problems  in 
the  growth  of  cells  that  release  in- 
sulin.” 

Relevant  to  State 

The  answers  will  be  particularly 
relevant  to  West  Virginia  since  the 
state’s  people  have  a significant 
amount  of  vitamin  A deficiency.  Ap- 
proximately 40  per  cent  of  the 
state’s  teenagers  have  vitamin  A defi- 
ciencies, Doctor  Chertow  said.  “It’s 
not  unthinkable  that  this  lack  of 
vitamin  A could  play  a role  in  the 
state’s  high  rate  of  diabetes,”  he  said. 

However,  Doctor  Chertow  is 
not  suggesting  that  simply  increas- 
ing vitamin  A through  foods  or  sup- 


plements will  cure  diabetes  in  pa- 
tients who  have  it.  His  research  will 
focus  on  cells  in  the  laboratory,  not 
on  human  beings.  In  addition,  the 
problem  may  rest  with  how  cells 
process  vitamin  A instead  of  with 
how  much  vitamin  A is  available. 

In  fact,  Doctor  Chertow  cau- 
tioned people  not  to  go  overboard 
in  vitamin  A consumption  since  ex- 
cessive doses  through  supplements 
can  be  toxic.  Furthermore,  he  said, 
too  much  vitamin  A can  be  as  harm- 
ful as  too  little  in  hampering  insulin 
secretion.  Except  when  advised 
otherwise  by  their  doctors,  he  said, 
people  can  best  assure  proper  levels 
of  vitamin  A by  eating  a balanced 
diet  which  includes  normal  portions 
of  foods  rich  in  vitamin  A,  primarily 
yellow  vegetables  and  green  leafy 
vegetables.  Children  and  others  who 
do  not  need  to  restrict  their 
cholesteol  intake  also  can  get 
vitamin  A in  liver,  whole  milk,  eggs 
and  cheese. 

Work  With  Cells 

The  study  will  take  two  approaches 
to  determining  whether  the  defi- 
ciency of  vitamin  A leads  to  abnor- 
malities in  the  release  of  insulin  or 
in  the  growth  of  cells  that  release  it. 
First,  Doctor  Chertow  will  take  cells 
and  make  them  deficient  in  vitamin  A, 
then  observe  changes  in  insulin 
release.  He  also  will  work  with  a 
special  type  of  cell  which  has  no 
receptor  for  vitamin  A.  Using 
genetic  engineering  techniques,  he 
will  chemically  insert  vitamin  A 
receptors  into  the  cells  and  then 
observe  changes  in  insulin 
production. 

Doctor  Chertow  is  Chief  of  En- 
docrinology at  MU  as  well  as  Chief 
of  Endocrinology  and  Nuclear 
Medicine  at  the  Huntington  VA 
Medical  Center.  Working  with  him 


MARSH  ALP'UNIVERSITY 


on  the  project  will  be  Dr.  Donald 
Primerano  of  the  Department  of 
Microbiology  and  Henry  Driscoll, 
M.D.,  of  the  Department  of 
Medicine. 


Diabetes  Blindness 
Grant  Goes  to  MU 

The  Huntington  Lions  Club  has 
given  three  MU  School  of  Medicine 
researchers  a $5,000  grant  for  a pro- 
ject whose  ultimate  goal  is  to  help 
prevent  blindness  in  people  who 
have  diabetes. 

The  grant  went  to  Marshall’s 
Endocrinology  Section,  which  in- 
cludes diabetes  specialists  Bruce 
Chertow,  M.D.,  and  Henry  Driscoll, 
M.D.,  and  growth  hormone 
specialist  John  W.  Leidy,  Jr.,  M.D., 
Ph.D.  All  three  researchers  also  are 
affiliated  with  the  Huntington  VA 
Medical  Center. 

Each  year,  5,000  people  lose 
their  sight  because  of  diabetes, 
which  is  the  leading  cause  of  new 
blindness  in  adults  ages  20  to  74. 

Focus  on  Hormones 

The  Marshall  study  will  focus  on 
two  hormones — growth  hormone 
and  a related  hormone — which 
often  are  elevated  in  diabetics  and 
have  been  implicated  in  diabetes- 
induced  blindness.  The  Marshall 
researchers  hope  to  find  out  what 
causes  the  increased  hormone  levels 
so  doctors  can  develop  appropriate 
ways  to  prevent  the  resulting  vision 
problem. 

Lions  International  is  a 
longstanding  service  club  which  is  a 
leader  in  helping  people  preserve, 
enhance  or  regain  their  sight.  The 
grant  was  presented  by  Huntington 
Lions  Club  President  Willard 
Daniels,  M.D. 
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Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help. ..the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 


TRAINING  MANUALS 


Medifast  will  work  for  you,  too. 
Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 

The  Medifast  Program  includes: 

* Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 

★ Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 


Nutritionally  complete. 

* Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

* Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

* Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 


* National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles,  PATIENT  SUPPORT 


You  know,  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 


For  complete  information  call  toll-free 

1-800-638-7867 

i 1 

| For  more  information  about  the  Medifast  I 

. Program,  please  send  this  coupon  to: 

The  Nutrition  Institute  of  Maryland 
I William  J.  Vitale,  M.D.  I 

| Director,  Clinical  Services 

1840  York  Road,  Suite  H 
Timonium,  MD  21093 


NAME 

ADDRESS 

CITY 

STATE 

ZIP 

PHONE 

SJG-12 

Tmedi  i:\sr 


The  Physicians  Answer  to  Weight  Control. 


©Jason  Pharmaceuticals  1989 


For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


/0* 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulin  (§) 

human  insulin 
[ recombinant  DNA  origin) 


I Leadership 

1 In  Diabetes  Care 


© 1989.  ELI  LILLY  AND  COMPANY  HI-291 4-B  949334 


Disability  coverage  that  works! 

Benefit  even  more  from  your  disability 
income  policy  through  RMI,  ltd.  and 
Connecticut  Mutual.  The  individual  disability 
coverage  includes: 

-the  ability  to  switch  from  one  plan  to  another 
-higher  benefit  limits 
-survivor  benefits 
-and  more. 

Supplement  your  current  plan,  or  protect 
yourself  with  a new  policy  by  calling  the 
insurance  specialists  at  RMI,  ltd.  for  information 
about  individual  disability  coverage  that  works. 
Rest  insured. 


P.O.  Box  1126  Charleston,  WV  25324 
304-346-3024. 

In  Clarksburg,  304-623-0696. 


Service  is  the  cornerstone 
of  our  business. 


Call  Us.  1-800-344-5139 
Extension  708 


McDonough 

Caperton 

Insurance 

Group 


Upon  a foundation  of 
experience  and 
professionalism, 
McDonough  Caperton  has 
built  a regional  insurance 
brokerage  firm  assisting 
clients  nationwide.  Our 
mission  is  to  provide  a 
distinctive  service  of 
outstanding  value  that  will 
remain  the  cornerstone  of 
our  business  as  we  move 
forward. 


• Comprehensive  Major 
Medical 

• Professional  Office 
Overhead 

• Term  Life 

• Medicare  Supplement 

• Disability  Income 

• Hospital  Indemnity 


Corporate  Headquarters  One  Hilii'rest  Drive,  East,  P.0  box  1 sal, Charleston,  WV  25326*1351.  Telephone: (304) 346-061 1 Tax:  (304)  34/  -0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


WESPAC  Members 

Listed  below  are  1990  WESPAC 
members  as  of  1/11/90.  New 
WESPAC  members  will  be  reported 
next  month. 

Boone 

Robert  B.  Atkins 

Cabell 

Homer  L.  Christian 
Craig  M.  Morgan 

Central  WV 

*Gary  G.  Gammon 

* William  D.  Given 
Charles  T.  Lively 
Porfirio  R.  Pascasio 
*Rigoberto  Ramirez 

Eastern  Panhandle 

D.  Ewell  Hendricks 

* David  Morris 

Hancock 

Karen  M.  Gross 

Harrison 

* Frank  C.  Gyimesi 
*M.  V.  Kalaycioglu 
Joseph  C.  Kassis 
Teodoro  G.  Medina 
Louis  F.  Ortenzio,  Jr. 

John  M.  Ratino 
Amos  W.  Wilkinson 

Kanawha 

M.  B.  Ayoubi 
*James  W.  Caudill 
*Cecilio  V.  Delgra 

* Donald  E.  Farmer 
Michael  O.  Fidler 
Edmundo  E.  Figueroa 
Glenn  R.  Goldfarb 

* William  L.  Harris 
Vera  L.  Hoylman 
C.  W.  Kim 

* Chandra  M.  Kumar 
*Hans  Lee 

Sidney  C.  Lerfald 
Mary  Lou  Lewis 
Barbara  U.  Morgan 
Lee  L.  Neilan 
Desingu  S.  Raja 

* Richard  C.  Rashid 
William  G.  Sale 
Victor  T.  Selvaraj 
Horatio  A.  Spector 
John  W.  Vaughan 

N.  Andrew  Vaughan 
A.  Don  Wolff 

Marshall 

Kenneth  J.  Allen 


McDowell 

*Muthusami  Kuppusami 

Mercer 

Rekha  Chand 
Stephen  A.  DeGray 
*Generoso  D.  Duremdes 
Gunther  H.  Frey 
E.  Lyle  Gage,  Jr. 

John  E.  Van  Gilder 
Alan  A.  Rosenbloom 

Mingo 

Diane  E.  Shafer 

Monongalia 

Dougals  G.  Burnette 
*Amitava  Ghosal 
Roger  E.  King 
V.  K.  Raju 

Ohio 

Howard  Neiberg 

Raleigh 

* Lewis  N.  Fox 

* Lewis  W.  Gravely 
*Anne  D.  Hooper 
*R.  C.  Jereza 

* Walter  E.  Klingensmith 
*R.  Lindsay  Lilly  Jr. 
*Ramesh  Shah 

* Nancy  R.  Webb 
*Syed  Zahir 

South  Branch  Valley 

Felino  V.  Barnes 
Robert  E.  Roberts 
Charles  J.  Sites 

Wetzel 

Donald  A.  Blum 


Auxiliary 

Eastern  Panhandle 

Sarah  Townsend 

Parkersburg 

Dawn  Rudolph 

*Sustainer  Member 


The  following  physicians  were 
welcomed  in  December  as  new 
members  of  the  West  Virginia  State 
Medical  Association. 

Eastern  Panhandle 

Maura  Dollymore,  M.D. 

Shenandoah  Community  Health 
Center 

East  Moler  Avenue 
Martinsburg,  WV  25401 


Robert  W.  Sjorgen,  M.D. 

VA  Medical  Center 
Martinsburg,  WV  25401 

Harrison 

Kelly  Nelson,  M.D. 

United  Hospital  Center 
1 Hospital  Drive 
Clarksburg,  WV  26301 

Kanawha 

Ronald  McCowan,  M.D. 

3100  MacCorkle  Avenue,  S.E. 
Charleston,  WV  25304 
David  Ranson,  M.D.  426 
Division  Street 
Charleston,  WV  25309 
N.  Andrew  Vaughn,  M.D. 
3100  MacCorkle  Ave.,  S.E., 
Suite  709 

Charleston,  WV  25304 
Michael  Zurenko,  M.D. 

3100  MacCorkle  Avenue,  S.E. 
Charleston,  WV  25304 


CLUE:  Find  an  exercise 
program  you  like. 

Whether  it  be  jogging,  aerobic 
dancing,  brisk  walking  or  any  of 
dozens  of  sports,  there’s  an  exercise 
for  everyone.  Just  find  the  activity 
you  like  and  get  moving  . . . 


CLUE:  Stay  with  it. 


For  a free  “Staying 
With  It”  booklet,  write 
Fitness,  Dept.  110, 

Washington,  D.C. 

20001 

The  President's  Council  on 
Physical  Fitness  and  Sports 


Keeping  fit 
is  no  mystery 
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Obituaries 


THOMAS  J.  CIANCIOLO,  M.D. 

Dr.  Thomas  J.  Cianciolo,  an 
anesthesiology  resident  at  Ruby 
Memorial  Hospital  in  Morgantown, 
was  found  dead  November  22, 

1989,  at  the  hospital.  He  was  29. 

Doctor  Cianciolo  received  his 
undergraduate  and  M.D.  (1987) 
degrees  from  the  University  of  Utah. 

Surviving  are  the  parents  and 
three  brothers  and  one  sister. 

JAMES  G.  RALSTON,  M.D. 

Word  recently  was  received  by  the 
Journal  of  the  death  of  James  G. 
Ralston,  M.D.,  of  Clarksburg,  June 
21,  1989.  He  was  85. 

Doctor  Ralston,  a general  practi- 
tioner, was  Medical  Director  of  the 
Hope  Natural  Gas  Company  from 
1953-55,  and  in  the  same  position 
with  Consolidated  Gas  Supply  Cor- 
poration from  1965-74. 

Born  in  Weston,  he  was 
graduated  from  West  Virginia 
University,  and  received  his  M.D. 
degree  in  1929  from  Jefferson 
Medical  College  in  Philadelphia. 

Doctor  Ralston  was  an  honorary 
member  of  the  Harrison  County 
Medical  Society,  West  Virginia  State 
Medical  Association  and  American 
Medical  Association;  a member  of 
the  Southern  Medical  Association 
and  the  Industrial  Medical  Associa- 


tion (Pittsburgh-Cleveland  Chapter), 
and  a Fellow  of  the  American 
Academy  of  Family  Physicians. 

He  was  an  Army  veteran  of 
World  War  II. 

Survivors  include  the  wife,  Mrs. 
Lavina  Ralston,  and  a daughter,  Mrs. 
Thomas  Kennedy. 


County  Societies 


MONONGALIA 

The  Monongalia  County  Medical 
Society  met  December  5 at  Sammy 
B’s  in  Morgantown. 

The  Society  approved  distribu- 
tion of  a brochure  prepared  by 
Ralph  W.  Ryan,  M.D.,  to  all  members 
of  the  Society. 

A resolution  on  clean  air  was 
unanimously  adopted  by  the 
Society. 

President  James  G.  Arbogast, 
M.D.,  passed  the  gavel  to  the  incom- 
ing President,  Paul  F.  Malone,  M.D. 
—Robert  L.  Murphy,  Executive 
Secretary. 

PARKERSBURG 

The  Academy  of  Medicine  of 
Parkersburg  met  December  13  at  the 
Parkersburg  Country  Club. 

Dr.  James  F.  Winchester 
presented  the  educational  program 
on  Renal  Complications  in 
Hypertension. 

New  officers  were  elected. — 
Frank  Schwartz,  M.D.,  Secretary. 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Diplomate  of  American 
Board  of 

Electro  Diagnostic 
Medicine 

★ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  W V 25301 


TAKE  CARE  OF 
TOUR  LUNGS. 
THEY’RE  ONLY  HUMAN. 

AMERICAN 
LUNG 

ASSOCIATION 

The  Christmas  Seal  People  ® 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  FA.C.S 
F.  THOMAS  SPORCK,  M.D.,  FA.C.S. 
CHARLES  D CRIGGER,  M.D 


AUDIOLOGY  SERVICES 
SUSAN  D.  ENGLE,  M.S. 
MARY  SUE  HAAS,  M.A. 


EAR,  NOSE  & 
THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK 
MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  - P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 
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Family  therapy 
for  colic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.' 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

— Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  = Not  significant  -p<  0 05  tp  < 0 02  tp  < 001 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


(simethicone/ 

antigas) 


Helps  you  through 
the  colic  phase. 


1.  Kanwaljit  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic. 
Practitioner  1988:232:508. 


rg 


HEED  & CARNRICK 

® Piscataway  NJ  08855 


©1989  Reed  & Carnnck 


PZ24 


IS 

YOUR 
COMPANY 
AS  HEALTHY 

AS  IT 
COULD  BE? 


Your  people  are  your  busi- 
ness. And  if  they’re  healthy, 
you're  likely  to  have  higher 
productivity  and  morale,  less 
absenteeism,  lower  healthcare 
costs  — and  a healthier  bottom 
line. 

How  do  you  improve  your 
company’s  health?  With  Heart 
At  Work  — the  American 
Heart  Association’s  proven 
employee  wellness  program.  It 
covers  exercise,  nutrition, 
smoking,  high  blood  pressure, 
the  signals  and  actions  of  heart 
attack,  in  easy-to-implement 
modules  readily  adaptable  to 
your  company’s  needs.  The  cost 
is  minimal  — the  payoff, 
tremendous. 

For  more  information, 
contact  your  local  American 
Heart  Association. 


American  Heart 
Association 


This  space  provided  as  a public  service. 


PHYSICIANS 

Come  Grow  With  Us... 


We  are  looking  for 
physicians  in: 

•ORTHOPEDICS 
•PEDIATRICS 
•FAMILY  PRACTICE 
•EMERGENCY 
MEDICINE 


Nestled  in  the  Eastern  Panhandle  of  West  Virginia,  Jefferson  Memorial  Hospital  is 
a non-profit  community  hospital  serving  the  health  care  needs  for  over  75  years. 
Located  in  the  fastest  growing  county  of  the  State  - it  is  just  minutes  from  Virginia 
and  Maryland  - 60  miles  from  D C.  Amidst  the  Blue  Ridge  Mountains  and  Shenan- 
doah River;  truly  the  best  of  both  worlds  at  your  doorstep. 

Hoping  to  increase  our  medical  staff  to  keep  pace  with  our  growth,  it’s  no  wonder 
Jefferson  County  is  “on  the  map.” 


JEFFERSON 

MEMORIAL 

HOSPITAL 


Please  direct  all  inquiries  to 

James  Bryan,  Administrator. 

Free  office  space,  relocation  expenses  and  malpractice  assistance 
await  your  arrival  to  one  of  the  best  kept  secrets  in  the  State. 
Guaranteed  Income. 


Jefferson  Memorial  Hospital 
P.  O.  Box  1228 
Charles  Town,  WV  25414 
(304)  725-341 1 Ext.  210 


Classified 


OBSTETRICS/GYNECOLOGY:  Private  practice 
opportunity  available  in  Central  Ohio  area. 
Office  space  available  adjacent  to  100  bed 
JCAHO  approved  hospital.  Incentives  will  be 
discussed  with  interested  candidates.  There 
is  one  successful  OB/GYN  practitioner  cur- 
rently in  practice.  Reply  to  West  Virginia 
Medical  Journal,  PO  Box  4106,  Box  B, 
Charleston,  WV  25364. 


FULL  TIME  PHYSICIAN  required  for  medical 
center  located  close  to  Charleston.  Apply 
with  resume  to  West  Virginia  Medical  Jour- 
nal, PO  Box  4106,  Box  A,  Charleston,  WV 
25364. 


THRIVING  SUBURBAN  COMMUNITY  - 

Seeking  to  increase  its  medical  staff  to  keep 
pace  with  growing  county.  Jefferson 
Memorial  Hospital  is  minutes  from  Maryland 
and  Virginia,  60  miles  from  D.C.  Looking  for 
Board  certified  or  eligible  physicians  in: 
OB/GYN,  Orthopedics,  Internal  Medicine, 
Pediatrics,  Family  Practice  and  Emergency 
Medicine.  Excellent  package  includes  free  of- 
fice space,  relocation  expenses,  malpractice 
assistance.  Inquiries  or  resume  to:  James 
Bryan,  Administrator,  Jefferson  Memorial 
Hospital,  PO  Box  1228,  Charles  Town,  WV 
25414  or  call  (304)725-3411  ext.  210. 


PRIMARY  CARE  PRACTICE  OPPORTUNITY: 

Opening  available  July  1,  1990,  for  a BC-BE 
Family  Practitioner  interested  in  a rural  non- 
hospital based  family  practice,  for  Monroe 
Health  Center,  Union  (Monroe  County),  West 
Virginia.  A modern  facility,  equipped  with  full 
laboratory,  X-ray  and  excellent  support  staff. 
Monroe  county  is  a beautiful  rural  communi- 
ty, located  25  miles  south  of  the  famous 
Greenbrier  Hotel  in  White  Sulphur  Springs. 
Salary  plus  comprehensive  benefit  package 
including  paid  malpractice.  For  more  infor- 
mation write  to:  Shirley  Neel,  Monroe  Health 
Center,  PO  Box  590,  Union,  West  Virginia 
24983,  or  call  (304)772-3064. 


NORTH  CENTRAL  OHIO  — bedroom  com- 
munity of  Cleveland  has  super  opportunity 
for  OB/GYN.  College  town  with  renowned 
conservatory  of  music.  Large  multi-specialty 
group  supported  by  progressive  100-bed 
hospital.  Competitive  compensation.  Ex- 
cellent benefits.  Residents  considered.  Con- 
tact Teresa  Owens,  Tyler  & Company,  9040 
Roswell  Road,  Atlanta,  Georgia,  (404) 
641-6518. 


SOUTHWESTERN  PA  • PRIMARY  CARE 
PRACTICE  AVAILABLE:  Newly  constructed 
4,000  square  foot  practice  available.  Sponsor- 
ing hospital  requires  2 Primary  Care  Practi- 
tioners to  staff  practice  with  attractive  salary 
and  benefit  packages.  Construction  com- 
pleted in  May,  1990.  Satellite  sponsored  by 
250-bed  acute  care  hospital,  located  in 
University  setting  in  West  Virginia,  approx- 
imately 20  miles  from  facility.  Sponsoring 
hospital  specializes  in  Cardiology,  Oncology, 
Orthopedics  and  General  Surgical  Services. 
On-site  specialty  and  sub-specialty  care  will 
be  available  on  a scheduled  basis.  Hospital 
drawing  area  includes  population  of  approx- 
imately 400,000  located  in  one  of  the  most 
desirable  and  economically  prosperous  com- 
munities in  West  Virginia.  Send  CV  to:  Robert 
R Ritz,  Assistant  Vice  President,  Monongalia 
General  Hospital,  1200  J.D.  Anderson  Drive, 
Morgantown,  WV  26505. 


CLASSIFIED  RATES:  43  cents  per 
word,  minimum  of  $22  per  ad.  50  cents 
per  word  for  confidential  ad, 
minumum  of  $27  per  ad.  10%  discount 
for  6 insertions.  Payment  in  advance 
required. 

DEADLINE:  Copy  nust  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the 
August  issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Jour- 
nal, P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 


WVSMA/CNA 
Loss  Control 
Seminar  Program 

1990  Schedule 

First  Generation 

Saturday,  January  20,  1990 
McLure  House 
Wheeling,  WV 
Saturday,  July  7,  1990 
Sheraton  Lakeview  Resort 
Morgantown,  WV 
Saturday,  March  31,  1990 
Park  Inn  International 
Bluefield,  WV 
Saturday,  May  12,  1990 
Sheraton 
Hagerstown,  MD 

Second  Generation 

Saturday,  March  17,  1990 
The  Marriott 
Charleston,  WV 

Office  Personnel 

Wednesday,  April  11,  1990 
Holiday  Inn  Charleston  House 
Charleston,  WV 

Look  for  registration 
information  in  future  issues 
of  Wesgram. 


THE  MYERS  CLINIC  — Philippi,  West  Virginia 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and/or  Family  Practice  with  Ob. 
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VASOTEC 


ENALAPR1L  MALEATE 1 MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC®  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 
Warnings:  Angioedema  Angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
face  ano  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis,  orlarynx  likelyto  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous 
epinepnrine  solution  1:1000  (0.3  mL  to  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  tailure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  of  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION.) Patients  at  risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
in  patients  at  risk  for  excessive  hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  of  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  If  excessive  hypotension  occurs,  the  palient  should  be  placed  in  the  supine 
position  and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ol  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary. 

Neutropenia! Agranulocytosis:  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
if  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  thal 
enalapril  does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 
Precautions:  General:  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  tailure  should  always  include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  climcai  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  of  discontinuation  of  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3.8%  of  patients,  but  was  not  a cause  for  discontinuation. 

Risk  factors  for  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Interactions. ) 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients: 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician. 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  few  days  of  therapy.  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  of  reduction  in  lluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g.,  sore  throat,  fever)  which  may 
be  a sign  of  neutropenia. 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  effects. 

Drug  Interactions: 

Hypotension  Patients  on  Diuretic  therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  Iherapy 
with  enalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  sail  intake  prior  to  initiation  ol  treatment  with  enalapril  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has 
stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  signilicant  increases  in  serum  potassium  Therefore  if  concomi- 
tant use  ol  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  Irequenl  monitoring  of  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination of  sodium  including  ACE  inhibitors  A few  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  thal 
serum  lithium  levels  be  monitored  Irequently  if  enalapril  is  administered  concomitantly  with  lithium. 

Pregnancy -Category  C There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  of  3 and  10  mg/ 
kg/day,  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivily  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 


show  enalapril  crosses  the  human  placenta  Because  the  risk  of  fetal  toxicity  with  the  use  of  ACE  inhibitors  has  not 
been  clearly  defined,  VASOTEC®  (Enalapril  Maleate.  MSD)  should  be  used  during  pregnancy  only  if  the  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus. 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  of  pregnancy  has  not  been  reported  to  affect  letal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality. 

When  ACE  inhibitors  are  used  during  the  later  stages  ef  pregnancy,  there  have  been  reports  ol  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  The  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  tetus.  Infants  exposed  in  ulero  lo  ACE  inhibitors  should  be  closely  observed 
tor  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  of  ,4C  enalapril  maleate  It  Is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  for  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients. 

HYPERTENSION:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were-  headache  (5  2%),  dizziness 
(4  3%).  and  tatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1.4%).  nausea  (1.4%),  rash  (1.4%).  cough  (1.3%).  orthostatic  effects  (12%).  and  asthenia  (1.1%). 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7.9%),  hypotension  (6./%),  orthostatic  effects  (2.2%),  syncope  (2,2%),  cough  (2.2%).  chest  pain  (2.1%).  and 
diarrhea  (2.1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  tatigue  (T8%).  headache  (1  8%),  abdominal  pain  (1.6%).  asthenia  (1.6%).  orthosta- 
tic hypotension  (1.6%),  vertigo  (1.6%).  angina  pectoris  (1.5%),  nausea  (1 3%),  vomiting  (1  3%),  bronchitis  (13%). 
dyspnea  (13%),  urinary  tract  infection  (1.3%),  rash  (1.3%),  and  myocardial  infarction  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  of  patients  with  hypertension  or  heartlailure  in  clinical  trials  in  order  of  decreasing  seventy  within  each 
category: 

Cardiovascular  Cardiac  arrest,  myocardial  intarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension ):  cardiac  arrest;  pulmonary  embolism  and  intarction 
rhythm  disturbances;  atrial  fibrillation;  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  taundice.  melena.  anorexia,  dyspepsia,  constipation,  glossitis, 
stomatitis 

Musculoskeletal:  Muscle  cramps. 
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Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
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Skin:  Herpes  zoster,  urticaria,  pruritus,  alopecia,  flushing,  hyperhidrosis. 

Special  Senses:  Blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  lever,  serosilis,  vasculitis,  leukocytosis,  eosinophilia.  photosensitivity  rash,  and  other 
dermatologic  manifestations. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS ) 
Hypotension.  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  In  0.5%  of  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy in  01%  of  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  of  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1.9%  of  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine. reversible  upon  discontinuation  ol  Iherapy.  were  observed  in  about  0 2%  of  patients  with  essential  hyperten- 
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diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients. 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  of  patients. 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately 
0 3 g%  and  1.0  vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
01%  of  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A few  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency. 

Liver  Function  Tests:  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS ) If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
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divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the 
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pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  of  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  ml/min  (serum  creatinine  of  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/mm  (serum  creatinine  > 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure:  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily.  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  dbserved  under  medical 
supervision  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions.)  If  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  ol  hypotension  The  appearance  of  hypotension  after  the  initial  dose  of  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  of  the  hypotension  The 
usual  therapeutic  dosing  range  for  the  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a piacebo-controiled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV).  patients  were  treated  with  2.5  to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses.  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Effects.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response.  (See  WARNINGS ) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia : In  patients  with  heart  failure 
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Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions.)  The  dose  may  be  increased  to  2 5 mg 
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Scientific  Newsfront 


Diagnosis  and  Management 
of  Precirrhotic  Hemochromatosis 


THOMAS  P GUSHURST,  M.D 
Kalamazoo.  Michigan , formerly,  Hun- 
tington Internal  Medicine  Group.  Hun- 
tington. West  Virginia 
WILLIAM  E.  TRIEST,  M.D 

Department  of  Pathology.  Cabell  Hun- 
tington Hospital.  Huntington.  West 
Virginia 

" 

Primary  hemochromatosis  is  a com- 
mon genetic  disorder  that  results  in 
inappropriate  iron  absorption  and 
storage,  with  progressive  damage  to 
target  organs.  Hepatic  cirrhosis  and 
hepatocellular  carcinoma  are  se- 
quelae of  hemochromatosis  which 
are  potentially  preventable.  The 
diagnosis  may  be  suspected  prior  to 
target  organ  damage  by  ap- 
propriate screening  tests,  and  is 
confirmed  by  liver  biopsy. 

Three  cases  of  hemochromatosis 
in  the  precirrhotic  stage  of  the 
disease  are  presented.  The 
pathophysiology,  clinical  and 
laboratory  features  and  manage- 
ment are  discussed. 

The  high  gene  frequency  in  the 
general  popidation  warrants 
routine  screening  tests  in  asymp- 
tomatic healthy  young  adults. 
Phlebotomy  is  the  indicated  treat- 
ment for  all  stages  of  the  disease. 

Hemochromatosis  (HC)  is  a com- 
mon autosomal  recessive 
genetic  disorder  caused  by  an  allele 
on  the  short  arm  of  chromosome  6, 
tightly  linked  to  the  HLA-A  locus, 
that  promotes  mucosal  iron  absorp- 
tion at  rates  inappropriate  for  body 
needs  (1).  HC  is  one  of  the  most 
common  genetic  diseases,  with  a 
gene  frequency  estimated  to  be 
0.067  and  a disease  prevalence  of 
four  to  five  cases  per  1,000  popula- 
tion (2,3).  Diagnosis  in  the  precir- 
rhotic stage  of  the  disease  is  difficult 
because  of  the  insidious  accumula- 
tion of  iron  and  subsequent  organ 


damage  in  the  absence  of  symptoms 
and  signs. 

Early  diagnosis  and  treatment  in 
the  precirrhotic  stage  are  important 
to  prevent  organ  damage  and 
enhance  survival.  Niederau  et  al  (4) 
demonstrated  that  patients  with  cir- 
rhosis present  at  the  time  of 
diagnosis  had  a shortened  life  ex- 
pectancy. In  contrast,  patients  in  the 
precirrhotic  stage  treated  by 
phlebotomy  within  18  months  of 
diagnosis  had  normal  life  expectan- 
cies. The  development  of 
hepatocellular  carcinoma  as  a late 
complication  of  the  disease  was 
limited  to  those  patients  with 
cirrhosis. 

The  detection  of  HC  in  the 
precirrhotic  stage  is  dependent  on  a 
high  index  of  suspicion.  Early  symp- 


i i -r*  lebotomy  is  the 
JLindicated  treatment 
for  all  stages  of  the 
disease,  y y 


toms  and  signs  are  nonspecific  or 
absent.  Routine  screening  tests 
(complete  blood  count,  chemical 
profile,  liver  profile)  may  be  normal 
or  may  have  slight  abnormalities 
that  may  be  overlooked  (2, 5, 6, 7,). 
Serum  iron  studies  are  important  in 
screening  and  evaluating  patients  for 
HC. 

The  definitive  diagnosis  is  made 
by  liver  biopsy,  which  provides 
evidence  of  excess  liver  iron  and 
determination  of  hepatic  damage  (5,8). 

We  present  three  patients  diagnos- 
ed in  the  precirrhotic  stage  of  HC.  The 
presentation  of  two  female  patients  at 
a relatively  young  age  and  the  chief 
complaint  of  easy  fatigability  in  all 
three  patients  are  unusual  features  that 


characterize  this  group.  The 
diagnostic  criteria  and  therapy  of 
precirrhotic  HC  are  reviewed. 

Patient  1 

Patient  1,  a 39-year-old  school 
teacher,  presented  with  complaints 
of  fatigue  and  loss  of  energy.  She 
denied  any  systemic  or  focal  symp- 
toms. Past  history  was  significant  for 
a dilatation  and  curretage,  tubal  liga- 
tion, irritable  bowel  syndrome  and 
mild  anxiety.  She  was  started  on 
thyroid  hormone  in  1973  for  similar 
complaints,  but  had  discontinued  its 
use  three  years  later.  She  had  two 
pregnancies  carried  to  term  and  had 
taken  a multivitamin  with  iron  dur- 
ing her  pregnancies  only.  Menses 
were  regular  with  average  flow.  The 
patient  did  not  drink  alcohol.  Fami- 
ly history  was  negative  for  liver 
disease. 

Physical  examination  was  nor- 
mal. The  liver  was  not  palpable,  and 
there  were  no  cutaneous  stigmata  of 
chronic  liver  disease. 

A complete  blood  count  and 
complete  chemical  profile  obtained 
six  years  previously  were  entirely 
normal.  A serum  iron  was  not  part 
of  the  chemical  profile.  A current 
complete  blood  count  was  normal 
(hemoglobin  13.7  gm/dl,  hematocrit 
41.5  per  cent,  mean  corpuscular 
volume  92).  Thyroid  function  tests 
were  normal.  A current  chemical 
profile  was  normal  including  the 
liver  function  tests  (aspartate 
aminotransferase  = 18  U/L,  alanine 
aminotransferase  = 19  U/L,  alkaline 
phosphatase  = 47  U/L,  albumin  = 
4.2  g/dl,  total  bilirubin  = 0.4  mg/dl). 

The  serum  iron  level  was  slight- 
ly elevated  (184  ug/dl;  reference 
range  35-180).  A repeat  serum  iron 
was  219  with  an  iron  binding 
capacity  of  226  mcg/dl  (normal 
240-400),  a transferrin  saturation  of 
97  per  cent  and  a serum  ferritin  of 
425  ng/ml  (normal  10-130). 
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A liver  biopsy  was  performed  and 
revealed  normal  hepatic  architecture 
with  no  evidence  of  fibrosis, 
necrosis,  inflammation  or 
cholestasis.  Iron  stain  revealed  in- 
creased hepatocyte  iron  deposition 
(three  to  four  + ) in  a periportal 
distribution  (Figures  la  and  b). 
Quantitative  iron  analysis  on  hepatic 
tissue  was  11,479  ug/g  dry  weight 
(normal  530-900). 

The  patient  underwent  weekly 
phlebotomy.  Sixteen  units  were 
removed  before  she  became 
significantly  anemic  (Hct  30  per 
cent)  and  iron-deficient 
erythropoeisis  was  documented. 

The  subsequent  removal  of  a unit  of 
blood  every  seven  to  eight  weeks 
has  been  sufficient  to  prevent  reac- 
cumulation of  excess  iron  stores. 

Patient  2 

Patient  2,  a 41-year-old  housewife, 
presented  with  multiple  nonspecific 
complaints  including  easy  fatigabili- 
ty, loss  of  energy,  anorexia  and  anx- 
iety. She  also  complained  of  a dull 
abdominal  pain  in  the  right  upper 
quadrant.  Menses  were  regular  with 
average  flow,  and  the  patient  did 
not  drink  alcohol.  She  had  one 
pregnancy  carried  to  term  and  had 
never  taken  iron  supplements.  Fami- 
ly history  was  negative  for  liver 
disease. 

Physical  examination  did  not 
reveal  any  cutaneous  stigmata  of 
chronic  liver  disease,  and  the  liver 
edge  was  not  palpable.  The  com- 
plete blood  count  was  normal  (Fib 
16.6  g/dl,  Hct  49.8  per  cent).  The 
serum  transaminases  were  slightly 
elevated  (aspartate  aminotransferase 
60  U/L,  alanine  aminotransferase  101 
U/L)  and  the  remainder  of  the 
chemical  profile  was  normal.  Serum 
iron  was  237  ug/dl,  and  a repeat  was 
231  ug/dl  with  a corresponding  iron 
binding  capacity  of  300  mcg/dl, 
transferrin  saturation  77  per  cent, 
and  serum  ferritin  > 500  ng/ml. 

Liver  biopsy  revealed  increased 
(two-three + ) iron  staining  within 
parenchymal  cells.  Small  foci  of  in- 
flammation and  proliferating 
fibroblasts  were  present,  with 
minimal  focal  fibrosis. 

Weekly  phlebotomy  was  in- 
itiated, and  significant  anemia  (Hct 
< 32  per  cent)  developed  after  15 


units  were  removed.  Twelve  weeks 
later,  iron  stores  had  reaccumulated 
with  an  increase  in  the  Hct  to  46 
per  cent.  Weekly  phlebotomy  treat- 
ment was  restarted  and  seven  units 
removed  before  significant  anemia 
was  again  achieved.  She  presently 
returns  every  three  to  four  weeks 
for  maintenance  phlebotomy.  Serum 
transaminases  returned  to  normal 
with  the  initial  course  of 
phlebotomy,  and  have  remained 
normal. 

Patient  3 

Patient  3,  a 51-year-old  chemical 
plant  worker,  presented  with  a chief 
complaint  of  fatigue.  His  past 
history  was  significant  for  repair  of 
an  inguinal  hernia  seven  years  ago 
and  mild  hypertension.  He  ingested 
less  than  one  can  of  beer  per  day 
and  had  never  taken  iron  pills.  Fami- 
ly history  was  pertinent  for  iron 
storage  disease  in  a second  cousin 
who  had  cirrhosis  at  the  time  of 
diagnosis. 

The  liver  edge  was  palpable 
two  cms.  below  the  right  costal 
margin,  and  was  nontender.  The  re- 
mainder of  the  examination  was 
unremarkable.  The  complete  blood 
count  was  normal  (Hb  14.6  gm.dl, 
Hct  41.2  per  cent).  The  chemical 
profile  was  normal,  including  the 
liver  enzymes  (aspartate 
aminotransferase  40  U/L,  alanine 
aminotransferase  55  U/L,  alkaline 
phosphatase  34  U/L,  total  bilirubin 
1.1  mg/dl,  albumin  4.3  g/dl). 


The  serum  iron  was  slightly 
elevated  (204  mcg/dl;  reference 
range  50-160).  Repeat  iron  was  214 
with  an  iron  binding  capacity  of 
287  mcg/dl  and  a transferrin  satura- 
tion of  75  per  cent.  The  serum  fer- 
ritin was  >500  mcg/dl. 

Liver  biopsy  revealed  markedly 
increased  (four  + ) iron.  In  addition, 
trichrome  stain  showed  some  portal 
tracts  to  have  increased  connective 
tissue,  with  delicate  fibrous  bands 
extending  into  the  parenchyma; 
other  portal  tracts  were  essentially 
normal.  Regenerative  nodules  or  cir- 
rhosis were  not  present.  The  patient 
is  now  undergoing  weekly 
phlebotomy  treatments. 

Discussion 

HC  is  an  autosomal  recessive  genetic 
disorder  caused  by  an  allele  on  the 
short  arm  of  chromosome  6 (1).  The 
exact  mechanism  of  the  defect  is 
unknown  but  involves  the  inap- 
propriate absorption  and  storage  of 
iron  leading  to  the  accumulation  of 
toxic  levels  over  a period  of  many 
years.  Resulting  fibrosis  results  in 
clinically  significant  damage  to  tar- 
get organs  including  the  liver,  pan- 
creas, heart,  pituitary  and  gonads  (2). 

Patients  with  HC  accumulate  ex- 
cess iron  over  many  years  before  it 
is  clinically  manifest.  Increased  iron 
stores  cannot  be  detected  clinically, 
and  a high  index  of  suspicion  is 
needed  when  reviewing  biochemical 
tests  to  make  the  diagnosis. 


Figure  la.  Hepatic  needle  biopsy,  Case  1,  showing  intact  hepatic  architecture  without 
fibrosis  or  inflammation.  (H&E,  x 100). 
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The  clinical  and  laboratory  fin- 
dings in  our  patients  are  illustrated 
in  Table  1.  The  chief  complaint  in 
all  three  patients  was  excessive 
fatigue.  The  results  of  the  screening 
laboratory  tests  were  noteworthy  for 
being  normal  or  only  minimally  ab- 
normal. None  of  the  patients  was 
anemic  at  the  time  of  presentation. 
The  serum  transaminases  were 
entirely  normal  in  one  patient  and 
only  slightly  ( < 1 1/2  x normal) 
elevated  in  another. 

The  gender  of  this  group  of  pa- 
tients differs  from  most  published 
reviews  in  that  two  of  the  three  pa- 
tients were  female  and  relatively 
young  when  detected  in  the  precir- 
rhotic stage  of  their  disease.  Women 
usually  present  a decade  older  than 
men.  This  may  be  explained  partial- 
ly by  the  physiologic  loss  of  iron 
during  earlier  years  from  menstrua- 
tion and  childbirth.  The  disease  also 
seems  to  be  expressed  less  often 
and  to  a lesser  degree  in  women  (8). 

A modest  elevation  of  the 
serum  iron  level  is  usually  present 
but  it  may  be  within  the  normal 
range.  Plasma  ferritin  values  rise 
with  increased  total  body  iron 
stores.  An  elevated  ferritin  value, 
however,  may  also  be  due  to  un- 
related inflammation  and  tissue 
damage,  and  has  been  associated 
with  occult  malignancies  (9).  Deter- 
mination of  plasma  ferritin  levels 
may  therefore  be  helpful  as  a screen- 
ing test  for  HC  but,  because  of  the 
high  false  positive  rate,  the  test  has  a 
relatively  low  specificity  (10). 


Transferrin  saturation  is  the  best 
single  biochemical  test  combining  a 
high  specificity  and  sensitivity  (3). 

All  three  of  the  patients  presented 
had  significant  elevation  of  the 
transferrin  saturation  as  illustrated  in 
Table  2. 

Several  recent  studies  have 
agreed  that  the  most  effective 
screening  protocols  rely  on 
measured  serum  iron  and  iron  bin- 
ding capacity  and  the  calculated 
transferrin  saturation.  A serum  iron 
concentration  > 175  ug/dl  and  a 
transferrin  saturation  > 60  per  cent 
have  been  used  as  guidelines  to 
diagnose  hemochromatosis  (2).  Us- 
ing these  criteria  provides  a high 
sensitivity  but  will  lead  to  many 
false  positive  results. 

The  results  of  a recent  large 
population  study  (3)  led  to  the 
recommendation  that  transferrin 
saturation  be  determined  at  the  time 
of  routine  medical  examinations  in 
young  adults  > 20  years  old.  Using 
a transferrin  saturation  level  of 
> 62  per  cent  in  males  and  > 50 
per  cent  in  females  predicted 
homozygosity  of  the  HC  genes  with 
a high  degree  of  sensitivity  and  ac- 
ceptable specificity.  The  false 
positive  rate  could  be  lowered  even 
further  by  testing  only  fasting 
specimens.  Using  either  of  these 
criteria,  all  three  of  the  patients 
presented  had  serum  iron  levels  and 
transferrin  saturation  consistent  with 
HC. 

Liver  biopsy  is  important  in 
establishing  a diagnosis  of  HC 
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Figure  lb.  Case  1.  Hemosiderin  Is  present  within  hepatocytes,  in  a periportal  distribution 
(Iron,  X 400). 


before  committing  an  individual  pa- 
tient to  treatment  and  relatives  of 
the  proband  to  periodic  screening 
tests.  In  early  HC,  the  presence  of 
increased  iron  preferentially  localiz- 
ed to  hepatic  parenchymal  cells  is 
virtually  diagnostic  (11).  In  contrast, 
the  excess  iron  deposition  seen  in 
alcoholic  liver  disease  (and  most 
other  secondary  etiologies  difficult 
to  distinguish  from  HC  on  clinical 
or  biochemical  grounds)  will  also 
involve  the  Kupffer  cells  and 
macrophages.  The  presence  of  iron 
in  Kupffer  cells  is  clinically  in- 
nocuous (5,9,11). 

Figure  1 illustrates  normal 
hepatic  architecture  in  Patient  1 
with  excessive  parenchymal  cell  iron 
accumulation. 

HC  may  therefore  be  defined 
on  the  basis  of  genetic  and 
biochemical  parameters  without  re- 
quiring the  presence  of  tissue 
damage  or  organ  malfunction.  Older 
definitions  which  relied  on  clinical 
manifestation  of  organ  damage  (cir- 


TABLE  1 

Clinical  and  Laboratory  Features  in 
Three  Patients  With  Precirrhotic 
Hemochromatosis 


Patient 

number 

Age/Sex 

Chief 

complaint 

Hct(%) 

AST/ALT 

(U/L) 

1 

39/F 

fatigue 

41.5% 

18/19 

2 

41/F 

fatigue 

abdom. 

pain 

49.8% 

60/101 

3 

51/M 

fatigue 

41.2% 

40/55 

TABLE  2 

Summary  of  Iron  Studies  in  Three 
Patients  With  Precirrhotic 
Hemochromatosis 


Patient  serum  Fe  IBC  transferrin  Ferritin 

number  (ug/dl)  (mcg/dl)  saturation 
(ng/ml) 

initial / (b)  (c)  (d) 

repeat 
(a) 


1 

184/219 

226 

97% 

425 

2 

237/231 

300 

77% 

>500 

3 

204/214 

287 

75% 

>500 

a:  normal  levels:  serum  iron,  35-180  ug/dl 
b:  normal  levels:  iron  binding  capacity, 
240-400  mcg/dl 

c:  normal  range:  % transferrin  saturation, 
30-50% 

d:  normal  levels:  plasma  ferritin,  10-130 
ng/ml 
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rhosis,  cardiomyopathy,  diabetes 
and  other  endocrinopathies,  skin 
hyperpigmentation  and  arthropathy) 
are  inadequate.  Not  only  will  cases 
be  misdiagnosed,  but  the  diagnosis 
will  often  be  made  too  late  for  op- 
timal treatment  and  prevention  of 
life-threatening  complications  (7). 

Patients  diagnosed  in  the  cir- 
rhotic stage  of  HC  have  a shortened 
life  expectancy  and  a higher  risk  of 
developing  hepatic  malignancies 
even  when  adequately  treated  (7).  A 
review  of  HC  patients  showed  the 
major  causes  of  death  to  be  hepatic 
neoplasms  (hepatocellular  carcinoma 
and  intrahepatic  cholangiocar- 
cinoma)  and  complications  of 
hepatic  cirrhosis  (4).  All  reported 
cases  of  hepatic  neoplasms 
associated  with  HC  have  been  in  pa- 
tients with  cirrhosis.  In  contrast,  pa- 
tients diagnosed  in  the  pre-cirrhotic 
stage,  and  adequately  treated  with 
phlebotomy,  have  a normal  life  ex- 
pectancy (4). 

In  addition  to  improving  sur- 
vival and  preventing  organ  damage, 
iron  depletion  has  been  reported  to 
have  resulted  in  recovery  of  cardiac 
function  and  reproductive  function 
in  patients  who  had  developed  ap- 
parent irreversible  cardiac  and 
pituitary  damage  (12-15).  Therefore, 
phlebotomy  is  recommended  in 
every  patient  with  HC  whenever 
possible  regardless  of  the  degree  of 
organ  damage  at  the  time  of 
diagnosis. 

Most  patients  tolerate  the  week- 
ly removal  of  a unit  of  blood 
without  difficulty.  Some  patients 
have  an  initial  mobilization  of  iron 
stores  leading  to  the  development 
of  apparent  iron-deficient  anemia 
despite  the  persistence  of  increased 
tissue  iron  stores.  This  phenomenon 
was  seen  in  Patient  2 where  initial 
phlebotomy  led  to  significant 
microcytic  anemia  at  a time  when  a 
repeat  liver  biopsy  revealed  abnor- 
mal iron  deposition  still  present 
within  hepatic  parenchymal  cells. 
After  eight  weeks,  phlebotomy  was 
restarted  with  mobilization  of  the 
remainder  of  the  iron  stores. 

Others  have  also  noticed  this 
apparent  two-stage  mobilization  of 
storage  iron,  and  have  speculated 
that  the  initial  pool  of  rapidly 
mobilized  iron  is  bound  to  ferritin 
while  the  more  slowly  mobilized 


pool  is  bound  in  hemosiderin  com- 
plexes (Crosby,  personal 
communication). 

Because  of  the  linkage  of  the 
HC  gene  and  the  HLA  loci,  HLA 
typing  has  been  widely  used  in 
research  protocols  to  identify 
homozvgotes  and  heterozygotes 
within  affected  families.  However, 
the  HLA  type  of  the  proband  does 
not  always  correlate  with  the  type 
in  relatives  later  found  to  have  HC. 
Therefore,  the  iron  studies  describ- 
ed above  (serum  iron,  1BC,  transfer- 
rin saturation,  plasma  ferritin)  re- 
main the  most  useful  and  cost- 
effective  screening  tests  at  this  time. 

Family  members  of  an  iden- 
tified homozygote  should  undergo 
screening  tests  for  HC.  Siblings  of 
an  identified  case  are  at  greatest 
risk,  and  periodic  screening  tests  are 


i i Yjr  should  be  de- 
JLA fined  on 
genetic  and  biochemical 
grounds  rather  than  on 
clinical  manifestations  to 
enhance  the  diagnosis  of 
precirrhotic  disease,  y y 


indicated.  In  view  of  the  high  gene 
frequency  in  the  population  and 
risk  of  the  spouse  of  the  proband 
case  being  a silent  heterozygote, 
there  should  be  periodic  testing  and 
appropriate  counseling  of  the 
children  of  a homozygote  as  well. 

The  current  screening  tests  re- 
quire a significant  accumulation  of 
iron  before  they  give  an  abnormally 
elevated  value.  Since  it  takes  years 
for  this  to  occur,  it  is  not  necessary 
to  begin  testing  children  until 
adolescence.  Screening  tests  at  an 
earlier  age  for  children  of  a 
homozygote  may  be  warranted, 
however,  as  HC  has  been  detected 
in  two  children  at  seven  years  and 
29  months  in  a family  with  a strong 
history  of  HC  (16). 

If  the  initial  screening  tests  are 
normal,  they  should  be  repeated 
every  three  to  five  years  to  detect 
the  development  of  excess  iron 


storage,  which  may  not  become 
manifest  until  the  fourth  or  fifth 
decade.  The  combination  of  plasma 
ferritin  and  transferrin  saturation  is 
useful  in  screening  family  members, 
and  it  also  provides  an  estimation  of 
total  body  iron  content. 
Heterozygotes  for  the  HC  allele 
usually  have  normal  iron  studies  but 
may  have  partial  biochemical  abnor- 
malities and  minor  iron  accumula- 
tion without  the  development  of 
symptoms  or  organ  damage  (17). 
Liver  biopsy  is  necessary  to 
establish  the  diagnosis. 

Phlebotomy  should  be  initiated 
even  in  the  absence  of  symptoms  or 
evidence  of  organ  damage  if  signifi- 
cant iron  stores  (hepatic  paren- 
chymal cell  stainable  iron  grade  3 
or  4)  are  documented. 

Summary 

In  summary,  several  points  and 
recommendations  can  be  made: 

1 . HC  should  be  defined  on  genetic 
and  biochemical  grounds  rather 
than  on  clinical  manifestations  to 
enhance  the  diagnosis  of  precir- 
rhotic disease. 

2.  A serum  iron  and/or  transferrin 
saturation  should  be  a part  of 
routine  biochemical  screening  tests 
in  the  healthy  young  adult  popula- 
tion. 

3.  Abnormal  screening  tests  should 
be  repeated  and  persistent  positive 
results  followed  up  with  liver  biop- 
sy to  confirm  the  diagnosis  and 
stage  the  disease. 

4.  Minimal  serum  transaminase 
elevations  should  be  evaluated  fur- 
ther with  screening  iron  studies. 

5.  Family  members  of  a 
homozygote  should  undergo  ap- 
propriate periodic  screening  tests 
and  counseling. 

6.  Weekly  phlebotomy  is  the  treat- 
ment of  choice,  and  should  be  in- 
stituted as  soon  as  the  diagnosis  is 
established,  ideally  before  the  onset 
of  end-organ  damage.  Phlebotomy 
should  be  attempted  even  in  pa- 
tients with  advanced  disease. 
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Neuroleptic  malignant  syndrome 
is  a potentially  life-threatening 
reaction  to  neuroleptic  agents. 

Its  symptoms  develop  rapidly 
and  may  occur  at  the  initiation  of 
the  neuroleptics  or  after  long-term 
use.  The  pathogenesis  remains 
unclear.  The  authors  reviewed  93 
documented  cases  published  in 
the  literature  over  the  past  five 
years.  Demographic  and  clinical 
features  of  the  syndrome  are 
identified.  Diagnostic  criteria 
are  proposed  along  with  recommen- 
dations for  treatment  and  further 
research. 


Introduction 

The  number  of  reported  cases  of 
neuroleptic  malignant  syndrome 
(NMS)  has  increased  significantly 
over  the  past  decade.  Levenson  (1) 
has  indicated  that  the  syndrome, 
although  rare,  is  potentially  life- 
threatening.  Early  recognition  of  the 
syndrome  is  essential.  Caroff  (2), 
Cahill  (3),  Pope  (4)  and  Rampertrap  (5) 
reported  up  to  2.4  per  cent  of 
the  patients  taking  neuroleptics 
show  signs  of  the  syndrome  and,  of 
those,  20-30  per  cent  expire. 

The  syndrome  is  found  in  pa- 
tients of  all  ages  and  both  sexes. 
Syndromes  develop  rapidly  and  oc- 
cur independently  of  the  dose.  NMS 
has  been  recorded  with  all  classes 
of  neuroleptics  (1,3);  howxver,  the 
higher-potency  drugs  such  as 
haloperidol  (Haldol)  and 
fluphenazine  (Prolixin)  seem  to  be 
the  most  common. 

The  neuroleptics  block  the 
neurotransmitter  dopamine  at 


specific  sites  in  the  brain.  The 
specific  mechanism  whereby  the 
neuroleptics  exert  therapeutic  action 
is  unclear.  Lavie  (6)  indicated  the 
symptoms  occur  at  the  initiation  of 
the  neuroleptics  or  after  long-term 
use.  Levenson  (1)  described  NMS  as 
an  idiosyncratic  response  to 
neuroleptics  due  to  central 
dopamine  blockade  in  the 
hypothalmus.  Muscle  rigidity,  fever, 
elevated  (CPK)  levels,  and  confusion 
have  been  identified  as  primary 
features  of  the  syndrome. 

The  common  cause  of  death  is 
respiratory  failure  secondary  to 
tachypnea,  hypoventilation,  aspira- 
tion, infection,  pulmonary  em- 
bolism, cardiovascular  collapse, 
acute  renal  failure  or  shock. 

The  understanding  of  the 
pathogenesis  remains  unclear.  Stern- 
berg (7)  reported  that  the  syndrome 
appears  more  common  in  those 
under  40  years  of  age  (80  per  cent), 
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and  males  have  accounted  for  twice 
the  number  of  cases  as  females. 

Guze  and  Barter  (8)  described 
the  predisposing  factors  as  exhaus- 
tion, malnutrition,  dehydration  and 
concurrent  organic  brain  syndrome. 

Reports  also  indicate  that  vic- 
tims of  AIDS  with  neurological 
complications  are  more  at  risk  to 
NMS  (9).  The  results  suggest  CNS 
compromise  increases  the  risk  of 
developing  NMS,  w^hich  is  consis- 
tent with  the  findings  reported  by 
Rosebush  and  Stewart  (10).  Hooper, 
Herren  and  Galdivasser  (11)  found 
young,  black  males,  especially  if 
dehydrated,  wrho  were  on  high- 
potency  medications  such  as 
haloperidol  to  be  at  greater  risk. 
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Rosebush  and  Stewart  (10) 
found  neuroleptics  were  either  new- 
ly introduced  or  dosage-increased  in 
65  per  cent  of  their  22  cases.  The 
authors  recommended  that  NMS 
must  be  added  to  the  list  of  side  ef- 
fects that  are  dose  related.  Only  one 
case  was  diagnosed  as  schizophrenic 
while  14  had  a diagnosis  of  affective 
disorder.  All  patients  were  describ- 
ed as  agitated  and  restless,  which 
the  authors  felt  might  have 
represented  undiagnosed  akathisia. 
This  suggests  dosage-dependent 
predisposition  to  NMS. 

Forty-two  per  cent  of  the  pa- 
tients suffered  from  another  form  of 
brain  pathology  or  vulnerability  in 
addition  to  psychiatric  illness.  Most 
patients  were  dehydrated,  which 
may  contribute  to  the  development 
of  fulminant  NMS  by  increasing  the 
effective  concentration  of  neurolep- 
tic in  the  extracellular  fluids. 

The  authors  and  Shaleu  and 
Munitz  (12)  reported  that  high  am- 
bient temperatures  may  also  be  a 
predisposing  factor  to  NMS.  The 
majority  of  cases  occurred  during 
the  summer  months. 

Method 

This  study  will  review  the  literature 
to  identify  the  clinical  signs  and 
symptoms  of  NMS.  The  signs  and 
symptoms  will  be  used  to  establish 
a criteria  for  the  diagnosis.  Ninety- 
three  cases  of  NMS  were  identified. 
The  diagnoses,  neuroleptic  agents 
and  physical  symptoms  were 
abstracted  from  the  case  reports. 

Results 

Table  1 lists  the  medications  taken 
by  the  93  patients  who  developed 
NMS.  Ninety-seven  per  cent  (N  = 90) 
were  taking  some  type  of  neurolep- 
tic. Eighteen  per  cent  (N  = 17)  were 
taking  a neuroleptic  plus  lithium. 
Three  patients  were  not  taking  a 
neuroleptic.  Of  these,  two  were 
precipitated  by  the  withdrawal  of 
L-Dopa-Carbidopa  and  amantadine, 
and  the  other  was  attributed  to 
Metaclopramide  combined  with 
Cimetidine. 

All  neuroleptics  have 
precipitated  NMS.  Reports  suggest 
most  cases  have  appeared  after  pa- 
tients received  haloperidol  or  depot 
fluphenazine.  Seventy-six  per  cent 


TABLE  1 

Medications  Taken  by  Patients 

Number 

of 

Medication  Patients 

neuroleptics  alone 

37 

neuroleptics  plus  anticholinergic 

21 

neuroleptics  plus  lithium 

9 

neuroleptics  plus  lithium  plus 

minor  tranquilizer 

2 

neuroleptics  plus  lithium  plus 

anticholinergic 

6 

neuroleptics  plus  minor 

tranquilizer 

5 

neuroleptics  plus  drug 

nonspecified 

10 

Lithium  plus  benzodiazepine 

11 

tetrabenazine  plus  methyltrosine 

1 

withdrawal  from  L-dopa/carbidopa 

and  amantadine 

1 

N = 

93 

TABLE  2 

Primary  Diagnosis  of  the  93  Patients 

Number 

of 

Diagnosis 

Patients 

Schizophrenia 

30 

Schizoaffective 

4 

Major  affective 

27 

Reactive/atypical  psychosis 

2 

Parkinson 

2 

Alcoholism 

2 

Alzheimer 

1 

Amphetamine  psychosis 

1 

Heroin  withdrawal 

1 

Mental  retardation 

1 

Huntington’s  chorea 

1 

Unspecified/unclear 

21 

N = 93 

(N  = 71)  were  taking  either 
haloperidol  IM/po  47  per  cent 
(N  = 44)  or  depot  fluphenazine  29 
per  cent  (N  = 27). 

The  primary  discharge 
diagnoses  of  the  93  are  shown  in 
Table  2.  In  21  of  the  cases,  the 
diagnosis  was  unspecified  or 
unclear.  Of  the  72  remaining  cases 
42  per  cent  (N  = 30)  were  diagnosed 
as  schizophrenic,  and  38  per  cent 
(N  = 29)  were  diagnosed  as  major  af- 
fective disorders.  NMS  was  reported 
in  the  two  cases  of  Parkinsons,  two 
cases  of  alcoholism  and  one  case  of 
Alzheimer’s  disease,  amphetamine 
psychosis,  heroin  withdrawal,  men- 
tal retardation,  and  Huntington’s 
chorea. 


The  syndrome  has  been 
characterized  by  a cluster  of  symp- 
toms: elevated  temperature, 
muscular  rigidity,  tachycardia, 
diaphoresis,  leukocytosis,  elevated 
creatinine,  tachypnea,  labile  blood 
pressure,  and  confusion.  Ex- 
trapyramidal  symptoms  are 
characterized  by  tardive  dyskinesia, 
akathisia,  acute  dystonia  and/or 
pseudoparkinsonism  (13).  In  99  per 
cent  (N  = 92)  of  cases, 
neuromuscular  involvement  is 
noted.  The  neuroleptics  directly  af- 
fect the  hypothalmus.  Friccione  (14) 
suggests  NMS  is  secondary  to  simple 
dopamine  blockade  in  the 
mesostriatum,  and  is  resposible  for 
motor  disorder  and  preoptic 
dopamine  in  the  hypothalmus 
which  accounts  for  the  hypother- 
mia. The  majority  of  the  cases 
reviewed  also  identified  labile  blood 
pressure,  confusion,  elevated 
creatinine  and  diaphoresis  as 
primary  clinical  features  (more  than 
60  per  cent  or  N = 56  of  the  cases). 
Other  features  present  to  a lesser 
degree  were  tachycardia,  incon- 
tinence, leukocytosis  and 
tachypnea. 

Several  case  studies  identified 
elevations  in  LDH  and  SGOT; 
however,  in  the  vast  majority  the 
laboratory  reports  were  either  in- 
complete or  omitted.  Cardiac  and 
renal  problems  were  identified  in 
six  of  the  cases. 

Diagnostic  Criteria 

Diagnosis:  Neuroleptic  malignant 
syndrome  is  an  idiosyncratic 
response  to  neuroleptics.  The  symp- 
toms develop  rapidly  and  may  oc- 
cur with  therapeutic  doses  unrelated 
to  the  duration  of  treatment  (4). 
Elevations  in  temperature  not 
related  to  any  specific  physical 
disorder  and  muscular  rigidity  are 
present  (1). 

Age:  The  syndrome  appears 
more  common  in  those  under  40 
years  old  (80  per  cent)  (5,15). 

Associated  features:  Labile 
blood  pressure,  confusion,  elevated 
creatinine  and  diaphoresis  (sweating) 
were  common  clinical  features  in 
the  majority  of  the  cases  (16). 

Course:  Onset  is  rapid  and,  in 
the  majority  of  cases,  the  neurolep- 
tics were  either  newly  introduced 
or  increased  in  dosage  (10).  Symp- 
toms may  persist  for  several  weeks 


96  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


when  depot  (long-acting  IM)  forms 
of  the  neuroleptics  have  been  used. 

The  clinical  picture  may  be  com- 
pounded by  elevated  creatinine 
phosphokinase  levels,  tachycardia, 
excessive  sweating  and  leukocytosis. 
Confusion  and  incontinence  may 
also  develop.  The  common  cause  of 
death  is  respiratory  failure  secon- 
dary to  tachypnea,  hypoventilation, 
aspiration,  infection,  pulmonary  em- 
bolism, cardiovascular  collapse, 
acute  renal  failure  or  shock  (1,8,16). 

Predisposing  factors:  Exhaus- 
tion, malnutrition,  dehydration  and 
concurrent  organic  brain  disease  (8,10). 
The  syndrome  has  been  seen  in  up 
to  2.4  per  cent  of  patients  taking 
neuroleptics. 

Differential  diagnosis:  Malig- 
nant hyperthermia,  hyper- 
thyroidism, Parkinson’s  disease  (1), 
hypothalmic  lesion,  infections  of 
the  central  nervous  system,  severe 
dystonic  reactions,  toxic  encepha- 
lopathy, rhabdomyolysis  (8),  and 
lethal  catatonia  (14). 

Case  Histories 

Case  1:  The  patient  was  a 63-year- 
old,  white  female  who  had  a long 
history  of  Parkinson’s  disease.  She 
was  maintained  on  Sinemet,  Cogen- 
tin  and  Sinequan.  Over  the  past  two 
weeks  there  had  been  a deteriora- 
tion. She  became  paranoid  and 
suspicious.  She  had  experienced 
both  visual  and  auditory  hallucina- 
tions. The  patient  believed  her 
grandson  was  dead  in  the  woods 
and  that  she  had  seen  her  daughter 
hanging  and  grinning  from  a tree. 

She  was  psychotic  and,  on  ad- 
mission, was  placed  on  Haldol  2 
mg.  b.i.d.  and  Tofranil  in  small 
doses.  According  to  the  family,  she 
had  experienced  some  chills  at 
home  but  on  the  day  of  admission 
her  temperature  was  98.5,  blood 
pressure  150/90,  pulse  108,  and 
respirations  16.  She  improved  and 
had  taken  Haldol  in  small  doses  in 
the  past  with  no  reaction.  On  the 
third  day  of  admission,  she  was 
found  to  have  a temperature  of 
99.4.  The  physician  felt  that  she 
may  have  developed  a urinary  tract 
infection.  A consulting  internist 
recommended  a urinalysis  be  sent 
for  culture  and  sensitivity. 

There  was  no  evidence  of 
pneumonia.  The  temperature  rose 


to  101  but  on  the  fourth  day  it  fell 
to  within  the  normal  range;  it  re- 
mained in  the  normal  range  for 
several  days  when  it  suddenly  in- 
creased to  102.  The  patient  was 
alert  and  had  no  hallucinations.  The 
Haldol  was  continued. 

On  the  ninth  day  of  admission, 
her  temperature  rose  to  102.7,  and 
respirations  increased  to  32  per 
minute.  She  was  extremely 
tremulous  with  muscular  rigidity 
noted.  The  Haldol  and  Tofranil 
were  discontinued  the  same  day 
when  the  possibility  of  neuroleptic 
malignant  syndrome  was  raised.  The 
possibility  of  chest  infection  was 
also  raised,  and  she  was  transferred 
to  the  medical  floor  and  treated 
with  gentamycin,  ampicillin  and 
K-thermia.  CPK  was  within  normal 
limits. 


( i Y ong-acting  neuro- 
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signs  of  exaustion  which 
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or  malnutrition  and 
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follow  severe  depression, 
schizophrenia,  etc.  J y 


Various  investigations  were 
done  when  the  possibility  of 
pulmonary  embolism  and  aspiration 
pneumonitis  was  raised.  She 
gradually  deteriorated  and  had  to  be 
resuscitated  and  was  placed  on  a 
respirator.  There  was  no  change  in 
her  neurological  status.  The  pa- 
tient’s condition  did  not  improve 
despite  aggressive  treatment  over 
the  next  several  days,  and  she  re- 
mained on  the  ventilator.  Five  days 
later  when  the  family  requested 
removing  the  ventilator,  the  patient 
expired. 

The  rapid  onset  of  the  symp- 
toms, the  elevated  temperature  with 
no  identifiable  physical  disorder 
despite  various  investigations,  and 
the  constant  involuntary  movement 
indicated  a diagnosis  of  neuroleptic 
malignant  syndrome.  The  cause  of 
death  was  felt  to  be  secondary  to 
congestive  heart  failure  and  bron- 


chopneumonia along  with  neurolep- 
tic malignant  syndrome. 

Case  2:  This  71 -year-old,  white 
male  was  admitted  to  the  hospital 
acutely  intoxicated  with  the 
diagnosis  of  acute  and  chronic 
alcoholism.  He  had  been  confused 
and  disoriented  especially  over  the 
past  few  months  with  some  sun- 
downing  noted.  He  also  complained 
of  shortness  of  breath  and  rectal 
bleeding. 

He  became  extremely  agitated 
and  was  placed  on  Haldol,  two  mg. 
b.i.d.  p.o.  along  with  various 
vitamins  including  thiamine.  Within 
three  days  his  temperature  was 
elevated.  The  CBC  and  platelets 
showed  an  elevation  of  white  blood 
cell  count  (13,200)  but  were  other- 
wise normal.  The  liver  panel  had  an 
elevated  SGOT  of  226,  but  CPK, 
electrolytes  and  serum  amylase  were 
within  normal  limits. 

X-ray  of  the  chest  showed 
borderline  cardiomegaly  with  left 
ventricular  contour,  mild  impending 
congestive  heart  failure,  and  a mild- 
to-moderate  elevation  of  the  right 
hemidiaphragm.  Diffuse  chronic  in- 
terstitial lung  disease  due  to 
pneumoconiosis  was  also  detected. 
CT  scan  of  the  head  and  flat  plate 
of  the  abdomen  were  essentially 
negative.  There  was  pancreatic 
calcification.  EKG  showed  sinus 
rhythm  and  the  possibility  of  an  old 
MI.  Perfusion  lung  scan  was  per- 
formed, and  the  possibility  of 
pulmonary  embolism  was  raised  due 
to  irregular  bilateral  pulmonary 
infiltrates. 

Haldol  was  discontinued  and 
the  patient  was  placed  on  gen- 
tamycin and  ampicillin.  He  remain- 
ed confused  and  disoriented.  Repeat 
CBC  revealed  WBC  14,600  and  nor- 
mal H&H  44.  The  temperature  fluc- 
tuated between  101-102  F,  and  he 
remained  short  of  breath.  He  con- 
tinued on  the  antibiotics. 

CT  scan  of  the  chest  showed 
bilateral  pleural  effusion,  and  x-ray 
of  the  chest  was  essentially  the 
same  as  before.  A pleural  tap  was 
attempted  with  small  amounts  of 
fluid  obtained.  All  antibiotics  were 
discontinued.  Within  several  days 
the  temperature  fell  to  the  normal 
range. 

He  gradually  improved  but  re- 
mained confused  somewhat  and 
was  discharged  with  the  diagnosis 
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of  acute  and  chronic  alcoholism, 
possible  pulmonary  embolism  with 
pneumonitis,  and  possible  neurolep- 
tic malignant  syndrome. 

The  second  case  presented 
many  of  the  same  symptoms  but 
was  complicated  by  various  physical 
problems.  This  is  often  the  dilemma 
which  one  faces  when  such  a case 
arises.  Once  the  drugs  were  discon- 
tinued, the  patient  showed  gradual 
improvement,  and  the  possibility  of 
drug-induced  fever  was  raised  as 
another  diagnostic  possibility.  The 
confusion,  which  persisted,  was  felt 
to  be  related  to  Korsakoff- 
Wernicke’s  syndrome  and  unrelated 
to  the  medication. 

Recommendations 

Future  studies  need  to  provide  com- 
prehensive data  if  the  significant 
clinical  features  are  to  be  identified. 
At  this  point,  the  primary  features 
of  NMS  are  identified  as  use  of 
neuroleptics,  either  newly  introduc- 
ed or  increased  in  dosage,  elevated 
temperature  in  the  absence  of  a 
physical  disorder,  and  neuro- 
muscular symptoms.  The  syndrome 
has  been  described  as  an  idiosyn- 
cratic response  to  neuroleptics  due 
to  central  dopamine  blockade  in  the 
hypothalmus.  NMS  occurs  with 
therapeutic  doses  of  the  neurolep- 
tics, is  unrelated  to  duration  of 
therapy,  and  can  occur  either  initial- 
ly or  after  several  courses  of 
treatment. 

The  pathogenesis  still  remains 
unclear.  Confusion,  incontinence, 
labile  blood  pressure,  tachycardia, 
diaphoresis,  leukocytosis  and 
elevated  CPK  are  often  associated 
with  the  disorder.  Predisposing  fac- 
tors include  exhaustion,  malnutri- 
tion, dehydration  and  concurrent 
organic  brain  disease.  Reports  sug- 
gest that  the  majority  of  cases  of 
NMS  have  appeared  after  patients 
have  received  haloperidol  or  depot 
fluphenazine  and  recently,  depot 
haloperidol.  Schizophrenia  and  ma- 
jor affective  disorders  account  for 
80  per  cent  of  cases.  The  course  of 
the  syndrome  is  rapid  and  can  be 
potentially  life-threatening. 

In  practice,  psychiatric  patients 
often  stop  taking  the  medication 
and  decompensate  as  a consequence 
both  physically  and  psychologically. 
The  patient  is  then  brought  to  the 


hospital  emergency  room,  mental 
health  centers  or  private  office  by 
the  family  or  mental  health 
authorities.  Recognizing  that  the  pa- 
tient might  not  comply  with  treat- 
ment, the  clinician  may  be  tempted 
to  prescribe  long-acting  neuroleptics 
which  may  precipitate  NMS.  Based 
on  the  review  of  the  literature,  we 
recommend: 

1)  Long-acting  neuroleptics 
should  be  avoided  if  the  patient  has 
signs  of  exhaustion  which  follow  a 
manic  episode,  or  malnutrition  and 
dehydration  which  may  follow 
severe  depression,  schizophrenia, 
etc.  The  staff  needs  a clear  and 
detailed  clinical  examination  in- 
cluding blood  pressure,  car- 
diovascular function  and  respiration, 
all  of  which  must  be  monitored. 
Malnutrition  and  dehydration  must 
be  corrected  before  considering 
long-acting  neuroleptics. 

2)  Once  the  diagnosis  of  NMS  is 
made  or  suspected,  neuroleptics 


i i nee  the  diagnosis 
of  NMS  is  made  or 
suspected,  neuroleptics 
need  to  be  discontinued 
immediately  . . . y y 


need  to  be  discontinued  immediate- 
ly and,  to  avoid  complications,  ade- 
quate measures  including  cool 
blankets,  sponges  or  K-pads  to  help 
control  the  fever  should  be  taken. 
The  patient  needs  to  be  kept  dry 
and  repositioned  frequently  to 
maintain  skin  integrity  and  prevent 
decubiti.  Urine  output  and 
laboratory  values  must  be  closely 
monitored. 

3)  If  agitation  is  a problem, 
minor  tranquilizers  such  as 
lorazepam  intramuscularly  or  oral 
minor  tranquilizers  can  be  given  in 
small  doses. 

4)  Dantrolene,  a peripheral 
muscle  relaxant,  which  has  been 
found  to  be  effective  in  treatment 
of  NMS,  acts  by  interfering  with  the 
release  of  calcium  from  the  sar- 
coplasmic reticulum  (17).  Aman- 
tadine, an  antiparkinsonian,  has  also 
been  found  to  be  useful  by  affecting 
the  release  of  dopamine  in  the  cen- 


tral nervous  system,  therefore  mak- 
ing it  more  available  to  dopamine 
receptor  (18).  Evidence  suggests  that 
agents  responsible  for  improving 
NMS  act  on  the  dopamine  gamma- 
amino-butyric  acid. 

Overall,  neuroleptic  malignant 
syndrome  is  a rare  but  potentially 
fatal  complication  of  neuroleptic 
therapy.  The  major  features  include 
an  identifiable  neuroleptic,  elevated 
temperature,  and  neuromuscular 
symptoms.  This  review  indicates  a 
need  for  further  control  studies  in 
order  to  understand  better  the 
physical  dynamics  and  identify  ef- 
fective methods  of  treatment. 
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Microvascular  free  tissue  transfer 
first  arrived  on  the  scene  in  plastic 
surgery  about  15  years  ago.  Free 
tissue  transfers  have  become  com- 
petitive with  conventional  methods 
of  wound  coverage  with  the  advent 
of  improved  concepts,  techniques 
and  instrumentation.  This  method 
allows  coverage  of  virtually  any 
defect  with  greater  flexibility  com- 
pared to  prior  reconstructive 
methods.  It  also  allows  restoration 
of  function  in  certain  situations. 

Unlike  previous  coverage 
modalities,  free  flaps  are  non- 
parasitic.  They  carry  their  own 
vascular  pedicle  which  allows  the 
tissue  to  survive  when  applied  to 
avascular  areas.  It  should  be  stress- 
ed that  the  viability  of  free  tissue 
transfers  lies  solely  upon  a patent 
microvascular  anastomosis. 

The  purpose  of  this  paper  is  to 
familiarize  the  reader  with 
microscopic  free  tissue  transfer 
relative  to  experiences  of  a solo 
practice  in  Charleston,  West 
Virginia.  Cases  are  presented  along 
with  complications  and  results. 

Introduction 

The  first  use  of  microvascular  free 
tissue  transfers  in  plastic  surgery  oc- 
curred about  15  years  ago.  With  the 
advent  of  improved  methodologies, 
free  tissue  transfers  have  become 
competitive  with  conventional 
methods  of  wound  coverage.  This 
method  allows  repair  of  virtually 
any  defect  with  greater  flexibility 
compared  to  prior  reconstructive 
methods.  Because  of  its  versatility 
and  dependability,  microvascular  trans- 
fer is  a highly  applicable  technique. 

Unlike  previous  coverage 
modalities,  free  flaps  are  non 


parasitic.  They  carry  their  own 
vascular  pedicle  which  allows  the 
tissue  to  survive  when  applied  to 
avascular  areas.  The  prototype  of 
free  flaps  is  composed  of  skin  and 
cutaneous  tissue  with  direct 
cutaneous  nutrient  vessels.  Com- 
posite flaps  allow  two  or  more 
tissue  deficiencies  to  be  corrected 
simultaneously.  For  example,  when  a 
compound  loss  of  tissue  occurs, 
reconstruction  utilizing  a free 
osteocutaneous  (1)  flap  can  be 
achieved.  The  viability  of  free  tissue 
transfers  lies  solely  upon  a patent 
microvascular  anastomosis. 

Microvascular  free  tissue 
transfer  offers  numerous  advantages 
when  compared  to  conventional 
wound  coverage  techniques.  Since 
free  flaps  require  only  a one-stage 
procedure,  they  allow  early 
mobilization  of  injured  parts,  thus 
accelerating  recovery  and  rehabilita- 
tion and  decreasing  length  of 
hospital  stay  (2).  Free  flaps  have  an 
inherently  better  blood  supply  and 
actually  improve  the  vascularity  of 
the  recipient  site  (3,4).  The  abun- 
dant vascularity  in  the  free  flap 
enhances  the  control  of  infection 
and  accelerates  bone  union  (5). 

Along  with  restoration  of  function, 
free  flaps  enable  the  plastic  surgeon 
to  add  length  to  a more  functional 
level  when  dealing  with  amputation 
injuries  (6). 

However,  free  tissue  transfers 
are  not  without  their  attendant  pro- 
blems, risks  and  complications.  Such 
procedures  require  specialized  train- 
ing, highly  sophisticated  equipment 
and  extensive  operating  time.  In 
some  instances  the  free  flap  may  be 
too  bulky  for  the  recipient  site. 
Another  disadvantage  includes  possi- 
ble functional  disability  at  the 
donor  site.  As  previously  mention- 
ed, completion  of  a successful  free 
tissue  transfer  depends  entirely  on  a 
patent  microvascular  anastomosis. 

This  paper  does  not  advocate 
free  flap  closure  for  all  large  tissue 
defects.  Simple  skin  grafting  and 
local  pedicle  flaps  are  appropriate  in 
the  majority  of  reconstructive  cases. 
However,  these  alternative  pro 


cedures  may  not  suffice  in  a select 
group  of  patients  with  massive 
tissue  defects.  In  this  situation,  free 
flap  coverage  is  a viable,  and  may 
be  the  only,  option. 

Material  and  Methods 

Fifteen  patients  with  a wide  range 
of  tissue  defects  underwent  16  free 
tissue  transfers  between  1982-1989 
and  are  evaluated  retrospectively.  Pa- 
tient ages  ranges  from  nine  to  73 


Figure  1.  Successful  bilateral  latissimus  dor- 
si  coverage  of  high  below  knee  amputa- 
tions. Functional  bilateral  knee  salvage 
achieved. 


Figure  2.  Successful  rehabilitation  status 
post-bilateral  knee  salvage 
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years.  The  cause  of  defects  included 
a malignant  lesion  (one  patient),  ex- 
tensive chemical  burn  (one  patient), 
a complication  secondary  to  dialysis 
(one  patient),  a pressure  sore  (one 
patient),  and  traumatic  injury  (11  pa- 
tients). Of  the  trauma-related  in- 
juries, the  average  patient  age  was 
25. 

The  resection  and  resultant 
defect  in  the  one  patient  with 


malignancy  was  due  to  a combina- 
tion of  patient  delay  and  tumor  ag- 
gressiveness. One  patient  suffered  an 
acid  burn  to  the  dorsum  of  the 
hand  resulting  in  significant  recur- 
rent skin  and  soft  tissue  necrosis. 
Another  patient  needed  acute 
dialysis  for  methanol  overdose.  He 
subsequently  developed  a compart- 
ment syndrome  at  the  dialysis  site 
resulting  in  a Volkman’s  ischemic 


contracture  with  total  destruction  of 
finger  flexors.  Another  patient 
developed  extensive  recurrent 
pressure  necrosis  in  the  sacral  area. 
The  traumatic  injuries  in  the  remain- 
ing patients  were  secondary  to  gun- 
shot wounds,  motor  vehicle  ac- 
cidents and  industrial  accidents. 

The  patients  were  cared  for  by 
a multidisciplinary  team  including  a 
general  surgeon,  orthopedist, 


TABLE.  Indications 

Name/Age/Sex 

Date  of  Injury 

Type  of  Injury 

For  Free  Flap 

Donor 

Anastomosis 

Complications 

Final  Outcome 

1.  J.D. 

9 YO  WM 

5/25/89 

Industrial 
Accident 
(trespasser); 
compound 
communited  fracture 
of  tibia/fibula 
with  soft  tissue 
necrosis 

Bone  and 
soft  tissue 
coverage 

Latissimus 

dorsi 

Musculo- 

cutaneous 

flap 

(Aborted) 

Failure  of 
popliteal 
posterior  tibial 
arterial 

reconstruction 
(planned  site 
of  arterial 
anastomosis) 

Aborted 

2.  W.L. 
27  YO  WM 

9/14/84 

Industrial 
Accident; 
soft  tissue 
necrosis 
right  hand 

1.  Extensor 
tendons 

2.  Wound 
coverage 

Right 

dorsalis 

pedis 

flap 

(including 
extensor 
tendons  and 
paratenon) 

Dorsalis  pedis 
end-to-end 
princeps 
branch  of 
radial  artery 

None 

1 Functioning 
extensors 
2.  Complete 
coverage 

3.  M S. 

18  YO  WM 

9/23/84 

Compartment 
syndrome; 
full-blown 
Volkmann’s 
ischemic 
contracture 
left  upper 
extremity 

Substitution 
for  flexor 
power  to 
fingers 

Gracilis 

musculo- 

cutaneous 

flap 

End-to-side 
to  brachial 
artery;  motor 
nerve  to 
anterior 
interosseous 
nerve 

Ischemia 
secondary 
to  hematoma 
(evacuated 
and  drained) 

Onset  of 
active 
flexion 
noted  six 
months 
post-op 

4.  F.M. 
64  YO  WM 

10/1/84 

(Extensive 
Recurrent 
pressure  ulcer, 
Leriche 
syndrome) 

Bone  and 
soft  tissue 
coverage 

Right 

latissimus 

dorsi 

muscutaneous 

flap 

Long  micro- 
vein  grafts 
to  thoraco- 
dorsal artery 
and  vein 

None 

Successful 

coverage 

5.  F.R 
20  YO  WF 

1/23/85 

Vehicular  accident; 
bone  necrosis/ 
osteomyelitis  of 
compound 
communited 
left  tibia 

1.  Bone 
substitution 
2.  Wound 
coverage 

Left  iliac 
bone  and 
soft  tissue 

Deep  circum- 
flex iliac 
end-to-side 
to  popliteal 
artery 

(Fracture 
fall  at  six 
months) 

Complete 

survival 

6.  L.S. 
20  YO  WF 

4/5/85 

Vehicular  accident 
(pedestrian); 
chronic  break- 
down of  degloved 
left  heel/ankle 

Durable 

coverage 

Latissimus 

dorsi 

musculo- 

cutaneous 

flap 

Thoracodorsal 
end-to-side 
to  posterior 
tibial 

None 

Complete 

survival 

7.  G.C. 

16  YO  WM 

10/27/86 

Train  accident; 
bilateral  high 
below  knee 
amputation 

Salvage  of 
bilateral 
below  knee 
amputation 

Right  and 
left 

latissimus 
dorsi 
musculo- 
cutaneous 
flaps  (staged) 

Thoracodorsal 
artery  end-to- 
side  popliteal 
artery 

None 

Bilateral 

complete 

survival 
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neurosurgeon,  behavioral  medicine 
specialist,  and  reconstructive  plastic 
surgeon  The  choice  of  free  flap  was 
dictated  by  the  reconstructive  needs 
of  the  patient  and  donor  site 
availability. 

The  data  for  all  15  patients  are 
summarized  in  the  Table. 

Illustrative  Case  Reports 

A.  Wound  coverage:  eg.,  Case  7 (see 
Table). 


A 17-year-old,  white  male  was  refer- 
red for  coverage  of  traumatic  high- 
below-knee  amputations.  The  knee 
joints  were  intact,  but  varying 
degrees  of  tibial  exposure  were 
noted  secondary  to  soft  tissue  avul- 
sions extending  up  to  the  mid-knee 
level.  The  primary  indication  for 
microvascular  free  flap  reconstruc- 
tion was  salvage  of  the  knee  joint 
for  better  rehabilitation. 


Bilateral  latissimus  dorsi 
musculocutaneous  microvascular 
free  flap  transfers  staged  one  week 
apart  were  performed.  Successful 
coverage  was  achieved  (Figure  1). 

The  patient  achieved  prosthesis  am- 
bulation at  about  15  months 
postoperatively.  His  current  activities 
(two  years  after  surgery)  include 
bicycling,  walking  and  weightlifting 
(Figure  2). 


TABLE.  Indications  (continued) 

Name/Age/Sex 

Date  of  Injury 

Type  of  Injury 

For  Free  Flap 

Donor 

Anastomosis 

Complications 

Final  Outcome 

8.  P.D. 

5/28/87 

(Subtotal 
mandibulectomy 
for  malignancy) 

Manidble 

substitution 

Left  iliac 
bone/soft 
tissue 

Deep 

circumflex 
iliac  artery 
end-to-end 
superior 
thyroid  artery 

None 

Complete 

survival 

9.  L.C. 

16  YO  WM 

6/11/87 

Accidental  high- 
power  shotgun; 

loss  of  left 
hemimandible 

1.  Mandible 
substitution 
2.  Soft  tissue 
coverage 

Left  iliac 
bone  and 
soft  tissue 
coverage 

Deep 

circumflex 
iliac  artery 
end-to-end 
superior 
thyroid  artery 

Necrosis  of 
skin  portion 
of  flap 

Complete 
survival 
of  bone; 
required 
skin  grafting 

10.  P.P. 
28  YO  WM 

11/27/87 

Motorcycle 
accident; 
compound 
communited 
fracture  of 
tibia/fibula 
with  soft 
tissue  avulsion/ 
necrosis 

Coverage  of 
exposed 
tibia/ 
fibula 

Left 

latissimus 
dorsi 
muscle 
flap  (and 
split 

thickness 
skin  graft) 

Thoracodorsal 
artery  end-to- 
side  to 
polpiteal 
artery 

None 

Successful 

coverage 

11.  I.C. 
46  YO  WM 

12/21/87 

Industrial 
accident; 
soft  tissue 
avulsion, 
right  ankle/ 
heel 

Coverage  of 
exposed 
Achilles’ 
tendon 

Gracilis 
muscle 
(and  split 
thickness 
graft) 

End-to-side 
posterior 
tibial  artery 

None 

Successful 
coverage  and 
salvage  of 
Achilles’ 
tendon 

12.  H.M. 
20  YOP  WM 

1/28/88 

Industrial 

accident; 

transproximal 

phalanx 

amputation,  left 
thumb 

Thumb 

substitution 

Left  big 
toe 

Dorsalis  pedis 
pedicle  end- 
to-side  radial 
artery 

None 

Functioning 

(“thoe”) 

Thumb 

13.  C.E. 
60  YO  WM 

1/10/89 

Accident,  close- 
range  gunshot 
wound;  proximal 
left  upper 
extremity 

1.  Bone 
substitution 
2.  Soft  tissue 
coverage 

Left  iliac 
bone  and 
soft  tissue 

Deep  circum- 
flex iliac 
artery  end- 
to-side  to 
brachial  artery 

None 

Complete 

survival 

14.  J.R. 
27  YO  WF 

2/9/89 

Fall;  soft  tissue 
necrosis  exposed 
fracture  sites 
and  internal 
fixation  devices 

Wound 
coverage  of 
bone  and 
internal  fixa- 
tion devices 

Left  rectus 
abdominous 
muscle  (and 
split  thickness 
skin  graft) 

Deep  inferior 
epigastric 
artery  end- 
to-side  to  side 
to  posterior 
tibial  artery 

Complete 

muscle 

necrosis 

Failed 

coverage  of 
bone  and 
exposed 
fixation 
devices 

15.  H B. 

4/6/89 

Accidental  close- 
range  shotgun 
injury  to 
lower  extremity 

Complex  soft 
coverage  and 
bone 

substitution 

Complex 
left  iliac 
osteomyo- 
cutaneous flap 
internal  ab- 
dominal 
oblique 

Deep  cir- 
cumflex 
iliac  artery 
end-to-side 
to  anterior 
tibial  artery 

Necrosis  of 
skin  portion 

Successful 

transfer 
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Figure  3-  Transproximal  phalanx  thumb 
amputation  preparatory  to  toe  transfer 
reconstruction. 


Figure  4.  Harvested  big  toe  ready  for 
transfer  to  hand  position. 


B.  Functional  Substitution:  eg., 

Case  12. 

A 26-year-old,  white  male  was  refer- 
red for  reimplantation  of  an  am- 
putated left  thumb  after  an  industrial 
accident.  The  amputated  part  was 
deemed  nonreplantable  because  of 
extensive  crushing.  Immediate 
debridement  was  undertaken,  and 
salvage  of  the  exposed,  metacar- 
pophalangeal joint  was  performed 
by  a reversed  radial  forearm 
fasciocutaneous  flap  (Figure  3). 

Two  months  after  the  initial  in- 
jury and  repair,  a great  toe-to-thumb 
transfer  was  performed  based  on 
the  dorsalis  pedis  system.  The 
repairs  included  bone  (with  salvage 
of  the  IP  joint),  tendons  and  the 
ulnar  digital  nerve  (Figure  4).  A 
functioning  thumb  (“thoe”)  was 
noted  at  six  months  (Figures  5 & 6). 

C.  Combination  of  wound  coverage 
and  functional  substitution — 
composite  transfer:  eg.,  Case  If,. 

A 60-year-old  male  was  two  weeks 


Figure  5.  Successful  and  functioning  toe 
transfer  six  months  postoperative. 


Figure  6.  Successful  and  functioning  toe 
transfer  six  months  postoperative. 

status  post  initial  salvage  of  the  left 
upper  extremity.  The  patient  under- 
went debridement,  external  stabliza- 
tion  and  vascular  reconstruction 
after  sustaining  a close-range 
shotgun  injury  to  the  left  arm.  In- 
dication for  microsurgical  free  com- 
posite tissue  reconstruction  was  a 
combination  of  coverage  of  the 
residual  avulsion  wound  (Figure  7), 
and  functional  bone  substitution  for 
a bone  gap  of  approximately  seven 
centimeters. 

A composite  left  iliac  bone  and 
soft  tissue  flap  was  performed.  Suc- 
cessful soft  tissue  coverage  and 
bone  substitution  were  achieved 
(Figures  8 & 9). 

Discussion 

The  practice  of  plastic  and 
reconstruction  surgery  in 
Charleston,  West  Virginia,  has  kept 
pace  with  the  national  advance  in 
the  field  of  reconstructive  surgery. 
This  series  represents  the  total 
number  of  microvascular  free  tissue 


transfers  of  a solo  practitioner  (AYA) 
from  1982  to  1989.  Review  of  the 
cases  revealed  the  whole  spectrum 
of  microvascular  free  tissue  transfers 
except  perhaps  for  jejunal  transfers. 

This  group  of  cases  (Table)  can 
be  sub-divided  into:  a)  free  tissue 
transfer  for  wound  coverage  (Cases 
1,4,6,7,10,11,14);  b)  free  tissue 
transfer  for  functional  substitution 
(Cases  3,8,12),  and  c)  combination 
(Cases  2,5,9,13,13). 

The  literature  is  replete  with  ar- 
ticles describing  free  tissue  transfers 
for  wound  coverage  over  the  past 
15  years.  Byrd,  Cierney  and  Tebbetts 
reported  a decreased  incidence  in 
osteomyelitis  by  early  wound 
closure,  up  to  and  including 
microvascular  free  tissue  transfer  of 
severe  compound  fractures  (Type  III 
and  III  a)  (7).  Along  with  the 
decreased  incidence  in 
osteomyelitis,  more  rapid  recovery, 
fewer  hospital  days  and  fracture- 
healing  problems  are  noted  com- 
pared to  more  conservative  forms  of 
management.  In  our  series,  Cases 
1,5,13,14,  and  15  would  have  fallen 
into  the  category  of  Type  III  a 
fractures. 

Reports  have  proved  uniformly 
the  merit  of  this  exciting  “new  arm” 
of  reconstructive  surgery.  As  cases 
accumulated  and  experience  increas- 
ed in  geometrical  fashion,  authors 
focused  on  specific  problems  rather 
than  the  general  field  of  “wound 
coverage.” 

Ian  Taylor  has  written  com- 
prehensive articles  on  the  merits  of 
the  iliac  bone  based  on  the  deep 
circumflex  iliac  artery  (DCIA)  for 
substitution — long  bones  in  limited 
length  as  well  as  up  to  total  mandi- 
ble (8). 

The  technique  of  microvascular 
free  bone  transfer  is  not  to  be  con- 
fused with  “bone  grafting.”  Conven- 
tional bone  grafting  takes  through  a 
very  delicate  process  of  necrosis- 
mytosis-revascularization- 
osteogenesis-remodeling  - growth. 
Apparently  this  whole  process  is  a 
rare  occurrence'Tor  bone  gaps  of 
over  five  centimeters.  The  pro- 
cedure of  vascularized  bone 
transfers  limits  this  whole  process  to 
osteogenesis  (fracture  healing)- 
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remodeling-growth.  The  series 
of  articles  by  Taylor  provided  the 
impetus  for  five  iliac  transfers 
in  our  series  (cases  5,8,9,13,15). 

The  success  (five  of  five)  indicates 
the  reproducibility  of  the  technique. 

The  absence  of  jejunal  transfers 
for  upper  digestive  tract  reconstruc- 
tion is  obvious  in  this  series.  The 
pedicle  transposition  has  been  the 
historic  work  horse  in  these 
reconstructions  in  our  community. 
Presumably  this  has  accomplished 
the  reconstruction  ideals. 

The  group  outcome  in  this 
series  reflects  the  highly  acceptable 
results  of  microvascular  free  tissue 
transfers  reported  to  date.  Success 
rates  of  up  to  95  per  cent  in  ex- 
perienced hands  are  reported. 

Failure  of  the  microvascular 
anastomosis  accounts  for  most  un- 
successful flap  transfers.  This  series 
has  a success  rate  of  94  per  cent. 
There  was  one  anastomotic  failure 
(Case  14)  and  another  aborted  at- 
tempt failure  due  to  an  unsuccessful 
simultaneous  popliteal-posterior 
tibial  reconstruction  (Case  One). 

Although  the  free  flap  pro- 
cedure is  highly  technical  and  com- 
plicated, it  saves  the  health  care 
system  from  the  “simpler,”  more 
established  staged  reconstruction 
that  involves  attendant  multiple 
hospital  admissions  and  lengthy 
rehabilitation.  Furthermore,  it  saves 
some  patients  from  amputation  as 
the  other  alternative. 

Summary 

Despite  complex  massive  defects, 
reconstruction  can  be  reliably 
undertaken  with  microvascular  free 
tissue  transfers.  In  a single  stage,  this 
technique  permits  restoration  of 
composite  tissue  loss,  restoration  of 
function,  and  acceptable  aesthetic 
results. 


Figure  7.  Two  weeks  status  post-emergency 
debridement,  external  stabilization,  and 
vascular  reconstruction  for  close-range 
shotgun  wound  to  the  left  upper  extremity. 

When  confronted  with  exten- 
sive tissue  loss,  a multidisciplinary 
team  approach  is  optimal.  The  risk 
associated  with  sophisticated 
reconstructive  procedures  is  justified 
when  managing  these  patients.  The 
success  of  these  procedures  allows  a 
better  quality  of  life  by  re- 
establishing function  and  maintain- 
ing acceptable  aesthetic  appearance. 
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ONE  OF  MANY  UNSOLICITED  TESTIMONIALS  — 

It  was  a scary  world  when  I opened  the  door, 
But  I looked  inside  and  saw  so  much  more. 

No  fears,  no  worries,  no  reason  to  be  scared. 

I didn’t  know  that  you  really  cared. 

You’ve  done  so  much  for  me,  you  know? 

You’ve  done  your  job,  so  I must  go. 

Somehow  I wanted  to  let  you  see  — 

That  you’re  more  than  just  “the  staff”  to  me. 

As  my  stay  grew  longer,  you  became  my  friend. 
I look  up  to  you  — these  feelings  won’t  end. 
Thanks  for  all  that  you’ve  helped  me  through! 
There’s  no  doubt  about  it  — 

YOU’RE  THE  GREATEST  CREW!!! 


300  56th  Street,  S.E.,  P.O.  Box  4107 
Charleston,  West  Virginia  25364 
(304)  925-4756 
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Teaches  you  how  to  treat  trauma  patients  during 
the  critical  first  hour  of  injury.  Sponsored  by  the 
American  College  of  Surgeons. 

ADVANCED  BURN  LIFE  SUPPORT  Teaches 


SEVEN  WAYS  TO  SHARPEN 
YOUR  MEDICAL  SKILLS. 

The  Army  Reserve  offers  a number  of 
highly  specialized  medical  courses  you  can’t 
always  get  in  civilian  hospitals — with  the  kind 
of  flexibility  your  busy  schedule  demands.  Here 
is  just  a sampling  of  the  unique  training 
programs  available  to  you  in  the  Army  Reserve: 

COMBAT  CASUALTY  CARE  Prepares  you 

for  treating  trauma  patients  in  your  civilian 
career.  Learn  how  to  live,  survive,  and  function 
in  challenging  environments. 

ADVANCED  TRAUMA/LIFE  SUPPORT 


you  how  to  treat  and  manage  the  unique 
characteristics  of  the  burn  patient.  Sponsored  by 
the  American  Bum  Association. 


ADVANCED  CARDIAC  LIFE  SUPPORT 


ARMY  RESERVE  MEDICINE. 

beallyoucanbe: 


Centers  upon  the  treatment  and  life-saving 
intervention  associated  with  the  acute  cardiac 
patient.  Sponsored  by  the  American  Heart 
Association.  & 5 i . 


TROPICAL  MEDICINE  Provides  you  with 

advanced  in-depth  training  in  parasitology, 
infectious  diseases  occurring  in  tropical  and 
other  areas  of  the  world,  and  other  related 
topics. 


FLIGHT  SURGEON  Gives  you  a working 
knowledge  of  aviation  medicine  in  a course  that 
offers  opportunities  for  frequent  operational 
flights. 


AVIATION  MEDICINE  Offers  you  a follow-up 
to  the  Flight  Surgeon  course  and  includes  air 
ambulance  operations,  airfield  operations,  and 
aeromedical  research. 

Join  a local  medical  unit  and  serve  as  few 
as  16  hours  a month  and  14  days  of  active  duty 
during  the  year.  The  time  you  serve  can  be 
scheduled  around  your  busy  private  practice. 

You  might  also  have  the  opportunity  to 
participate  in  our  Individual  Mobilization 
Augmentee  Program  and  serve  just  two  weeks 
each  year. 

If  you  would  like  more  information  about 
these  or  other  medical  opportunities,  or  would 
like  to  be  contacted  by  an  Army  Reserve 
physician,  call  1-800-USA-ARMY. 


For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humuliri  (§) 

human  insulin 
[recombinant  DNA  origin) 


r%n  Leadership 
1 In  Diabetes  Care 
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Disability  coverage  that  works! 

Benefit  even  more  from  your  disability 
income  policy  through  RMI,  ltd.  and 
Connecticut  Mutual.  The  individual  disability 
coverage  includes: 

-the  ability  to  switch  from  one  plan  to  another 
-higher  benefit  limits 
-survivor  benefits 
-and  more. 

Supplement  your  current  plan,  or  protect 
yourself  with  a new  policy  by  calling  the 
insurance  specialists  at  RMI,  ltd.  for  information 
about  individual  disability  coverage  that  works. 
Rest  insured. 


P.O.  Box  1126  Charleston,  WV  25324 
304-346-3024. 

In  Clarksburg,  304-623-0696. 


Just  What  the  Doctor  Ordered! 


You  can  boost  efficiency  and  cash  flow  with  the  POST+ 
Medical  Accounts  Receivable  Package.  As  a health 
care  provider,  you  know  the  importance  of  organized  health 
care  records--and  you're  aware  of  the  time  and  effort  it  takes  to 
keep  them  in  order.  Now  POST+  can  make  that  job  simpler, 
more  efficient,  and  more  profitable  with  features  like: 

• Hardware  and  Software  from  ONE  Reliable  Source 

• Comprehensive  Accounts  Receivable  System 

• Two-Way  Telecommunication  of  Insurance  Claims 

• On-Site  Training/Conversion  Support 

• Outstanding  Service/Monthly  Maintenance 

• Ongoing  Software  Enhancements 

Call  POST+  today.  When  you  see  what  our  system  can  do, 
you'll  agree  that  the  POST+  Accounts  Receivable 
Package  is  the  perfect  prescription  for  your  practice. 


PROVIDER  OFFICE  SERVICES  & TELECOMMUNICATIONS,  INC. 

200  Kanawha  Boulevard,  East  • Charleston,  West  Virginia  25323 
Call  toll-free  from  anywhere  in  West  Virginia:  1 -800-358-POST 

Endorsed  by  Blue  Cross  and  Blue  Shield  of  West  Virginia,  Inc. 


The  Laser  Surgery  Center 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OE  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 

Eye-Ear-Nose-Throat 

John  A.  B.  Holt,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 


CENTER  FOR  LUNG  DISEASE 


Hf  1-800-521-LUNG  343-LUNG 

~ Mahendra  M.  Patel,  M.D.,  F.C.C.P.,  Medical  Director 


STAFF 

HEAD  NURSE 

Leslie  Blackhurst,  R.N. 
PULMONARY  PHYSICIANS 
M.  M.  Patel,  M.D.,  F.C.C.P. 
M.  Kayi,  M.D. 

PULMONARY  PHYSIOLOGISTS 
Byron  Young,  R.P.F.T. 

Candy  Kister,  R.P.F.T. 

CHEST  SURGEONS 

E.E.  Figueroa,  M.D.,  F.A.C.S. 
R.  Sampath,  M.D.,  F.A.C.S. 
LUNG  CANCER  SPECIALISTS 
A.  Shah,  M.D. 

J.  V.  Teleron,  M.D. 

MEDICAL  SOCIAL  WORKER 
Karren  Graham,  M.S.W. 


SERVICES 

36  Inpatient  Beds 
Non-Invasive  Respiratory  ICU 
Pulmonary  Physiology  Laboratory 
Sleep  Apnea  Evaluations 
Pulmonary  Disability  Determinations 
Video  Bronchoscopy 
Tracheostomy/Respirator  Clinic 

SUPPORT  SERVICES 

Clinical  Laboratory 
Radiology 
Nuclear  Medicine 
Cardiac  Catheterization 
LINCARE,  INC. 


West  Virginia’s  first  comprehensive  Lung  Unit 

Since  1986 


ST.  FRANCIS  HOSPITAL 

333  Laidley  Street,  Charleston,  West  Virginia 
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"...  by  targeting  the  two  most 
onerous  provisions  of  the  bill ...,  I 
feel  that  our  efforts  are  much  more 
likely  to  have  a positive  outcome." 


White  Paper,  SB- 5 76 


Health  care  in  West  Virginia  Not 
Just  a Problem... It’s  a Crisis!” 
This  document,  recently  released  by 
the  West  Virginia  State  Medical 
Association,  has  been  distributed  to 
every  member  of  the  Association, 
every  legislator  and  key  person  in 
state  government,  and  to  the  editors 
of  every  newspaper  and  television 
and  radio  station  in  the  state. 

Its  contents?  Very  simple!  This 
White  Paper  attempts  to  describe 
the  reasons  for  many  of  our  health 
problems,  but  also  focuses  on  the 
importance  of  the  practicing  physi- 
cian in  dealing  with  these  issues. 

The  very  nature  of  health  care 
delivery  depends  upon  the  medical 
profession,  but  our  role  in  the  state’s 
economy  must  not  be  underesti- 
mated. The  increasing  difficulty  to 
attract  physicians  to  practice  here — 
and  then  retain  them,  the  growing 
needs  of  the  underinsured  and 
demands  to  provide  uncompensated 
care,  and  the  ever-burdensome 
liability  insurance  costs  borne  by  all 
West  Virginia  residents  are  presented 
in  detail. 

Why  the  need  for  this  docu- 
ment? Very  simple!  Building  bridges 
and  coalitions  with  as  many  people 
as  possible  is  an  important  part  of 
our  strategy  to  educate  others  about 
the  complex  issues  that  must  be 
considered  in  development  of 


health  care  policy — or  more  simply 
stated — laws!  This  is  the  very  reason 
for  distributing  this  White  Paper  to 
each  of  our  members  and  to 
business  leaders  throughout  the 
state.  We  must  be  prepared  to  con- 
vey our  concerns  in  an  organized 
and  congruous  manner.  No  more  ill- 
informed  physicians!  No  more  ex- 
cuses for  not  knowing  what  physi- 
cians really  want! 

In  order  to  develop  a tactic  by 
which  to  present  our  major  con- 
cerns to  the  Legislature,  it  became 
very  clear  that  the  realities  of  an 
election  year  must  be  considered.  It 
was  also  critical  that  we  not  lose 
sight  of  our  important  ac- 
complishments during  the  past 
several  months,  especially  the  ap- 
pointment of  physicians  to  key  com- 
mittees dealing  with  health  policy, 
our  improved  relationship  with  the 
Governor’s  office,  and  most  of  all — 
the  recognition  that  our  Association 
has  credibility  and  strength. 

In  this  light,  I presented  to 
Council  in  January  a recommenda- 
tion that  our  approach  to  the  Om- 
nibus Health  Care  Act  focus  on  two 
provisions,  those  that  have  had  the 
most  adverse  effects  upon  physi- 
cians and,  therefore,  upon  the  entire 
health  care  climate  in  West  Virginia: 
the  “Take  One,  Take  All"  and  the 
“Mandatory  15-Per  Cent  Medicaid” 


portions.  It  is  highly  unlikey  that 
any  attempt  to  repeal  the  entirety  of 
SB-576  will  be  successful  this  year. 
However,  by  targeting  the  two  most 
onerous  provisions  of  the  bill  and 
by  providing  substantial  and  objec- 
tive data  to  support  the  reasons  for 
their  removal,  I feel  that  our  efforts 
are  much  more  likely  to  have  a 
positive  outcome.  The  recommenda- 
tions at  the  end  of  the  White  Paper 
are  a direct  result  of  Council’s 
support  for  this  approach.  Be 
assured  that  every  opportunity  is 
being  taken  to  increase  public 
awareness  about  the  long-term 
ramifications  of  the  Omnibus  Health 
Care  Act. 

The  constitutionality  of  this  law 
is  under  careful  scrutiny.  WVSMA 
has  been  supportive  of  an  extensive 
legal  analysis  of  the  entire  bill  and  is 
prepared  to  follow  the  recommen- 
dation of  legal  counsel. 

However,  we  must  all  do  our 
part  to  minimize  the  daggers  thrown 
at  us  because  of  alleged  inadequate 
access  to  care  for  some  people.  An 
oft-used  saying  goes,  “If  you’re  not 
part  of  the  solution,  then  you  must 
be  part  of  the  problem.”  I believe 
this  can  be  paraphrased  to  say,  “The 
perceived  size  of  a problem  is  in- 
versely proportional  to  the  number 
of  people  trying  to  solve  it.” 

— Derrick  L.  Latos,  M.D. 
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Editorials 


The  White  Paper 


Doctors  have  talked  about  the 
necessity  of  tort  reform  in  our 
courts  almost  to  the  extent  that  the 
matter,  in  the  eye  of  the  public,  is 
strictly  a medical  concern  and  a 
medical  issue.  Well,  the  matter  is  of 
vast  importance  to  Medicine  but  it  is 
of  at  least  equal  importance  to  our 
patients,  the  public. 

Medical  care  costs  this  year  will 
exceed  six  hundred  billion  dollars. 
Estimates  of  the  percentage  of  that 
figure  attributable  to  defensive 
medicine  range  from  20  per  cent  to 
33  per  cent  — one  hundred  and 
twenty  billion  to  two  hundred  billion 
dollars.  That  is  the  part  that  will  be 
paid  essentially  unnecessarily  — just 
to  keep  the  suing  industry  at  bay. 

That  would  be  quite  a savings 
in  anyone’s  budget.  That  would  also 
be  quite  a figure  to  spend  even  for 
the  Defense  Department.  With  the 
political  changes  in  Russia  and 
Eastern  Europe  it  will  soon  cost 
more  to  defend  the  nation’s  doctors 
from  predatory  plaintiff  attorneys 
than  to  defend  our  nation  from  its 
enemies. 

That’s  not  a bad  comparison  — 
plaintiff  attorneys,  enemies  of  the 
nation.  It’s  the  people,  our  patients, 
who  pay  the  bill.  It’s  their  pockets 


being  picked  clean  by  the  suing 
industry. 

An  additional  amazing  and  little- 
recognized  fact  is  that  the  medical 
care  costs  attributable  solely  to  ac- 
tivities of  plaintiff  attorneys  are  just 
a part  of  a crushing  financial  burden 
plaintiff  attorneys  and  their  activities 
place  upon  industry,  business, 
municipalities  and  organizations  of 
all  types. 

West  Virginia,  for  example,  an 
essentially  bankrupt  financial  entity, 
finds  itself  bankrupt  because  its 
people  are  too  poor  to  pay  taxes,  its 
terrain  inhospitable  to  manufactur- 
ing and  its  political  climate  in- 
hospitable to  business  enterprise.  In 
all  its  poverty  West  Virginia  with  its 
total  state  budget  at  just  over  one 
billion  dollars  regularly  exports  over 
one  billion  dollars  to  large  insurance 
companies  outside  of  our  borders 
for  the  sole  purpose  of  liability  pro- 
tection — protecting  our  citizens, 
our  homes,  our  businesses,  our  very 
streets  and  sidewalks  against  the 
depredations  of  West  Virginia’s 
thriving  suing  industry. 

Maybe  it  all  got  started  when  a 
few  good  people,  fallen  on  hard 
times,  were  seduced  into  suing 
someone  by  a rapacious  lawyer 
holding  out  the  tantalizing  prospect 
of  great  and  sudden  wealth.  Pretty 


soon  others,  perhaps,  were  falling  to 
the  blandishments  of  the  suing  in- 
dustry in  the  same  way  they  do  to 
the  state  lottery,  and  feeling  about  as 
much  guilt  for  participating  in  the 
one  as  they  do  in  the  other. 

However  it  started,  it  is  time  it 
is  stopped.  When  liability  concerns 
keep  investors  and  new  business  out 
of  West  Virginia  because  liability 
premiums  raise  the  cost  of  doing 
business  in  West  Virginia  far  beyond 
that  in  neighboring  states,  it  is  time 
to  recognize  that  the  suing  industry 
in  West  Virginia  is  keeping  most 
West  Virginians  poor  while  it  makes 
plaintiff  attorneys  rich. 

The  West  Virginia  State  Medical 
Association  distributed  to  members 
and  the  public  in  February  a White 
Paper  on  the  general  subject  of 
“The  Health  Care  Crisis  in  West 
Virginia.”  Within  that  paper  are  charts, 
graphs  and  statistics  documenting 
the  liability  problem  all  West  Vir- 
ginians face,  not  just  West  Virginia 
physicians.  Please  read  and  digest 
the  contents  of  that  White  Paper. 

West  Virginia  is  being  raped  by 
the  plaintiff  bar,  and  our  judiciary, 
under  present  court  rules,  is 
assisting  the  rape. 

West  Virginia  cannot  afford  to 
delay  tort  reform  any  longer.  Tort 
reform  in  West  Virginia  is  needed 
now. — SDW 


Our  Readers  Speak 


Businessman-Physician  Evolving 

Evidence  for  this  is  the  fact  that  no 
less  than  three  of  my  medical  ac- 
quaintances have  struggled  in  private 
practice  in  small  towns  outside 
Charleston  in  the  last  five  years. 

One  of  them,  a family  practitioner, 
declared  bankruptcy  and  left  West 
Virginia.  The  second,  a pediatrician, 
closed  his  office  after  two  years  of 


I would  like  to  respond  to  the  “In 
My  Opinion”  column  titled 
“Medicine  Money  Centered” 
[February  Journal].  In  that  column 
Dr.  Ray  Greco  extols  the  virtues  of 
retiring  Dr.  George  Naymick,  and 
implies  that  physicians  who  ask 
about  payment  status  of  their  pa- 
tients have  put  money  ahead  of 


quality  patient  care.  Also  implied  is 
that  older  physicians  had  their 
priorities  straight  while  younger 
ones  don’t. 

As  a young  physician  (35  years 
old,  almost  five  years  in  practice),  I 
would  like  to  point  out  that  practic- 
ing medicine  is  much  more  com- 
plicated today  than  in  years  past. 
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scraping  by,  with  no  vacation  and 
being  on  call  seven  days  a week, 
and  now  works  full  time  at  an 
urgent  care  center.  The  third,  still  in 
private  practice  but  considering 
leaving,  has  to  work  at  an  urgent 
care  center  part  time  to  pay  his 
practice’s  expenses. 

Clearly,  today’s  physician  must 
be  a businessman  as  well  as  a practi- 
tioner. Today’s  physician  must  face 
medical  school  expenses,  malprac- 
tice insurance  premiums  and  prac- 
tice overhead  expenses  which  are  all 
much  more  prohibitive  than  when 
Doctors  Greco  and  Naymick  started. 
With  increasingly  expensive  and 
potentially  dangerous  technology 


available,  today’s  physician  must  also 
be  skilled  at  deciding  when  to 
utilize  this  technology.  We  must 
spend  hours  on  paper  work,  with 
insurance  companies  and  WVMI 
constantly  looking  over  our 
shoulders  and  second-guessing  us. 

I and  many  other  younger 
physicians  ascribe  to  many  of  the 
virtues  listed  by  Doctor  Greco.  I ac- 
cept Medicaid,  take  assignment  on 
Medicare,  and  have  never  turned 
away  a patient  who  couldn’t  afford 
his  care.  I even  make  an  occasional 
house  call.  On  the  other  hand,  I ex- 
pect patients  to  pay  for  my  services 
if  they  can  afford  it.  Doctor  Greco’s 
implication  that  we  should  exist  in 


an  idealistic  vacuum  oblivious  to 
our  many  societal  and  economic 
pressures  is  woefully  outdated. 
Perhaps  the  type  of  physician 
represented  by  Doctors  Greco  and 
Naymick  is  threatened  by  extinction, 
but  I think  an  equally  good  modern 
physician  is  in  the  process  of  evolv- 
ing. We  can  put  our  patients’ 
welfare  first  and  still  be 
knowledgeable  of  the  economic 
aspects  of  medicine.  If  quality 
medical  care  is  to  survive,  we  have 
to. 

James  W.  Caudill,  M.D. 
1306  Kanawha  Blvd.,  East 
P.O.  Box  3107 
Charleston,  WV  25331 


Plaintiff’s  Side  Fair 

Thank  you  for  printing  my  recent 
letter  [January  Journal ].  I suppose  it 
was  too  much  to  expect  that  in- 
dividuals who  may  or  may  not  like 
me  personally  and/or  the  law  firm  I 
am  associated  with  to  be  profes- 
sional in  their  remarks  or 
comments. 

Please  check  with  physicians 
who  know  me,  and  I will  gladly 
give  a list  of  those  individuals,  and 
you  will  find  that  even  if  I have 
been  involved  on  the  plaintiff’s  side 
in  medical  malpractice  for  a number 
of  years,  I have  been  professional 
and  the  cases  have  been 
meritorious.  I am  sure  the  position 
of  the  physicians  and  of  the 
Editorial  Board  of  this  Journal  is 
not  that  individuals  who  are  truly 
injured  by  negligence  should  not  be 
compensated.  In  fact,  I have  seen 
public  statements  by  members  of 
the  State  Medical  Association  in  the 
past  few  years  who  would  support 
compensation  for  people  who  have 


truly  been  injured  by  true 
negligence.  Please  check  my  past 
case  load  and  you  will  find  that  the 
cases  I have  been  involved  in  have 
been  meritorious  and  fair. 

I have  been  concerned  about 
medical  negligence  since  I finished 
law  school,  and  have  made 
numerous  attempts  to  use  my  exper- 
tise on  behalf  of  physicians  defen- 
ding non-meritorious  cases. 

However,  every  attempt  has  been 
rebuffed  by  the  State  Medical 
Association  and/or  its  primary  in- 
surance carrier. 

Most  recently,  that  is  within  the 
last  two  years,  I made  a proposal  to 
the  State  Medical  Association  and  its 
Council  which  would  include  a 
substantial  drop  in  my  income  but 
which  would  benefit  physicians  in- 
itially and,  hopefully,  in  the  future. 
This  was  rejected  without  even 
benefit  of  an  interview  and/or  a 
face-to-face  discussion  of  my 
proposal. 


Please  be  fair,  although  in  cer- 
tain circumstances  and  with  certain 
individuals  I am  sure  that  this  is 
difficult. 

The  Medical  Association 
deserves  better  than  what  it  is  now 
receiving  in  defense  of  its  medical 
negligence  cases,  and  you  are  doing 
a disservice  to  your  membership  if 
you  do  not  advocate  and  acquire 
the  best  defense  possible. 

Richard  D.  Lindsay,  M.D.,  J.D. 
P.O.  Box  1364 
915  Edgewood  Drive 
Charleston,  WV  25325 

Editor's  Note:  Doctor  Lindsay 
complains  about  the  Editor’s  Note 
following  his  January  letter.  To  the 
best  of  his  recollection,  the  Editor 
has  never  met  Doctor  Lindsay,  and 
has  no  reason  to  dislike  him  per- 
sonally. Doctor  Lindsay  is  correct  in 
one  thing,  at  least — it  is  difficult 
under  certain  circumstances  to  be 
fair.  We  simply  made  our  best 
attempt. 
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Beautiful  for  spacious  skies* 


SAAB  900  TURBO  CONVERTIBLE 


It's  also  beautiful  for  spacious  roads,  because 
it's  a Saab.  With  Saab's  16-valve  intercooled 
turbocharged  engine,  and  Saab's  road-handling 
front- wheel  drive.  And  anti-lock  brakes,  and  a 


driver's  side  air  bag,  and  leather  seats,  and 
AM/FM  stereo  cassette  and,  of  course,  the 
greatest  sunroof  you've  ever  seen,  lake  it  out  for 
an  airing. 


The  most  intelligent  cars  ever  built. 


CALL  TOLL-FREE  IN  WEST  VIRGINIA  1-800-245-0037 

Harvey  Shneve 


RT.  60  WEST  • ST.  ALBANS 
722-4900 


1 toss  dozens 
of  journals. 
Senior  Patient 
is  one  I keep." 


4530  W.  77th  Street  • Minneapolis,  MN  55435  • 1612)  835-3222 


Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


SENIOR 

PATIENT 
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Get  The 
Answers 


ASK  these  questions  about 
your  prescription  medicines. 

1.  What  is  the  name  of  the  drug  and  what  is  it 
supposed  to  do? 

2.  How  and  when  do  I take  it— and  for  how  long? 

3.  What  foods,  drinks,  other  medicines,  or 
activities  should  I avoid  while  taking  this  drug? 

4.  Are  there  any  side  effects,  and  what  do  I do 
if  they  occur? 

5.  Is  there  any  written  information  available 
about  the  drug? 


REMEMBER  to  tell  your 

health  professionals  the  following 
information  when  medicines  are 
prescribed. 

1.  Names  of  the  medicines  you  are  now  taking, 
including  nonprescription  drugs. 

2.  Any  problems  you  are  having  with  your 
medicines. 

3.  The  medicines  to  which  you  are  allergic. 


^ ^ National  Council  on 

Pt  Patient  Information  and  Education 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it.  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1’3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.13'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon?  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


250  physicians,  21  others  (residents, 
students,  nurses,  PAs,  etc.)  and  100 
exhibitors  (54  booths). 


Top:  Coffee  break  at  WVSMA’s  Mid-Winter 
Clinical  Conference 

Bottom:  Robert  D.  Hess,  M.D.,  Clarksburg, 
visits  with  state  Sen.  Jae  Spears  of  Ran- 
dolph County  during  WVSMA’s  legislative 
reception  in  Charleston  January  2 5. 


Exhibitors  demonstrate  new  computer  technology  for  Paul  E.  Frye,  M.D.,  Fairmont. 

6 6 ¥t’s  probably  one  of  the  better 
J.  ones  we’ve  had,”  said 
William  O.  McMillan,  |r.,  M.D., 
about  WVSMA’s  23rd  Mid-Winter 
Clinical  Conference. 

The  annual  weekend  CME  pro- 
gram was  held  January  26-28  in 
Charleston  at  the  Holiday  Inn- 
Charleston  House. 

Doctor  McMillan,  Charleston,  is 
Chairman  of  the  Program  Commit- 
tee for  the  Conference,  which  is  co- 
sponsored by  Marshall  University 
and  West  Virginia  University 
schools  of  medicine. 

‘‘We’re  very  pleased  with  the 
number  of  people  who  turned  up 
and  how  well  they  attended 
throughout  the  meeting,”  Doctor 
McMillan  said.  “This  means  that  the 
Program  Committee  is  being  sen- 
sitive to  the  needs  of  the 
physicians. 

‘‘The  speakers  all  did  an  ex- 
cellent job,”  he  added. 

Total  attendance  was  371  including 


WVSMA’s 

1990 

‘Mid-Winter’ 


CME  discussion  areas,  as 
reported  previously  in  the  Journal, 
included  Adolescent  Health,  Pot- 
pourri of  Topics  (congestive  heart 
failure,  lasers  in  medicine,  ultra- 
sound, mammography,  and  asbestos 
exposure),  Immunology  Update,  and 
the  Aging  Process. 

The  faculty  included  23  physi- 
cians, health  care  professionals  and 
others. 

Rockefeller  Speaks 

Sen.  Jay  Rockefeller,  D-W.Va., 
asked  doctors  to  continue  to  help 
in  the  movement  for  access  to  de- 
cent, affordable  health  care. 

Senator  Rockefeller  was  the 
speaker  for  the  Friday  evening 
physicians’  session  January  2o. 

He  called  on  doctors  ‘‘to 
become  known  as  advocates  for 
your  patients.” 

Senator  Rockefeller,  who  often 
departed  from  his  prepared 
remarks,  pledged  that  he  would 
continue  to  work  with  doctors  in 
seeking  solutions  to  their  concerns. 
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Sen.  Jay  Rockefeller,  D-W.Va.,  was  presented  a lab  coat  by  WVSMA  following  his  address 
at  the  Physicians’  Session  of  the  Mid-Winter  Clinical  Conference.  At  the  podium  is  WVSMA 
President  Derrick  L.  Latos,  M.D. 


He  cited  his  “landmark”  physi- 
cian payment  reform  legislation  that 
passed  last  year.  “A  national 
Medicare  fee  schedule  for  physi- 
cians will  rationalize  payments  and 
make  them  more  fair  and  predic- 
table.” 

In  1984,  he  said,  Medicare  paid 
$16.50  for  an  initial  office  visit  to  a 
Charleston  doctor,  and  $72  for  a 
visit  to  a New  York  doctor.  The 
new  Medicare  fee  schedule  will  en- 
courage doctors  to  stay  in  West 
Virginia,  he  commented. 

Senator  Rockefeller,  head  of  the 
Pepper  Commission  on  Comprehen- 
sive Health  Care,  said  that  members 
of  the  Commission  agree  “that  the 
Medicaid  program  is  a disaster  and 
must  be  strengthened.”  He  in- 
dicated the  Commission  also  will 
make  recommendations  to  reduce 
malpractice  costs  and  provide  afford- 
able health  coverage. 

The  Senator  often  referred  to 
his  frequent  visits  and  conversations 
during  recent  months  with  WVSMA 
President  Derrick  L.  Latos,  M.D., 
and  other  Association  officers,  citing 
the  information  and  mutual  benefits 
gained  while  forming  his  Medicaid 
physician  payment  reform  efforts 
and  other  goals. 

In  the  Senate,  Senator 
Rockefeller  is  Chairman  of  the  Sub- 
committee on  Medicare  and  Long- 
Term  Care,  and  the  Subcommittee 
on  Health  for  Families  and  the 
Uninsured. 

Other  members  of  Program 
Committee  are  Drs.  James  L.  Comer- 
ci,  Wheeling;  Gerald  T.  Golden, 
Martinsburg;  George  W.  Hogshead, 
Nitro;  Maurice  A.  Mufson,  Hun- 
tington; Joseph  T.  Skaggs, 
Charleston;  Richard  G.  Starr, 

Beckley;  John  W.  Traubert,  Morgan- 
town, and  C.  Carl  Tully,  South 
Charleston. 

Legislative  reception 

The  WVSMA  legislative  reception 
held  prior  to  the  conference  Thurs- 
day evening,  January  25,  at  the 
Charleston  House  Holiday  Inn  also 
was  considered  a success.  Atten- 
dance was  approximately  200  in- 
cluding 60  legislators. 


Crack  Cocaine 

“Crack  Cocaine:  West  Virginia  in 
Crisis”  is  the  title  of  a conference 
scheduled  March  22-23  in 
Charleston. 

The  day  and  one-half  program, 
to  be  held  at  the  University  of 
Charleston,  is  sponsored  by  West 
Virginia  Health  Right,  YWCA- 
Sojourners  Shelter  and  other  com- 
munity co-organizers. 

The  program  will  outline  the 
problems  in  West  Virginia  and  pro- 
vide a means  for  a variety  of 
disciplines  to  deal  with  the  crack 
user. 

The  conference  is  designed  for 
teachers,  health  care  professionals, 
law  enforcement  personnel,  social 


Conference 

workers,  therapists,  counselors, 
parents  and  concerned  citizens. 

Governor  Caperton  will 
welcome  attendees  at  10  A.M. 
Thursday,  March  22,  followed  by  a 
plenary  session,  “All  About  Crack,” 
by  Michael  Carey,  U.S.  Attorney,  U.S. 
Attorney’s  Office,  Charleston.  There 
also  will  be  a lunch  with  speaker, 
and  workshops  Thursday. 

Congressman  Bob  Wise  will 
discuss  “Creating  a Coordinated 
Community  Plan”  Friday  morning, 
followed  by  regional  caucuses  and 
reports,  and  closing  remarks. 

The  registration  fee  is  $10.  For 
registration  and  other  information 
contact  Debby  Weinstein  at  the 
Charleston  YWCA.  Phone  340-3550. 
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Rider  Executive  Director 


Major  Staff  Changes  Made 


Rider  Lusk 


George  Rider,  employed  as  WVSMA 
Deputy  Director  last  April,  has  been 
named  Executive  Director. 

His  promotion,  along  with  the 
employment  of  three  other  new 
staff  members,  was  approved  by 
Council  January  28. 

Rider,  55,  a native  of  Fairmont, 
formerly  was  Executive  Vice  Presi- 
dent and  Chief  Operating  Officer  at 
St.  Joseph’s  Hospital  in  Parkersburg. 
He  was  a 20-year  career  officer  in 
the  U.S.  Air  Force,  with  assignments 
in  hospital  and  health  care 
administration. 

“Besides  being  a conscientious 
and  capable  administrator,  George 
Rider  is  what  could  be  called  a 
people  person,”  said  WVSMA  Presi- 
dent Derrick  L.  Latos,  M.D.  “A 
successful  state  medical  association 


must  have  such  a person  as  its  Ex- 
ecutive Director.” 

Rider  is  a graduate  of  Fairmont 
State  College,  and  received  an 
M.B.A.  degree  in  health  care  ad- 
ministration from  George 
Washington  University  in 
Washington,  D.C. 

Lusk  Associate  Director 

Ben  E.  Lusk,  44,  is  WVSMA 
Associate  Director.  He  directs  the 
WVSMA  government  relations  pro- 
gram, and  has  the  over-all  respon- 
sibility for  the  communications  arm 
of  the  Association. 

Lusk  formerly  served  as  Ex- 
ecutive Director  of  the  American 
Coal  Foundation  (1981-85)  and  Presi- 
dent of  the  Mining  and  Reclamation 
Council  of  America  (1977-81).  He 
also  was  President  of  the  West 
Virginia  Mining  and  Reclamation 
Association  (1971-77). 

In  those  positions,  Lusk  worked 
closely  with  both  the  West  Virginia 
Legislature  and  the  U.S.  Congress  on 
matters  relating  to  coal.  While  in 
Washington,  he  served  as  an  advisor 
to  the  White  House  (1977-78)  and 
the  U.S.  Department  of  Interior 
(1983-85).  Also,  Lusk  served  as  a 
delegate  for  the  U.S.  Department  of 


Journal  Printing  of  Paper  Canceled 


WVSMA’s  “white  paper”  on  the 
health  care  crisis  in  West  Virginia  is 
not  published  in  this  issue  of  the 
Journal , as  announced  in  the 
February  10  issue  of  WESGRAM. 

Instead,  the  paper  was  mailed 
directly  to  members  in  order  to  save 
time.  It  also  is  being  distributed  to 
the  public. 

Members  can  help  by  order- 
ing copies  from  WVSMA  to  place 
in  their  offices  for  patients. 

A postcard  for  ordering  copies 
was  included  in  the  membership 
mailing.  Orders  also  may  be  made 
by  telephone  (925-0342). 


Prices  are: 

25  copies  for  $15;  50  copies  for 
$27.50;  100  copies  for  $50;  200 
copies  for  $85;  and  250  copies  for 
$100.  Please  add  $3  for  postage  and 
handling. 

Make  checks  payable  to  West 
Virginia  State  Medical  Association 
and  mail  to  WVSMA  at  P.O.  Box 
4106,  Charleston,  WV  25364. 

The  12-page  paper,  “The  Health 
Care  Crisis  in  West  Virginia,” 
presents  WVSMA’s  1990  legislative 
proposals  and  positions  with  sup- 
porting data  and  graphics. 

Initial  reception  of  the  booklet 
has  been  reported  to  be  excellent. 


Energy  to  the  U.N.  Conference  on 
World  Coal  Prospects  in  Katowice, 
Poland. 

Before  joining  the  coal  industry, 
Lusk  was  Athletic  Publicity  Director 
and  Assistant  to  the  Athletic  Director 
at  West  Virginia  University. 

“Why  would  a medical  associa- 
tion choose  a person  who  has  vir- 
tually no  experience  in  health  care 
administration  as  its  Associate  Direc- 
tor and  head  of  government  rela- 
tions,” said  Doctor  Latos.  “Probably 
because  they  never  knew  Ben  Lusk. 
Ben’s  experience  and  successes  in 
media  and  marketing  over  the  past 
20  years  bring  to  WVSMA  expertise 
that  we  never  previously  had.” 

Other  Appointments 

Joining  the  staff  more  recently  have 
been  Mrs.  Priscilla  Snuffer,  Com- 
munications Coordinator,  and 
Mrs.  Cindy  Hagerman,  Public  Rela- 
tions Assistant,  both  of  whom  will 
assist  Lusk. 

Mrs.  Hagerman  will  be  in  charge 
of  news  releases,  publicity  and 
advertising.  She  is  a graduate  of 
West  Virginia  University,  and  earned 
a master’s  degree  in  journalism  from 
Marshall  University. 


Hospital  Starts 
FAX  Network 

United  Hospital  Center  in  Clarksburg 
has  established  West  Virginia’s  first 
medical  facsimile  (FAX)  network,  ac- 
cording to  David  C.  Salsberry,  Assis- 
tant Vice  President  of  Physician 
Services. 

“Through  the  network,  called 
FAXLINK,  physicians  and  hospitals 
in  the  UHC  regional  service  area 
have  immediate  access  to  'hard- 
copy’ patient  information  including 
diagnostic  test  results,  discharge 
reports,  consultation  reports  and 
other  pertinent  medical  informa- 
tion,” said  Salsberry. 

“This  network  has  also  improv- 
ed communications  between  physi- 
cian office  staffs  by  allowing  direct 
transmission  of  medical  information 
to  and  from  physician  offices,” 
Salsberry  added. 
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Continuing 

Education 

Programs 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  part  of  1990.  The  pro- 
grams were  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  Director 
of  Continuing  Medical  Education; 
Patricia  Penn,  WVU  Assistant  to  the 
Dean/Continuing  Medical  Education; 
Judith  A.  Bradle,  Program  Manager, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus 
CME).  The  schedule  is  presented  as 
a convenience  for  physicians  in 
planning  their  continuing  education 
program.  (Other  national,  state  and 
district  medical  meetings  are  listed 
in  the  Medical  Meetings  Department 
of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME  ac- 
tivities may  be  obtained  by  calling 
Doctor  Chick  at  (304)  696-7018; 

Penn  (304)  293-3937;  Bradle, 

(304)  347-1363;  and  Hall,  (304) 
348-9580. 

West  Virginia  University, 
Morgantown 

Mar.  23-24,  Oncology  Update  ’90 

CAMC/WVU  Health  Sciences 
Center-Charleston 

Mar.  23,  Poison  Management:  Trends 
& Issues  (•) 


Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (*)/WVU  Health 

Sciences  Center-Charleston  (A) 
(Check  locally  for 
additional  information) 


CME  Outreach 
Programs 

Cedar  Grove,  □ Upper  Kanawha 
Health  Association,  9 A.M. — Mar.  13 
(tba)  (A) 

Fairmont,  ★ Fairmont  Clinic, 

1 PM. — Mar.  21,  Chemotherapy  for 
Colon  Cancer,  Miklos  Auber,  M.D. 

Gassaway,  □ Braxton  County 
Memorial  Hospital,  6:30  P.M. — Mar. 
7,  Cancerous  & Non-Cancerous  Lym- 
phomas, James  Preville,  M.D.  (A) 

Grantsville,  □ Calhoun  General 
Hospital,  6 P.M. — Update  on  TIAs, 
John  Schmidt,  M.D.  (•) 

Madison,  □ Boone  Memorial 
Hospital,  6:30  P.M. — Mar.  13  (tba)  (A) 

Man,  □ Appalachian  Regional 
Hospital,  7 P.M. — Mar.  20  (no  pro- 
gram) (•) 

Martinsburg,  ★ VA  Medical  Center,  3 
P.M. — Mar.  1,  Management  & Workup 
of  GI  Bleeding,  John  Shamma’a,  M.D. 

Montgomery,  □ General  Hospital, 
12  P.M.— Mar.  7 (tba)  (•) 

New  Martinsville,  ★ Wetzel  Co. 
Hospital,  11:30  A.M. — Mar.  8, 
Stabilization  of  the  High-Risk 
Neonate,  Mark  Polan,  M.D. 

Oak  Hill,  □ Plateau  Medical  Center, 
7 P.M.— Mar.  8,  Use  of  ERCP  in 
Primary  Practice,  Tim  Harper,  M.D. 
(A) 

Parkersburg,  ★ Camden-Clark 
Hospital,  7 A.M. — Mar.  14,  Physi- 
ology of  Aging,  Susan  B.  Leight,  R.N. 
Mar.  28,  Workers’  Compensation, 
Mario  Battigelli,  M.D. 

Ripley,  □ Jackson  General  Hospital, 
12  Noon— Mar.  9,  Current  Manage- 
ment of  the  Cardiac  Bypass  Patient, 
Steve  Lewis,  M.D.  (•) 

Ronceverte,  □ Humana  Hospital 
Greenbrier  Valley,  1 P.M. — Mar.  21, 
Pediatric  Emergencies,  Jim  Waldeck, 
M.D.  (•) 

Spencer,  □ Roane  General  Hospital, 
12:30  P.M.— Mar.  20  (tba)  (•) 


Summersville,  □ Summersville 
Memorial  Hospital,  6 P.M. — Mar.  6, 
Cancer  Screening  for  Prostate,  Breast 
and  Bowel,  Steven  Jubelirer,  M.D. 
(A) 

Waynesburg,  PA,  ★ Greene  County 
Memorial  Hospital,  7 P.M. — Mar.  27, 
New  Antibiotics,  Knox  VanDyke, 
Ph.D. 

Weston,  ★ Stonewall  Jackson 
Memorial  Hospital,  noon — Mar.  19 
(tba) 

Wheeling,  ★ Ohio  Valley  Medical 
Center,  8 A.M. — (Date  tba)  Concepts 
in  Chest  Wall  Reconstruction,  Geof- 
frey Graeber,  M.D. 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  11  A.M. — Mar.  28, 
Management  of  the  Hyperactive 
Child,  T.  O.  Dickey,  M.D.  (A) 

White  Sulphur  Springs,  □ Green- 
brier Clinic,  4 P.M. — Mar  20,  Non- 
Articular  Rheumatism,  John  W.  Byrd, 
M.D.  (A) 

Williamson,  □ Williamson  Memorial 
Hospital,  6 P.M. — Mar.  15,  New 
Trends  in  Vascular  Surgery,  Ali  F. 
AbuRahma,  M.D.  (A) 


Del.  Lyle  Sattes,  D-Kanawha,  left,  and  David 
B.  Gray,  M.D.,  Charleston,  check  out  some 
information  during  the  legislative  recep- 
tion held  by  WVSMA  in  Charleston  January 
25. 
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Poetry  Corner 


Do  It  Thrice 

A silent  prayer 

Is  a very  good  thing 

To  do  when  a moment  calls 

For  a big  decision 

For  a change  of  direction 

For  rolling  the  wax  into  balls 

To  go  all  out 

without  a moment  of  doubt 

To  put  all  your  eggs  in  one  basket 

To  bet  on  the  wind 

your  ship  to  bring  in 

Big  time,  big  chance,  so  grasp  it 

Live  life  to  the  end 

Never  leaver  my  friend 

You  know  you  can't  always  be  right 

But  whatever  you  do 

And  just  to  show  that  you  can 

Do  it  once,  do  it  twice,  do  it  thrice 

J.  Paul  Aliff,  M.D. 

Scott  Depot 


We  request  physician  contributions  to 
Poetry  Corner.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.D. , 
Editor,  The  West  Virginia  Medical  jour- 
nal, Box  4106,  Charleston,  WV  25364. 


Longing  for  Spring 

Bright  days  of  springtime 
Follow  upon  the  heels  of  winter, 
Lifting  the  soul, 

And  spirits  soar. 

Then,  as  the  brown  Earth 
Turns  to  greening  grass  and  flower, 
Nesting  birds  sing 
And  Children  explore. 

Long  days  of  winter, 

Gray  chill  and  snow,  only  memory, 
Now  are  left  behind 
While  hope  springs  high. 

Promises  and  hints 
Of  warmer  days  and  weeks  to  be 
Are  carried  on  the  wind 
A 5 summertime  is  nigh. 

The  rushing  mountain  streams, 
Spring-swollen  by  the  melting  snow 
High  on  the  mountainside, 

Cascade  toward  the  seas 
A 5 flowering  dogwoods 
Their  whitening  blossoms  show, 

And  woodland  creatures  run 
Scurrying  'mongst  the  trees. 

/Is  seasons  wax  and  wane. 

And  months  and  years  go  steadily 
by, 

Spring  is  the  season, 

The  best  of  all, 

To  raise  the  spirit 
And  hold  it  high, 

While  giving  promise  not  offered 
By  winter,  summer,  or  fall. 

E.  Leon  Linger,  M.D. 
Buckhannon 


March 

4- 8 — Am  Institute  of  Ultrasound  in 
Medicine,  New  Orleans. 

18- 22 — Am.  College  of  Cardiology,  New 
Orleans. 

19- 20 — NIH  Consensus  Development  Con- 
ference on  Surgery  for  Epilepsy,  Bethesda, 
M.D. 

22- 23 — Crack  Cocaine:  WV  in  Crisis, 
Charleston. 

23- 2  5 — WV  Urological  Society  annual 
spring  seminar,  Charleston. 

23- 28 — Am.  Academy  of  Allergy  & Im- 
munology, Baltimore. 

April 

1-5 — Am.  Assoc,  of  Pathologists, 
Washington,  D C. 

3-7 — Assoc  of  Orthopedic  Medicine, 
Boston. 

5- 7 — Am.  Society  for  Laser  Medicine, 
Nashville,  Tenn. 

6- 8 — WV  Chapter,  AAFP,  Charleston. 

22-25 — WV  Academy  of  Ophthalmology 
national  spring  meeting,  White  Sulphur 
Springs. 

26-29 — Am.  College  of  Mohs  Micrographic 
Surgery, Chicago. 

26-29 — Am.  College  of  Physicians, 
Chicago. 

28- May  3 — Am.  Assoc,  of  Neurological 
Surgeons,  Nashville,  Tenn. 

29- May  4 — Am.  Society  of  Colon  & Rec- 
tal Surgeons,  St.  Louis,  MO. 

June 

24- 28 — AMA  Annual  Meeting,  Chicago. 

August 

15-19 — 123rd  Annual  Meeting,  WV 
State  Medical  Assoc.  White  Sulphur 
Springs. 


For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 
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West  Virginia  Chapter 

AMERICAN  COLLEGE  OF  SURGEONS 

Annual  Spring  Meeting 
May  2-5,  1990 
The  Greenbrier 
White  Sulphur  Springs,  WV 


GUESTS  SPEAKERS 

RONALD  L.  NICHOLS,  MD,  FACS 
Henderson  Professor  and  Vice  Chairman 
Department  of  Surgery 
Tulane  University  School  of  Medicine 
“Intraabdominal  Sepsis”  & “Prophylactic  Use  of  Antibiotics  in  Surgery” 

LARRY  H.  HOLLIER,  MD,  FACS 
Chief  of  Surgery 
Ochsner  Foundation  Hospital 

“Carotid  Artery  Surgery — 1990”  & “The  Difficult  Aneurysm” 

Other  Statewide  Speakers,  Including  the  Annual  Residents’ 

Competition  Saturday 

All  Medical  and  Paramedical  Personnel  are  invited  to  attend. 

$75  registration  fee  for  nonmembers, 

$25  registration  fee  for  non  MD, 
no  fee  for  residents  and  students. 

Exhibit  space  available.  Contact: 

Program  Chairman,  WV  ACS, 

PO  Box  1 107, 

Morgantown,  WV  26505 
(304)  346-0479 


Health  Sciences 
Center  News 


Compiled  from  material  furnished  by  the  Health 
Sciences  Center  News  Service,  Morgantown,  W. 
VA.  Health  Sciences  Center  News 


Team  Approach  Used 
for  Back  Injuries 

Back  injuries  are  a major  injury  pay- 
ment of  Workers’  Compensation 
claims,  and  cost  the  state  of  West 
Virginia  nearly  $900  million  in 
1988,  according  to  Ranjit  Majumder, 
Ph.D.,  Research  Director  of  the 
West  Virginia  Rehabilitation 
Research  and  Training  Center 
(WVRRTC)  at  WVU. 

There  are  approximately 
1 56,909  disabled  workers  in  the 
state  but  1 1,260  had  low  back  in- 
juries from  industrial  accidents 
(most  of  them  occurring  in  the  coal 
mining  industry),  and  another  3,317 
workers  had  other  back  injuries,  ac- 
cording to  Doctor  Majumder. 

The  WVRRTC  plans  to  study 
persons  with  low  back  injuries 
resulting  from  industrial  accidents, 
who  receive  Workers’  Compensa- 
tion benefits  and  continue  to  suffer 
from  chronic  low  back  pain  and  its 
associated  problems.  It  will  compile 
statistics  and  information  from  a 
three-year  pilot  study  and  share  its 
findings  with  other  states.  Any 
client  in  a Workers’  Compensation 
case  can  be  referred  through  a 
rehabilitation  agency  which  can 
work  through  the  WVRRTC  to  pro- 
vide variables  in  the  low  back  pain 
study. 

Big  Problem  in  State 

“Low  back  pain  is  a priority  in  this 
state — it’s  a very  big  problem.  It  is 
very  misunderstood  and  sometimes 
it  isn't  understood  at  all.  It’s  not 
just  a medical  problem,  it’s  a com- 
plex phenomenon.  Professionals, 
clients  and  employers  are  frustrated 
in  their  current  isolated-treatment 
approach  to  deal  with  it.  We  feel 
we’ll  be  more  successful  by  using  a 
professional  multidisciplinary  team 


West  Virginia 

y 


University 


approach  to  help  the  client,”  said 
Doctor  Majumder. 

Team  members  will  do  better 
by  sharing  information  about  the 
client  to  make  treatment  decisions. 
The  team  will  include  physicians, 
physical  therapists,  psychologists, 
rehabilitation  counselors  and  other 
helping  members  of  the  medical 
community  plus  family  members 
and  employers.  The  team  will 
evaluate  the  client  rather  than  hav- 
ing the  client  seek  care  from  several 
professionals  individually — and  get 
different  unrelated  instructions  on 
what  to  do. 

Other  factors  are  taken  into  ac- 
count: the  client’s  state  of  mind— is 
there  fear  or  depression? — and  the 
client’s  physical  condition — since 
they  pertain  to  the  client's 
recovery. 

Family  members  and  employers 
are  included  in  a supportive  role 
due  to  their  knowledge  of  the 
client. 

“Employers  are  included  to 
teach  them  accidents  resulting  in 
back  pain  or  chronic  low  back  pain 
are  a major  cause  for  Workers’ 
Compensation  benefits  and  result  in 
absenteeism  and  high  medical  costs. 
By  educating  the  employer  to 
establish  safety  and  wellness  train- 
ing, the  employer  will  save  money 
by  having  a healthy  work  force. 
Employers’  profits  go  up  by  having 
safe  workers,”  he  said. 

“The  center  wants  to  establish 
a national  health  policy  to  address 
chronic  low  back  pain  because  it’s 
such  an  important  concern.  We’re 
one  of  the  most  notable  rehabilia- 
tion  research  centers  in  the  United 
States.  We’ve  netted  more  than  $30 
million  in  extramural  research  funds 
and  $4.5  million  in  overhead  for 
WVU.  We  work  in  all  50  states  and 
in  several  foreign  countries,”  said 
Doctor  Majumder. 

The  National  Institute  of 
Disability  and  Rehabilitation 
Research  under  the  U.S.  Department 
of  Education  allocates  the  center 
$1.6  million  annually.  It  employs  ap- 


proximately 50  faculty,  staff  and 
other  professionals,  and  has  another 
office  at  Dunbar  where  Dr.  Joseph 
Moriarity  serves  as  Director. 

Doctor  Majumder,  a neuro- 
psychologist specializing  in  studies 
of  head  injuries,  hopes  to  see  a 
regional  rehabilitation  hospital 
established. 


Nutrient  Density 
of  Fast  Foods 

One  of  the  challenges  facing  nutri- 
tionists today  is  to  help  people  who 
eat  fast  food  make  healthy  food 
choices.  This  is  a very  difficult  task 
when  one  considers  that  40  to  50 
per  cent  of  the  calories  in  most  fast 
food  meals  come  from  fat. 

The  nutrient  density  of  fast 
food  is  also  a source  of  concern. 
Nutrient  density  is  simply  the 
amount  of  nutrients  one  receives  in 
a food  relative  to  its  calorie  content. 

The  concept  of  nutrient  density 
becomes  more  important  for  in- 
dividuals who  need  to  consume 
fewer  calories  to  maintain  or  lose 
body  weight.  These  persons  must 
meet  their  nutrient  needs  by  eating 
nutrient-dense  foods  to  prevent 
deficiencies. 

This  same  process  can  and  has 
been  applied  to  fast  food  meals.  In 
an  issue  of  the  New  England  Jour- 
nal of  Medicine,  the  nutritional 
value  of  seven  sample  fast  food 
meals  was  determined.  It  was  found 
that  32  to  55  per  cent  of  the  total 
calories  in  the  fast  food  meals  came 
from  fat.  Exceptions  were  a meal 
consisting  of  a plain  baked  potato 
with  margarine,  tossed  salad  with 
low-calorie  dressing  and  low-fat 
milk  and  a meal  of  cheese  pizza, 
tossed  salad  and  juice. 

Both  health  professionals  and 
consumers  need  to  be  aware  that 
the  fat  content  of  most  fast  food 
meals  exceeds  the  current  recom- 
mendation that  fat  provide  no  more 
than  30  per  cent  of  the  total  calorie 
intake. 
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A delicate  balance. 


Everyone  is  a patient  at  one 
time  or  another. 

Vulnerable. ..dependent 
upon  a nurse,  a physician,  a 
hospital.  That's  why  we 
take  our  part  in  providing 
Major  Medical,  Term  Life, 
and  Disability  Income 
coverage  seriously.  The  key 
is  to  balance  the  quality 
and  cost  of  healthcare 
practices.  At  McDonough 
Caperton,  we  take  it  upon 
ourselves  to  help 
physicians,  clinics,  and 
hospitals  strike  that 
delicate  balance. 

Call  Us.  1-800-344-5139 
Extension  708 
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Service 

is  the  cornerstone 
of  our  business. 


Corporate  Headquarters  One  Hillcrest  Drive,  East,  P.O.  Box  1551,Charleston,  WV  25326-1551,  Telephone:  (304)  346-0611  Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Rural  Care  Getting 
‘A  Little  Respect’ 

Reprinted  by  permission  from  The 
Herald-Dispatch,  Huntington 
Rural  health  care  may  finally  be  get- 
ting something  it  desperately  needs, 
a West  Virginia  doctor  says  — a little 
professional  respect. 

Dr.  Robert  B.  Walker,  the  Chair- 
man of  Family  and  Community 
Health  at  Marshall  University’s 
School  of  Medicine,  said  Friday  that 
the  conference  he’s  attending  in  San 
Antonio,  Texas,  is  recognizing  the 
fact  that  many  medical  schools  are 
not  training  doctors  to  work  in  rural 
areas. 

“I’ve  become  more  and  more 
convinced  that  we’ve  got  an  apar- 
theid system  in  America  when  it 
comes  to  health  care,”  said  Walker,  a 
recognized  expert  on  rural  health 
care  in  the  Mountain  State. 

“If  you  live  in  rural  areas,  you 
don’t  get  the  care,”  he  said.  ’’We’re 
only  the  second  major  developed 
nation  with  no  provision  for  the 
uninsured  and  underinsured.  There 
are  37  million  Americans  with  no 
health  insurance.” 

Walker  was  attending  an 
invitation-only  conference  on  “Rural 
America  — A Challenge  for  Medical 
Education,”  hosted  by  the  Associa- 
tion of  American  Medical  Colleges. 

“This  is  the  first  time  they  have 
ever,  with  a separate  conference, 
acknowledged  rural  health,”  Walker 
said. 

“Just  for  them  to  admit  that  it 
is  a challenge,  that  we  (medical 
schools)  may  bear  some  of  this 
responsibility,  is  important,”  he  said. 

Most  medical  schools  in  the  na- 
tion, with  a few  exceptions  like  Mar- 
shall, train  doctors  to  work  as 
specialists  in  large  urban  medical 
centers,  Walker  said,  which  means 
people  in  rural  areas  have  little 


choice  but  to  come  to  the  city,  even 
for  basic  care. 

“Medical  centers  isolate  people. 
To  go  to  them,  you’ve  already  got 
to  be  sick,”  he  said.  ’’Community 
health  keeps  them  from  getting  sick, 
or  can  send  them  to  the  right  place 
if  they  do.” 

Marshall  is  a model  school 
when  it  comes  to  training  doctors 
for  rural  family  practices,  Walker 
said,  “because  it  is  integrated  into 
the  community  — - not  a mecca  you 
drive  to. 

“It’s  become  clear  that  Marshall 
is  on  the  forefront,  the  cutting  edge, 
of  medical  education,”  he  said. 

The  conference’s  main  achieve- 
ment, Walker  believes,  is  that  rural 
health  care  will  ge  the  “academic 
stamp  of  approval. 

“With  that,  it  will  help  us  with 
grant  support  and  innovative  pro- 
grams, like  establishing  family  prac- 
tice in  small  town  residencies, 
where  we  ultimately  want  to  send 
these  doctors,”  he  said. 


Cholesterol  Expert 
at  Research  Day 

Medical  students,  residents  and 
faculty  members  will  share  the 
results  of  their  research  March  6 at 
the  annual  Research  Day  of  MU 
School  of  Medicine. 

The  event  is  scheduled  from 
8 A.M.  to  6 RM.  at  the  Radisson 
Hotel  in  Huntington.  More  than  100 
participants  will  give  55  presenta- 
tions on  topics  as  diverse  as  hyper- 
tension, rheumatic  fever  and  cancer. 

Guest  speaker  DeWitt  S.  Good- 
man, M.D.,  one  of  the  nation’s 
leading  authorities  on  cholesterol, 
will  speak  at  an  11:45  A.M.  lun- 
cheon about  the  national  campaign 
to  lower  cholesterol  and  coronary 
risks.  Doctor  Goodman  is  Director 
of  the  Arteriosclerosis  Research 
Center  and  the  Institute  of  Human 
Nutrition  at  the  Columbia  University 
College  of  Physicians  and  Surgeons. 


MARSHALP-drgiVERSJTY 


Doctor  Goodman  also  will  pre- 
sent a pre-Research  Day  lecture  at 
7 P.M.  March  5 in  Marshall’s 
Memorial  Student  Center. 

Continuing  medical  education 
credit  is  available  to  those  who  at- 
tend. Both  events  are  free  and  are 
open  to  the  public,  as  is  the  5 P.M. 
social  hour  March  6.  Pre-registration 
is  required  for  the  luncheon. 

Registration  information  is 
available  from  the  Office  of  Conti- 
nuing Medical  Education,  696-7019. 


Marshall  Doctor 
‘Spleen’  Author 

A new  medical  reference  book  on 
the  spleen,  edited  by  Anthony 
Bowdler,  M.D.,  has  been  published 
by  Chapman  and  Hall  publishers  of 
London. 

The  Spleen:  Structure,  Function 
and  Clinical  Significance  is  perhaps 
the  first  comprehensive  textbook  on 
the  spleen,  and  the  publishers  ex- 
pect it  to  become  a standard  text 
and  reference  work,  Doctor 
Bowdler  said. 

“The  detailed  investigation  of 
the  spleen  in  clinical  disorders  has 
only  recently  become  practicable,” 
he  noted.  “Indeed  this  was  largely  a 
‘terra  incognita'  until  the  last  20 
years,  and  we  hope  that  this  book 
will  be  instrumental  in  drawing  at- 
tention to  the  organ.” 

Dr.  Stebbins  Chandor,  Chairman 
of  Pathology  at  Marshall,  con- 
tributed a chapter  to  the  book,  as 
did  former  MU  faculty  members 
William  Kopp,  Geoffrey  Gorse  and 
Carol  Scott-Conner. 

The  book  includes  several  com- 
prehensive chapters  on  the  electron 
microscopic  structure,  and  the 
radiology  and  the  surgery  of  the 
spleen.  It  will  be  published  in  the 
United  States  by  Van  Nostrand 
Reinhold  International. 

Doctor  Bowdler  is  Chief  of  the 
Section  of  Hematology-Oncology,  and 
also  is  affiliated  with  the  Hunting- 
ton  Veterans  Affairs  Medical  Center. 
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There  Are  Two  Things 
Yon  Don’t  Get 
With  Our 
Group  Coverage: 


Fuss 


With  Blue  Cross  and  Blue  Shield  of 
West  Central  West  Virginia  (Parkersburg), 
you  get  complete  health  care  coverage 
for  your  group  — without  a lot  of  adminis- 
trative paperwork.  You’ll  have  all  the 
advantages  of  the  nation’s  #1  medical/ 
surgical  coverage,  plus  optional  paid 


prescription,  dental  and  vision  coverage, 
in  a plan  that  can  be  custom-designed 
to  fit  your  needs  and  your  budget.  And 
there’s  no  need  to  fuss  about  frequent 
rate  increases:  we  can  offer  a 12 -month 
rate  guarantee  to  groups  of  15  or  more. 


Forms 


Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9-line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 


no  handling  or  follow-up  on  your  part.  If 
you  need  answers  or  assistance,  all  you 
have  to  do  is  call  our  Customer  Service 
Department. 

Find  out  more  about  “No- Fuss,  No- 
Forms”  coverage  for  your  group.  Call  us 
toll-free  or  contact  your  local  independ- 
ent agent. 


In  WV call  1-800-344-5514  or 
1-800-654-5013. 

Blue  Cross 
Blue  Shield 

ol  West  Central  West  Virginia 
Parkersburg 


©Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


123rd  Annual  Meeting 
at  the  Greenbrier 

Yes,  our  123rd  Annual  Meeting  planning  is  under  way.  The  convention  will  be  held 
August  15  - 19  at  The  Greenbrier  in  White  Sulphur  Springs.  Call  and  make  your  reser- 
vations NOW.  The  speakers  are  being  confirmed,  and  arrangements  for  special 
meetings  and  luncheons  are  in  the  final  stages. 

LOOK  for  The  Greenbrier  reservation  forms  in  future  issues  of  The  Journal  or 
WESGRAM.  For  further  information  please  contact  WVSMA  at  925-0342  (or 
1-800-2  5 7-4747  after  March  10). 

Hotels  and  Motels  in  the  Convention  Area: 

The  Greenbrier  White  Sulphur  Springs  800-624-6070 

Best  Western-Old  White  White  Sulphur  Springs  304-536-2441 

Briar  Inn  Lewisburg  304-645-7722 
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WANTED:  Corporate  Health  Leader 

Requirements  Increase  Employee  Wellness,  Boost  Produc- 
tivity and  Morale:  Lower  Healthcare  Costs. 

Applicant  American  Heart  Association’s  corporate  health 
promotion  program  "Heart  At  Work” 

Qualifications  Covers  Exercise,  Nutrition,  Smoking,  High 
Blood  Pressure,  Signals  and  Actions  of  Heart  Attack.  Easily 
adaptable  to  different  company  needs. 

Experience  5 years  demonstrated  success 
References  Used  in  more  than  3,000  worksites  throughout 
the  U.S. 

For  more  info  Contact  your  local  American  Heart  Association 

Let  Heart  At  Work.  . .Work  Hard  For  You 
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and  implemc. 
port  systems  using  mixed  In- 
teger linear  programming 
Must  have  completed  course 
requirements  for  doctorate  in 
Operations  Research  and  have 
BS  and  MS  in  Industrial  En- 
gineering Must  have  1 yr.  ex- 
perience in  MPSX-M1P  370, 
LIN  DO,  EXCL,  VM  CMS.  VMS 
and  Z1M . 40  hrswk.  S72k.yr. 
Send  resumes  to 

6901  Crystal  Drive 
Suite  1101 
Alexandria,  VA 


WESPAC  Members 


Listed  below  are  additional  1990 
WESPAC  members  since  those  ap- 
pearing in  the  February  issue  of  the 
Journal.  Additional  new  members 
will  be  reported  in  April. 

Boone 

Robert  B.  Atkins 

Cabell 

Homer  L.  Christian 
*G.  William  Lavery 
Craig  M.  Morgan 
Woodrow  W.  Mills 

Central  WV 

* Greenbrier  D.  Almond 
* ‘Ernest  Flores 
‘Gary  G.  Gammon 
‘William  D.  Given 
Charles  T.  Lively 
Porfirio  R.  Pascasio 
‘Rigoberto  Ramirez 

Eastern  Panhandle 

D.  Ewell  Hendricks 
‘David  Morris 
Edward  P.  Quarantillo  Jr. 

Michael  W.  Strider 

Hancock 

Karen  M.  Gross 

Harrison 

‘Frank  C.  Gyimesi 
‘M.  V.  Kalaycioglu 
Joseph  C.  Kassis 
Teodoro  G.  Medina 
Louis  F.  Ortenzio,  Jr. 

John  M.  Ratino 
Amos  W.  Wilkinson 

Logan 

Prasada  Rao  Boppana 
Ray  M.  Kessel 
Ramanathan  Padmanaban 
Chanchai  Tivitmahaisoon 

Kanawha 

M.  B.  Ayoubi 

* ‘James  W.  Caudill 
*W.  Alva  Deardorff 
‘Cecilio  V.  Delgra 
‘Donald  E.  Farmer 
Michael  O.  Fidler 
Edmundo  E.  Figueroa 
Glenn  R.  Goldfarb 
‘William  L.  Harris 
Vera  L.  Hoylman 

C.  W.  Kim' 

‘Chandra  M.  Kumar 
‘Hans  Lee 
Sidney  C.  Lerfald 
Mary  Lou  Lewis 
Barbara  U.  Morgan 
Lee  L.  Neilan 
Desingu  S.  Raja 
Arunthathie  Rajaratanam 
‘Richard  C.  Rashid 
Paul  R.  Santrock 


William  G.  Sale 
Victor  T.  Selvaraj 
Horatio  A.  Spector 
John  W.  Vaughan 
N.  Andrew  Vaughan 
Happy  Verma 
A.  Don  Wolff 

Marshall 

Kenneth  J.  Allen 

McDowell 

‘Muthusami  Kuppusami 

Mercer 

Rekha  Chand 
Stephen  A.  DeGray 
‘Generoso  D.  Duremdes 
Gunther  H.  Frey 
E.  Lyle  Gage,  Jr. 

John  E.  Van  Gilder 
Alan  A.  Rosenbloom 

Mingo 

Diane  E.  Shafer 

Monongalia 

Dougals  G.  Burnette 
‘Amitava  Ghosal 
Roger  E.  King 
‘Michael  J.  Lewis 
‘Stephen  R.  Powell 
V.  K.  Raju 

‘Gregory  A.  Timberlake 

Ohio 

Howard  Neiberg 

Parkersburg 

M.  David  Avington 
Odilon  S.  Olivas 
Alfred  Prieto 
Harry  L.  Amsbary 

Raleigh 

‘Lewis  N.  Fox 
‘Lewis  W.  Gravely 
‘Anne  D.  Hooper 
*R.  C.  Jereza 
‘Walter  E.  Klingensmith 
*R.  Lindsay  Lilly  Jr. 
‘Ramesh  Shah 
‘Nancy  R.  Webb 
*Syed  Zahir 

South  Branch  Valley 

Felino  V.  Barnes 
“Clarence  E.  King 
Robert  E.  Roberts 
Charles  J.  Sites 

Wetzel 

Donald  A.  Blum 
*Sustainer  Member 
* * Extra  Miler 

Auxiliary 

Eastern  Panhandle 

Sarah  Townsend 

Ohio 

‘Lynn  Comerci 

Parkersburg 

Myla  Amsbary 
Dawn  Rudolph 


New  Members 


The  following  were  welcomed  in 
January  as  new  members  of  the 
West  Virginia  State  Medical 
Association. 

Central 

Greenbrier  Almond,  MD 
48  South  Kanawha  Street 
Buckhannon,  WV  26201 
Anthony  Baron,  MD 
P.  O.  Box  76 
Jane  Lew,  WV  26378 
Earnest  Flores,  MD 
10  Amalia  Drive 
Buckhannon,  WV  26201 

Harrison 

Brenda  L.  Holbert,  MD 
1000  Locust  Avenue 
Fairmont,  WV  26554 
J.  Michael  Holbert,  MD 
1000  Locust  Avenue 
Fairmont,  WV  26554 

Logan 

Joby  Joseph,  MD 
Logan  General  Hospital 
Logan,  WV  25601 

Monongalia 

Walter  N.  Taubenslag,  MD 
200  Wedgewood  Drive 
Morgantown,  WV  26505 

Raleigh 

F.  Amos  Bailey 
311  Dry  Hill  Road 
Beckley,  WV  25801 
Touraj  Farid 

New  Haven  Medical  Clinic 
Ansted,  WV  25812 
Rouzbeh  Parsi,  MD 
502  Main  Street 
Oak  Hill,  WV  25901 
Mary  McKelvey,  MD 
502  Main  Street 
Oak  Hill,  WV  25901 

Wetzel 

Marvin  L.  Wells,  DO 

317  Whitten  Lane 

New  Martinsville,  WV  26155 

Students 

Michael  Greg  Scott 
3254  Collins  Ferry  Road 
Morgantown,  WV  26505 
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Obituaries 


EARL  L.  FISHER,  M.D. 

Dr.  Earl  L.  Fisher  of  Gassaway  died 
January  25  in  a Charleston  Hospital 
He  was  78. 

Doctor  Fisher  was  co-founder 
and  Chief  of  Staff  of  the  former 
Gassaway  Hospital. 

He  was  Medical  Director  of  the 
Braxton  Health  Care  Center,  and  was 
county  Medical  Examiner  and 
Coroner. 

Doctor  Fisher  was  Chairman  of 
the  state  Licensing  Board  for  Nurs- 
ing Home  Administrators  and  the 
Braxton  Planning  Commission.  He 
was  a member  of  the  West  Virginia 
University  Advisory  Board,  the 
Governor’s  Educational  Committee, 
the  Comprehensive  Health  Planning 
Commission,  and  the  Braxton 
Redevelopment  Commission. 

He  was  named  Braxton  County 
Citizen  of  the  Year  in  1969. 

Doctor  Fisher  was  graduated 
from  West  Virginia  University,  and 
received  his  M.D.  degree  in  1935 
from  the  University  of  Chicago.  He 
interned  at  St.  John’s  River  Hospital, 
Yonkers,  New  York. 

Doctor  Fisher  was  the  1983 
recipient  of  the  “Mr.  Doc”  Award, 
the  highest  award  of  the  West 
Virginia  Chapter,  American  Academy 
of  Family  Physicians,  of  which  he 
was  a member. 

He  also  was  a member  of  the 
Central  West  Virginia  Medical  Socie- 
ty, West  Virginia  State  Medical 
Association,  American  Medical 
Association,  and  the  Southern 
Medical  Association. 

Survivors  include  the  wife,  Mrs. 
Anna  Margaret  Fisher;  two 
daughters,  Aleece  Smith  and  Becky 
Woodyard,  both  of  Sutton;  a 
brother,  Carl  R.  Fisher,  Scott  Depot, 
and  two  sisters,  Lea  Hillyard, 
Gassaway,  and  Eunice  Webb,  Colum- 
bus, Ohio. 

JOHN  F.  SUESS,  M.D. 

Dr.  John  F.  Suess  of  Clarksburg  died 
January  21  in  a Clarksburg  hospital. 
He  was  72. 

Doctor  Suess,  who  retired  in 
January,  1989,  was  a specialist  in  in- 
ternal medicine  and  hematology. 

Born  in  Pittsburgh,  he  received 
both  his  undergraduate  and  M.D. 
(1943)  degrees  from  the  University 
of  Pittsburgh.  He  interned  at  St. 
Francis  Hospital  in  Pittsburgh,  and 


Revised  AMA  PMI  Leaflets  Available 


A newly  revised  and  updated  Patient 
Medication  Instruction  (PMI)  Pro- 
gram for  the  American  Medical 
Association  is  being  made  available 
by  the  United  States  Pharmacopeial 
Convention,  Inc.  (USP).  The  updated 
AMA  PMI  Leaflets  are  available  for 
81  drug  titles,  each  containing 
clinical  information  about  the  drug 
in  lay  language. 

These  handy,  take-home  PMI 
leaflets  are  designed  to  help  physi- 
cians improve  patient  compliance  in 
drug  use,  increase  the  effectiveness 
of  drug  therapy,  and  strengthen  the 
physician-patient  relationship.  By  en- 
couraging physicians  to  counsel 
their  patients  at  the  time  a prescrip- 
tion is  written,  this  program 
enhances  the  goal  of  providing 
uniform  information  by  physicians 
and  pharmacists  to  consumers. 

The  information  is  organized  in 
easy-to-read  sections  which  include 
the  following: 

— a brief  description  of  the 
medicine  and  its  purpose; 

— information  to  be  considered 
before  use; 

— guidelines  on  the  proper  use  of 
medicine,  including  what 
should  be  done  if  a dose  is 
missed  or  delayed;  and 

— selected  side  effects — those  that 
usually  don’t  require 


medical  attention  as  well  as 
those  that  should  be  reported 
to  the  doctor. 

The  PMI  leaflets  are  5 'A”  by 
8 V2”,  two-sided  sheets,  and  are 
available  in  pads  of  50  sheets.  The 
back  of  each  pad  contains  the 
generic  name(s)  and  some  common- 
ly used  brand  names  for  that  par- 
ticular drug  or  drug  class. 

In  1982  the  U.S.  Pharmacopeial 
Convention  USP  DI®  database  of 
drug-use  information  was  selected 
by  the  AMA  for  the  PMI  educational 
program. 

Pads  are  $2.25  each,  which  in- 
cludes shipping  and  handling.  For 
orders  of  less  than  fifteen  (15)  pads, 
there  is  an  extra  $5  shipping  and 
handling  fee.  To  order  or  request  a 
FREE  PMI  Information  Kit,  call  or 
write  to:  USP  Order  Processing 
Department  #764,  12601  Twinbrook 
Parkway,  Rockville,  Maryland  20852. 
Call  toll-free,  1-800-227-8772,  Ext  764. 

The  USP  is  an  independent, 
nonprofit  organization  composed  of 
delegates  from  academia,  industry, 
government,  and  state  and  national 
associations  concerned  with 
medicines.  Established  in  1820,  USP 
sets  the  official  standards  of  strength, 
quality,  purity,  packaging,  and  label- 
ing for  drugs  in  the  United  States. 


completed  a residency  in  pathology 
at  Presbyterian  Hospital  in  Pitts- 
burgh; a residency  in  medicine  at 
Robert  Packer  Hospital  in  Sayre, 
Pennsylvania,  and  a residency  in 
hematology  at  New  England  Medical 
Center  in  Boston. 

Doctor  Suess  was  associated 
with  the  Veterans  Administration 
Medical  Center  in  Clarksburg  and,  in 
1966,  was  licensed  to  practice  in 
West  Virginia  and  began  a private 
practice  in  Lost  Creek. 

He  was  a Fellow  of  the 
American  Society  of  Hematology 
and  of  the  International  Society  of 
Hematology. 

A Navy  veteran,  Doctor  Suess 
was  a member  of  the  Harrison 
County  Medical  Society,  West 
Virginia  State  Medical  Association 
and  American  Medical  Association. 

Surviving  are  the  wife,  Mrs. 
Judith  Ann  Suess;  a son,  John  F. 
Suess,  Jr.,  Lexington  Park,  Maryland, 
and  a daughter,  Mrs.  Jeffery  W.  Fer- 
ree,  Portsmouth,  Virginia. 


County  Societies 


MONONGALIA 

David  Z.  Morgan,  M.D.,  Morgan- 
town, spoke  on  “Geriatric  Polyphar- 
macy” during  the  meeting  of  the 
Monongalia  County  Medical  Society 
January  9. — Robert  L.  Murphy,  Ex- 
ecutive Secretary. 

SOUTH  BRANCH  VALLEY 

The  South  Branch  Valley  Medical 
Society  held  a Christmas  party 
December  13,  1989,  at  the  American 
Legion  in  Petersburg. 

The  Society  met  again  Feb- 
ruary 21  at  the  American  Legion  in 
Petersburg. 

The  scientific  subject  for  the 
dinner  lecture  meeting  was  “Type  II 
Diabetes  and  Peripheral  Vascular 
Disease.’— Felino  V.  Barnes,  M.D., 
Secretary-Treasurer. 
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IMAGINE 
KNOWING  THAT 
TODAY  ISTHE 
BEST  DAY  YOU’LL 
EVER  HAVE. 


If  you  had  a progressive  neuromuscular 
disease,  every  tomorrow  would  bring  you 
greater  weakness  and  more  muscle  waste.  And 
the  best  day  you  could  hope  for  would  he  the 
one  you  were  having  right  now. 

That’s  because  most  neuromuscular  dis- 
eases progress  day  by  day,  gradually  wasting  a 
patient’s  muscles  away.  This  muscle  degen- 
eration can’t  he  halted.  And,  it  can  never 
be  reversed. 


At  the  Muscular  Dystrophy  Associa- 
tion, we’re  striving  to  put  an  end  to  twelve 
forms  of  muscular  dystrophy  and  twenty- 
eight  other  neuromuscular  diseases.  Because 
we  believe  there  are  no  incurable  diseases — 
just  diseases  for  which  cures  haven’t  yet  been 
found.  And  because  it’s  the  only  way  that 
tens  of  thousands  of  people  with  neuro- 
muscular disease  can  look  forward  to  a 
better  tomorrow. 


MDA 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Chairman 


JAMES  T.  SPENCER,  JR.,  M.D 
ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F A.C.S 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
SUSAN  D.  ENGLE,  M.S. 
MARY  SUE  HAAS,  M.A. 


EAR,  NOSE  & 
THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK 
MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  - P.  O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


WVSMA/CNA 
Loss  Control 
Seminar  Program 
1990  Schedule 

First  Generation 

Saturday,  July  7,  1990 
Sheraton  Lakeview  Resort 
Morgantown,  WV 
Saturday,  March  31,  1990 
Park  Inn  International 
Bluefield,  WV 
Saturday,  May  12,  1990 
Sheraton 
Hagerstown,  MD 

Second  Generation 

Saturday,  March  17,  1990 
The  Marriott 
Charleston,  WV 

Office  Personnel 

Wednesday,  April  11,  1990 
Holiday  Inn  Charleston  House 
Charleston,  WV 

Look  for  registration 
information  in  future  issues 
of  Wesgram. 

For  Additional  Information 
Contact: 

Patty  Barnhart 
925-0342 
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Classified 


FULL  TIME  PHYSICIAN  required  for  medical 
center  located  close  to  Charleston.  Apply 
with  resume  to  West  Virginia  Medical  Jour- 
nal, PO  Box  4106,  Box  A,  Charleston,  WV 
25364. 


PRIMARY  CARE  PRACTICE  OPPORTUNITY: 

Opening  available  July  1,  1990,  for  a BC-BE 
Family  Practitioner  interested  in  a rural  non- 
hospital based  family  practice,  for  Monroe 
Health  Center,  Union  (Monroe  County),  West 
Virginia.  A modern  facility,  equipped  with  full 
laboratory,  X-ray  and  excellent  support  staff. 
Monroe  county  is  a beautiful  rural  communi- 
ty, located  25  miles  south  of  the  famous 
Greenbrier  Hotel  in  White  Sulphur  Springs. 
Salary  plus  comprehensive  benefit  package 
including  paid  malpractice.  For  more  infor- 
mation write  to:  Shirley  Neel,  Monroe  Health 
Center,  PO  Box  590,  Union,  West  Virginia 
24983,  or  call  (304)772-3064. 


SOUTHWESTERN  PA  - PRIMARY  CARE 
PRACTICE  AVAILABLE:  Newly  constructed 
4,000  square  foot  practice  available.  Sponsor- 
ing hospital  requires  2 Primary  Care  Practi- 
tioners to  staff  practice  with  attractive  salary 
and  benefit  packages.  Construction  com- 
pleted in  May,  1990.  Satellite  sponsored  by 
250-bed  acute  care  hospital,  located  in 
University  setting  in  West  Virginia,  approx- 
imately 20  miles  from  facility.  Sponsoring 
hospital  specializes  in  Cardiology,  Oncology, 
Orthopedics  and  General  Surgical  Services. 
On-site  specialty  and  sub-specialty  care  will 
be  available  on  a scheduled  basis.  Hospital 
drawing  area  includes  population  of  approx- 
imately 400,000  located  in  one  of  the  most 
desirable  and  economically  prosperous  com- 
munities in  West  Virginia.  Send  CV  to:  Robert 
P.  Ritz,  Assistant  Vice  President,  Monongalia 
General  Hospital,  1200  J.D.  Anderson  Drive, 
Morgantown,  WV  26505. 


SUNBELT  AND  INTER-MOUNTAIN 
REGIONS— Family  Practice,  Radiology, 
Ob/Gyn,  Internal  Medicine  and  other 
specialties  needed  for  small  to  mid-sized 
towns  in  New  Mexico  and  other  Sunbelt  and 
Inter-mountain  states.  Excellent  facilities  and 
competitive  remuneration  packages  combine 


with  good  schools,  outdoor  recreation  and 
beautiful  locations  to  provide  a quality 
lifestyle.  All  inquiries  are  fully  confidential. 
Call  Phyllis  or  Bruce  Moffitt  at  (505)  898-1114 
or  send  CV  to  CPS,  PO  1163,  Corrales,  NM 
87048. 


INTERNAL  MEDICINE/FAMILY  PRACTICE— 

Thirty-year  old  multi-specialty,  non-profit 
quality  oriented  group  practice  85  miles 
south  of  Pittsburgh  seeks  board  eligible/cer- 
tified internist  and  family  practitioner.  Posi- 
tions available  immediately  and  July/August, 
1990.  Excellent  clinical  facilities  with  com- 
prehensive ancillary  services.  CME  oppor- 
tunities. No  investment,  excellent  financial 
package  with  fringes.  College  town,  nearby 
university  and  medical  center,  sports  and 
recreational  area.  For  more  information,  send 
CV  to:  Fairmont  Clinic,  P.  O.  Box  1112,  Fair- 
mont, WV  26554  or  call  (304)367-0935. 


102-BED  HOSPITAL  in  Western  New  York,  of- 
fering cash  collected  first-year  minimum  in- 
come of  $80,000,  6 months’  office  overhead, 
and  malpractice.  OB/GYN’s  provide  sub- 
specialty backup.  Possible  University  affilia- 
tion. Call:  Wanda  Parker  at  (800)  221-4762,  or 
collect  (212)  599-6200.  E.G.  Todd  Associates, 
535  Fifth  Avenue,  New  York,  NY  10017 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  orthopedic 
surgeon  for  rapidly  growing  practice.  Salary 
of  130,000,  malpractice,  other  benefits.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect 
(212)  599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


WESTERN  PENNSYLVANIA  practice-solo, 
with  four  other  Family  Practitioners  for  call. 
Cash  collected  first-year  minimum  income 
guarantee  of  $85,000,  first  six  months’  office 
overhead  fully  paid.  104-bed  hospital,  43,000 
annual  admissions,  37-member  staff.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect, 
(212)599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  general 
surgeon.  Salary  of  $100,000,  office  overhead, 
malpractice,  other  benefits.  Call:  Wanda 
Parker,  at  (800)221-4762,  or  collect,  (212) 
599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  Pediatrician. 
Salary  of  $75,000,  office  overhead,  malprac- 
tice, other  benefits.  Call  Wanda  Parker  at  (800) 
221-4762,  or  collect  (212)  599-6200.  E.G.  Todd 
Associates,  535  Fifth  Avenue,  New  York,  NY 
10017. 


177-BED,  SOUTH  CENTRAL  PENNSYLVANIA 
HOSPITAL  seeking  board  certified/eligible 
emergency  physician.  21,000  ED  visits/year. 
Salary  of  $100,000,  4 weeks  vacation,  2 weeks 
CME.  Call:  Wanda  Parker  at  (800)  221-4762,  or 
collect,  (212)  599-6200.  E.  G.  Todd  Associates, 
535  Fifth  Avenue,  New  York,  NY  10017. 


SQUARE  FOOTAGE  AVAILABLE— In  Morgan- 
town, West  Virginia.  Perfect  for  Professional 
Office  use— Convenient  Downtown  Location 
—Ample  Free  Parking  at  Door— Newly 
Remodeled  Single  Story  Building — 4000 
square  foot— Located  Adjacent  to  SupeRx 
Drugs  on  40  South  High  Street.  Rent  com- 
mensurate with  improvements  by  tenant.  Call 
for  additional  information — (513)  782-3135. 


EXPERIENCED,  SUCCESSFUL  Chief  of 
Laboratory,  43  years  old  President-Elect  West 
Virginia  Pathology  Assoc.,  looking  for  a 
challenging  position,  preferably  in  West 
Virginia.  AP,  CP,  and  Chem.  Path,  sub- 
specialty Board.  Availability  flexible.  Reply  to: 
WV  Medical  Journal,  P.  O.  Box  4106,  Blind  Box 
A,  Charleston,  WV  25364. 


CLASSIFIED  RATES:  43  cents  per  word, 
minimum  of  $22  per  ad.  50  cents  per  word 
for  confidential  ad,  minumum  of  $27  per  ad. 
10%  discount  for  6 insertions.  Payment  in 
advance  required. 

DEADLINE:  Copy  nust  be  received  by  the 
10th  of  the  month  preceding  the  month  of 
issue:  e.g.,  copy  for  the  August  issue  is  due 
by  July  10.  Send  copy  to:  West  Virginia 
Medical  Journal,  P.O.  Box  4106,  Charleston, 
WV  25364.  Telephone  (304)  925-0342. 


THE  MYERS  CLINIC  — Philippi,  West  Virginia 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and/or  Family  Practice  with  0b. 
Also:  Seeking  Locum  Tenen— Ob/Gyn  or  Family  Practice  with  0b.  1-800-346-2800  In  State. 
Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  1 -(304)  457-2800 
Out-of-State. 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.D. 
Gregg  J.  Framell,  M.D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

JAMES  B.  HAZLETT,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  (614)  695-2511  • New  Martinsville  area,  455-2222  • Wellsburg-Steubenville  area,  737-3700 
Martins  Ferry  area,  (614)  633-1517  • Warwood  area,  277-2222  • Colerain  area,  (614)  635-3676  • toll-free  no.  out  of  state,  1-800-422-2339 


INTERNAL  MEDICINE 
General 

M.  L.  Wells,  D.  O.  (New  Martinsville) 
R R.  Hedges,  M.  D. 

R N.  Lewis,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

T.  Gary  Kenamond,  M.  D. 

J.  D.  Panucci,  M.D. 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M D. 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

ENDOCRINOLOGY 

C.  McCool,  M.  D. 

GENERAL  SURGERY 

E.  C.  VOSS,  M D. 

J.  H Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 


THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 
ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

J.  Melia,  M.  D. 

J.  D.  Lechner,  M.D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M McCuskey,  M.  D. 
GYNECOLOGY 

R.  W.  Lebold,  M.D. 

OBSTETRICS  & GYNECOLOGY 
T.  A.  Atharl,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 
OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

D.  Simbra,  M.  D. 

Kathryn  M.  Clark,  O.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

A.  G.  Matadar,  M D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield.  M.  D.  (Martinsville) 
W.  G.  Bell,  M.  D.  (Wellsburg) 

PODIATRY 

B Blank,  D.P.M. 


ALLERGY 

M.  L.  Steinberg,  M.D. 

DERMATOLOGY 

M.  Baron,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 

S.  Govindan,  M.  D. 

Pediatric  Neurology 

Rajav  R.  Varma,  M.  D.  (consultant) 

BEHAVIORAL  MEDICINE 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M D. 

D.  P.  Hill,  M.  D. 

R.  Paolini,  D.  O. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-invasive) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 

Physical  Therapy 

Cardiac  Ultrasound 
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COLLEGE  OF  PHYSICIANS  OF 


PHILADELPHIA 


3 2446  00007  3939 


Family  therapy 
for  colic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.1 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs.  placebo)  NS  = Not  significant  •p<  005  tp<  002  tp  < 0 01 


Double-blind,  randomized,  placebo-controlled  study. 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it's  naturally  flavored- 
something  else  they'll  appreciate. 


NEW 


Phazyme 
Drops 

Helps  you  through 
the  colic  phase. 


(simethicone/ 

antigas) 


1 Kanwaljit  SS,  Jasbir  KS  Simethicone  in  the  management  of  infant  colic 
Practitioner  1988:232  508 
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REED&  CARNRICK 

Plscataway.  NJ  08855  ©1989  Reed  & Carnnck  PZ24 


It’s  never  been  more  important  to  specify  ‘Dyazide’.* 
Because  that’s  the  only  way  you  can  be  sure  your 
patients  will  receive  Dyazide’  quality... the  quality  that 
physicians  and  their  patients  have  trusted  for  25  years. 

‘Dyazide —prescribe  it  with  confidence,  prescribe 
it  by  name.  Specify,  “Dispense  as  Written.”  Ask  your 
patients  to  make  sure  that’s  what  they  receive  when 
they  present  your  prescription. 

*There  is  no  bioequivalent  generic  substitute  for  'Dyazide’. 


DYAZIDE 

25  mg  hydrochlorothiazide/50  mg  Tria rrteren e/5h F 


JJiYzi 

It’s  never  been  more  important. 


The  unique  red  and  white  Dyazide®  capsule: 
Your  assurance  of  Sk&F  quality. 


DvUlOE 

SHF 


a product  of 

SK&F  LAB  CO. 

Cidra,  PR.  00639 


©SK&F  Lab  Co..  1989 


F PHYSICIANS 

12  1990 


MEDICAL 

JOURNALISM 


SPECIAL 

AWARD 


Cord  Injuries 

Head  Trauma 

St  rokes 

Amputations 

Multiple  scleiosiS 


We  specialize  in  restoring  independence. 


CAMC  s Rehabilitation  Center  has  everything  it 
takes  to  help  the  seriously  disabled  regain  physical 
and  psychological  independence. 

Physical  therapists.  Speech  and  language  patholo- 
gists Psychometricians.  Prosthetists  Every  therapy 
discipline  is  represented  on  our  rehabilitation  team. 
Board-certified  physiatrists  orchestrate  each 
patient's  personalized  treatment  plan,  supported  by 
our  qualified  nursing  staff 
All  treatment  and  technology  are  state-of-the-art. 
An  independent  living  apartment  for  practicing 
home  skills.  Radiologic  techniques  to  diagnose 
severe  swallowing  problems  A biofeedback  lab  to 
help  patients  manage  pain  and  regain  nerve 
function 


We  also  have  one  of  the  few  adjustable  ergonomic 
kitchens  in  the  nation.  And  one  of  only  two  BTEs  in 
the  state.  This  Baltimore  Technical  Equipment 
enables  patients  to  simulate  many  common  tasks, 
like  turning  wheels  and  working  with  tools. 

CAMC's  Rehabilitation  Center  is  the  most  compre- 
hensive facility  of  its  kind  in  West  Virginia.  Hospital- 
based,  with  the  diversified  tertiary  care  capabilities 
of  CAMC  as  back-up. 

You  can  refer  your  patients  to  us  with  confidence. 
And  they  II  return  to  you  with  confidence. 

For  more  information  and  admission  details,  call 
1-800-346-2272.  Outside  West  Virginia,  call  collect 
304-340-7733. 

Charleston  Area 
Medical  Center 


PO  Box  1547 
Charleston,  WV  25326 


There  Are  Two  Things 
Thu  Don’t  Get 
With  Our 
Group  Coverage: 


Fuss 


With  Blue  Cross  and  Blue  Shield  of 
West  Central  West  Virginia  (Parkersburg), 
you  get  complete  health  care  coverage 
for  your  group  — without  a lot  of  adminis- 
trative paperwork.  You’ll  have  all  the 
advantages  of  the  nation’s  #1  medical/ 
surgical  coverage,  plus  optional  paid 


prescription,  dental  and  vision  coverage, 
in  a plan  that  can  be  custom-designed 
to  fit  your  needs  and  your  budget.  And 
there’s  no  need  to  fuss  about  frequent 
rate  increases:  we  can  offer  a 12 -month 
rate  guarantee  to  groups  of  15  or  more. 


Forms 


Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9-line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 


no  handling  or  follow-up  on  your  part.  If 
you  need  answers  or  assistance,  all  you 
have  to  do  is  call  our  Customer  Service 
Department. 

Find  out  more  about  “No-Fuss,  No- 
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Breast  Cancer  in  situ:  A Retrospective 
Review  of  23  Cases  With  a Minimum 
of  10-Year  Followup 


STEVEN  J.  JUBELIRER,  M.D. 

Clinical  Professor  of  Medicine.  Department 
of  Hematology /Oncology.  Charleston  Area 
Medical  Center.  Cancer  Center  of  Southern 
West  Virginia.  Charleston 


Twenty-three  cases  of  breast  car- 
cinoma in  situ  (12  with  intraductal 
carcinoma  and  11  with  lobular  car- 
cinoma in  situ)  seen  at  Charleston 
Area  Medical  Center  between  1957 
and  1977  were  reviewed.  The  mean 
age  diagnosis  was  50  years  (age 
range:  30-86  years).  An  asymp- 
tomatic breast  mass  was  the  initial 
symptom  in  19  patients  (82  per 
cent). 

Mammography,  performed  in 
seven  patients,  was  abnormal  in 
five.  A simple  or  modified  radical 
mastectomy  was  performed  in  20 
women  and  wedge  resection  in 
three.  Twenty-two  women  under- 
went ipsilateral  axillary  nodal 
dissection,  and  all  but  one  had 
histologically-negative  nodes. 

Only  one  patient  in  this  series 
died  with  metastatic  breast  cancer. 
Six  other  patients  died  from  non- 
malignant  causes.  Sixteen  patients 
are  still  alive  with  no  evidence  of 
disease  from  11.5  to  26.5  years 
after  the  initial  diagnosis. 

The  role  of  simple  excision  with 
or  without  radiotherapy  in  breast 
carcinoma  in  situ  remains  to  be 
determined. 

he  increasing  use  of  mam- 
mography to  detect  breast  cancer 
before  it  is  clinically  evident  has  led 
to  the  recognition  of  larger  numbers 
of  breast  lesions  in  what  is  con- 
sidered to  be  the  pre-invasive  or  in 
situ  phase  of  the  malignant  process. 
The  in  situ  carcinomas  of  the 


breast  have  been  separated  into  two 
categories:  lobular  carcinoma  in  situ 
and  ductal  carcinoma  in  situ.  Ductal 
carcinoma  in  situ  (DCIS),  or  in- 
traductal carcinoma,  and  lobular  car- 
cinoma in  situ  (LCIS)  are 
characterized  by  a proliferation  of 
malignant  cells  confined  to  the 
mammary  ducts  (DCIS)  or  lobules 
(LCIS)  without  light  microscopical 
evidence  of  invasion  through  the 
basement  membrane  into  the  sur- 
rounding stroma  (1,2). 

These  lesions  are  controversial 
because  pathologists  historically 
have  argued  over  their  morphologic 
characteristics  and  malignant  poten- 
tial (3,4).  Although  there  is  little 
argument  that  such  lesions  can  be 
both  multicentric  and  bilateral,  opi- 
nion is  divided  as  to  whether  these 
lesions  progress  from  a benign  in 
situ  phase  to  a more  aggressive  in- 
vasive form,  and  over  what  time 
period  (5,6).  For  this  reason  the 
recommendations  for  treatment 
have  varied  from  local  excision  of 
the  lesion  on  the  affected  side  plus 
followup  of  both  breasts  to  ip- 
silateral or  bilateral  radical  mastec- 
tomy with  or  without  axillary  node 
dissection  (6,7). 

Because  of  the  increasing  in- 
terest of  many  physicians  in  the 
management  and  survival  pattern  of 
in  situ  breast  cancer,  this  retrospec- 
tive review  of  23  such  cases  (1.4  per 
cent  of  all  breast  cancer  cases)  seen 
at  Charleston  Area  Medical  Center 
(CAMC)  between  1957  and  1977  was 
performed.  Each  patient  was  follow- 
ed for  a minimum  of  10  years  or 
until  death. 

Materials  and  Methods 

The  CAMC  tumor  registry  and  pa- 
tient charts  provided  case  material 
for  this  study.  Operative  reports, 
pathology  reports,  and  follow-up  in- 


formation was  obtained  in  all 
patients. 

Mammography  was  not  routine- 
ly utilized  during  this  period.  Data 
on  the  family  history  of  breast 
cancer,  parity,  and  hormone  usage 
were  inconsistently  reported  and, 
therefore,  excluded  from  analysis. 

All  patients  with  invasive  breast  car- 
cinoma present  before  or 
simultaneously  with  carcinoma  in 
situ  were  excluded  from  analysis. 

Results 

The  clinical  and  pathologic  features 
of  these  patients  are  noted  in  the 
Table.  Of  the  23  patients,  12  had 
ductal  carcinoma  in  situ,  and  11  had 
lobular  carcinoma  in  situ.  The  mean 
age  at  diagnosis  was  50  years,  with 
an  age  range  from  30  to  86  years. 
The  most  common  age  group  at  the 
time  of  diagnosis  for  all  groups  was 
40  to  55  years  (53  per  cent  of 
overall  group).  Sixty-nine  per  cent 
of  patients  were  in  the  premeno- 
pausal and  perimenopausal  years. 
Only  five  patients  were  greater  than 
60  years  of  age  at  diagnosis.  An 
asymptomatic  breast  mass  was  the 
initial  symptom  in  19  patients 
(82  per  cent).  Nipple  discharge  was 
the  presenting  sign  in  three  women 
(13  per  cent).  Mammography,  which 
was  not  in  routine  use  during  this 
period,  was  performed  in  seven 
patients  and  was  positive  or 
suspicious  in  five. 

Fibrocystic  disease  was  the  most 
frequently  encountered  associated 
benign  lesion  (11  women  overall). 
Lobular  hyperplasia  was  noted  in 
two  women,  and  intraductal 
papillomata  was  identified  in  two. 

The  most  common  operation 
performed  for  intraductal  carcinoma 
was  modified  radical  mastectomy 
(seven  patients).  Four  patients 
underwent  simple  mastectomy  with 
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axillary  dissection,  and  one  under- 
went simple  excision.  None  of  these 
women  had  a contralateral  mastec- 
tomy or  biopsy. 

The  most  common  operation 
performed  for  in  situ  lobular  car- 
cinoma was  simple  mastectomy  with 
an  axillary  dissection  (five  patients) 
followed  by  modified  radical 
mastectomy  (four  patients).  Three  of 
the  above  nine  women  underwent 
contralateral  breast  biopsy,  and  two 
underwent  contralateral  simple 
mastectomy,  one  of  whom  had 
histologically  confirmed  LCIS.  Two 
women  underwent  wedge  resection, 
one  of  whom  received  postoperative 
radiotherapy  (4500  rads). 

Twenty-two  women  underwent 
an  ipsilateral  axillary  nodal  dissec- 
tion, and  all  but  one  had 
histologically  negative  lymph  nodes. 
None  of  the  women  received  adju- 
vant chemotherapy  or  hormonal 
therapy. 

Only  one  patient  in  the  entire 
series  died  with  metastatic  breast 
cancer.  This  59-year-old  woman  was 
initially  treated  with  wedge  resec- 
tion followed  by  radiotherapy  for 
lobular  carcinoma  in  situ.  Three  of 
nine  axillary  nodes  were  positive  for 
carcinoma.  She  died  of  metastatic 
breast  carcinoma  nine  years 
postoperatively.  Six  other  patients 
died  with  no  evidence  of  disease 
104  to  223  months  after  the  initial 
diagnosis  (two  from  a cerebro- 
vascular accident,  two  from  myocar- 
dial infarction,  one  from  congestive 
heart  failure,  and  one  from  ovarian 
carcinoma).  Four  of  these  six  had 
intraductal  disease. 

Sixteen  patients  are  still  alive 
with  no  evidence  of  disease  from 
139  months  (11.5  years)  to  318 
months  (26.5  years)  after  the  initial 
diagnosis.  Excluding  the  six  patients 
who  died  with  no  evidence  of 
disease,  there  was  a corrected 
95-per  cent  survival  rate  11.5  years 
postoperatively.  One  patient  with  in- 
traductal disease  was  treated  with  a 
left  modified  radical  mastectomy 
and  was  found  to  have  uninvolved 
nodes.  Invasive  cancer  developed  in 
the  right  breast  10  years  later.  She 
subsequently  underwent  a right 
modified  radial  mastectomy,  was 
found  to  have  histologically-negative 
nodes,  and  is  alive  without  disease 
23.2  years  after  her  initial  operation. 


TABLE 

Carcinoma  in  situ — Charleston  Area  Medical  Center 

Age  Path 

Signs/ 

Symptoms 

Mammogram 

Surgery 

Nodes 

Survival 

(Months) 

30 

DCIS 

L Breast  Mass 
Nipple  Discharge 

- 

Simple 

Mastectomy 

Negative 

257-No 

Recurrence 

52 

LCIS 

L Breast  Tender- 
ness and 
Soreness 

Micro- 
calcification 
L Breast 

Wedge 

Resection 

only 

Negative 

166-No 

Recurrence 

59 

LCIS 

L Breast  Lump 

Wedge 

Resection 

Radiotherapy 

Positive 

108-Died  of 
metastatic  breast 
cancer 

61 

LCIS 

Bloody  Nipple 
Discharge 

Negative 

R Simple 
Mastectomy 

Negative 

139-No 

Recurrence 

38 

LCIS 

L Breast 

— 

L Modified  Radi- 
cal Mastectomy 

Negative 

189-No 

Recurrence 

70 

LCIS 

R Breast  Nipple 
Discharge 

— 

R Modified  Radi- 
cal Mastectomy 

Negative 

149-No 

Recurrence 

49 

DCIS 

Breast  Mass  and 
Tenderness 

— 

L Modified  Radi- 
cal Mastectomy 

Negative 

195-Nc 

Recurrence 

40 

DCIS 

Nodular  Masses 

Negative 

R Modified  Radi- 
cal Mastectomy 

Negative 

192-No 

Recurrence 

55 

DCIS 

Breast  Mass 

Positive 

R Modified  Radi- 
cal Mastectomy 

Negative 

142-No 

Recurrence 

50 

DCIS 

L Nipple  Bloody 
Discharge 

— 

Simple  Excision 

— 

370-No 

Recurrence 

38 

DCIS 

R Breast  Mass 

Positive 

R Modified  Radi- 
cal Mastectomy 

Negative 

196-No 

Recurrence 

86 

DCIS 

R Breast  Mass 

— 

Simple 

Mastectomy 

Negative 

104-No 
Recurrence; 
Died  of  CVA 

44 

LCIS 

R Breast  Mass 

Positive 

Simple 

Mastectomy 

Negative 

186-No 

Recurrence 

43 

LCIS 

R Breast  Mass 

— 

Simple 

Mastectomy 

Negative 

291-No 

Recurrence 

47 

LCIS 

L Breast  Mass 
and  Tenderness 

L Modified 
Radical 
Mastectomy 

Negative 

279-New  R 
Breast 

Primary;  No 
other 

recurrences 

70 

LCIS 

L Breast  Mass 

Simple 

Mastectomy 

Negative 

158-No 
Recurrences 
Pt  Died  of 
MI 

48 

DCIS 

L Breast  Mass 

Positive 

L Modified 
Radical 
Mastectomy 

Negative 

223-No 
Recurrence; 
Pt  Died  of 
MI 

36 

DCIS 

L Breast  Mass 

— 

L Modified 
Radical 
Mastectomy 

Negative 

145-No 
Recurrence; 
Died  of  CVA 

44 

LCIS 

L Breast  Mass 

- 

R Modified  Radi- 
cal Mastectomy 

Negative 

240-No 

Recurrence 

49 

LCIS 

L Breast  Mass 

Simple 

Mastectomy 

Negative 

132-No 

Recurrence; 

Died  of 
Ovarian  CA 

40 

LCIS 

L Breast  Mass 

— 

Modified  Radi- 
cal Mastectomy 

Negative 

200-No 

Recurrence 

62 

DCIS 

L Breast  Mass 

— 

Simple 

Mastectomy 

Negative 

137-No 
Recurrence 
Died  of  CHF 

42 

DCIS 

R Breast  Mass 

— 

Simple 

Mastectomy 

Negative 

318-No 

Recurrence 
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Discussion 

If  a composite  were  devised  of  the 
patient  in  whom  breast  carcinoma 
in  situ  developed  on  the  basis  of 
the  CAMC  data,  she  would  be  a 
premenopausal  or  perimenopausal 
woman  between  the  ages  of  40  and 
55  in  whom  a new  asymptomatic 
mass  developed  after  she  was 
followed  in  the  past  for  fibrocystic 
disease.  The  mass  would  be 
discovered  by  her  or  her  physician 
and  she  would  undergo  biopsy.  No 
grossly  discernible  form  of  cancer 
would  usually  be  found  by  the 
surgeon  or  pathologist,  and  the 
diagnosis  would  be  made  only  by 
microscopic  evaluation. 

This  composite  is  similar  to  that 
described  for  women  with  in  situ 
breast  carcinoma  in  previously 
reported  studies  before  the  advent  of 
routine  screening  mammography  (8). 
By  contrast,  in  a recent  nationwide 
study  of  patients  who  underwent 
mammographic  screening,  59  per 
cent  of  the  in  situ  cancers,  par- 
ticularly intraductal  cancer,  were 
detected  exclusively  by  mam- 
mography. Thus,  small 
mammographically-detected  lesions 
now  make  up  the  majority  of  cases 
of  breast  carcinoma  in  situ  at  many 
institutions. 

In  the  past,  most  patients  with 
intraductal  or  lobular  in  situ  car- 
cinoma were  treated  by  mastectomy, 
which  eliminated  the  possibility  of 
studying  the  natural  history  of  these 
lesions.  The  available  information 
on  the  risk  of  progression  from  in 
situ  invasive  cancer  thus  is  extreme- 
ly limited  and  is  based  on  studies  in 
which  patients  were  treated  with 
biopsy  alone.  The  largest  studies  on 
intraductal  carcinoma  treated  by  ex- 
cision alone  have  estimated  the  risk 
of  developing  subsequent  invasive 
carcinoma  to  be  between  20  per  cent 
and  30  per  cent  within  10  years 
of  the  initial  diagnostic  biopsy  (10,11). 
The  development  of  subsequent  in- 
vasive cancer  either  ipsilaterally  or 
bilaterally  in  patients  with  lobular 
carcinoma  in  situ  treated  with  exci- 
sion alone  has  been  reported  to 
range  from  two  to  38  per  cent  (12). 
Most  of  the  above  studies,  however, 
are  retrospective  with  small 
numbers  of  patients  and  a lack  of 
adequate  information  regarding  the 
extent  of  excision,  the  sites  of 


recurrence,  and  clearly-defined 
criteria  with  which  to  make  the 
diagnosis. 

Mastectomy 

Mastectomy  has  been  the  standard 
treatment  for  in  situ  breast  car- 
cinoma. Local  tumor  control  and 
survival  rates  approaching  100  per 
cent  can  be  obtained  by  mastec- 
tomy, according  to  several  represen- 
tative larger  studies  (5,6).  None  of 
the  patients  in  this  series  who 
underwent  modified  radical  or  sim- 
ple mastectomy  had  local  ipsilateral 
recurrences  or  died  of  recurrent  or 
metastatic  disease. 

The  need  to  perform  an  axillary 
node  dissection  in  patients  with 
breast  carcinoma  in  situ  is  a matter 
of  debate.  The  incidence  of  positive 
axillary  nodes  at  the  time  of  axillary 
dissection  for  intraductal  carcinoma, 
based  on  14  published  series,  is  less 
than  five  per  cent  (7).  Only  one  of 
22  patients  in  this  series  in  whom 
an  axillary  dissection  was  performed 
had  positive  nodes.  Thus  an  axillary 
dissection  may  not  be  required  in 
patients  with  small  intraductal 
tumors  with  clear  margins.  It  may 
still  play  a role  in  the  treatment  of 
large  or  multicentric  tumors  where 
higher  recurrence  rates  have  been 
observed. 

Breast-Conserving  Surgery 

Since  recent  studies  have 
demonstrated  that  breast-conserving 
surgery  and  radiotherapy  represent  a 
reasonable  alternative  to  mastectomy 
for  many  patients  with  invasive 
breast  cancer,  there  has  been  in- 
creasing consideration  to  performing 
breast-preserving  procedures  in  the 
treatment  of  in  situ  breast  car- 
cinoma. A number  of  recent  pro- 
spective studies  involving  small 
groups  of  patients  with  intraductal 
carcinoma  treated  with  local  excision, 
with  or  without  postoperative  radio- 
therapy, have  been  published  (7,13). 
In  those  patients  treated  by  excision 
alone,  local  recurrences  have 
developed  in  approximately  20  per 
cent  (7,13).  The  addition  of 
postoperative  radiotherapy  to  exci- 
sion has  reduced  the  recurrence  rate 
to  a range  of  three-10  per  cent  (7,13). 

Several  studies  have  also  sup- 
ported excision  alone  as  initial 
therapy  for  lobular  carcinoma 


in  situ  (2,14).  The  American  College 
of  Surgeons  identified  121  cases  of 
lobular  carcinoma  in  situ  treated  by 
eight  different  surgical  procedures, 
ranging  from  biopsy  alone  to  super- 
radical mastectomy.  Thirty-one  pa- 
tients had  wedge  excision  and  two 
biopsy  alone,  with  no  recurrences 
in  either  group.  Eighty-eight  patients 
were  treated  by  mastectomy,  with 
recurrences  in  three  per  cent.  There 
was  no  statistically-significant  dif- 
ference in  the  five-year  or  disease- 
free  survival  in  patients  treated  by 
conservative  versus  more  radical 
surgical  approaches. 

The  followup  in  the  above 
studies,  however,  has  been  short- 
term. Followup  of  at  least  10  years 
will  be  necessary  to  determine  if 
conservative  therapy  will  result  in 
acceptable  local  failure  rates  for  in 
situ  breast  carcinoma. 

Clinical  Trial  Under  Way 

In  light  of  the  above  controversy, 
the  National  Surgical  Adjuvant  Breast 
Project  (NSABP)  initiated,  and  is  cur- 
rently conducting,  a randomized 
clinical  trial  (Protocol  B-17)  compar- 
ing excision  alone  with  excision  and 
radiotherapy  for  the  treatment  of  in- 
traductal carcinoma.  Patients  with 
just  lobular  carcinoma  in  situ  are 
registered  but  not  randomized.  The 
results  of  this  study  should  provide 
valuable  information  regarding  the 
natural  history  of  intraductal  and 
lobular  in  situ  carcinoma,  the  value 
of  radiotherapy  for  the  treatment  of 
intraductal  carcinoma,  and  criteria 
for  the  selection  of  patients  for 
breast-conserving  treatment. 

New  Markers 

New  laboratory  markers  are  being 
studied  in  an  attempt  to  distinguish 
between  benign  and  malignant 
breast  lesions  and  to  determine 
which  patients  with  in  situ  car- 
cinoma will  be  more  likely  to 
develop  invasive  cancer.  Examples 
of  such  markers  include  the  21,000 
molecular  weight  RAS  protein  (15), 
NEU  proto-oncogene  (16),  the  DF3 
tumor-associated  antigen  (17),  an- 
tibodies to  cytokeratins  (18),  and 
DNA  analysis  (19).  The  results  of 
these  studies  plus  the  NSABP  study 
will  answer  many  questions  about 
in  situ  breast  carcinoma  and  give 
physicians  much  better  guidelines 
for  treatment. 
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Axillary-subclavian  vein  thrombosis 
in  young  patients  has  produced 
long-term  disability  because  of 
failure  of  the  thrombosed  vein  to 
recanalize.  In  a review  of  10  pa- 
tients with  axillary-subclavian  vein 
thrombosis  treated  in  our  institu- 


tion, four  were  effort  vein  throm- 
bosis. All  patients  were  diagnosed 
by  venography.  One  patient  receiv- 
ed urokinase  with  complete  resolu- 
tion of  symptoms  and  complete 
dissolution  of  the  clot  after  two 
days  of  initial  therapy,  which  was 
confirmed  by  venography  and 
duplex  imaging.  Another  patient 
received  streptokinase  with  partial 
resolution  of  symptoms  and  dissolu- 
tion of  the  clot,  which  was  confirm- 
ed by  venography. 

The  other  two  patients  were 
treated  with  conventional  an- 
ticoagulant therapy  with  partial 
resolution  of  symptoms  and  no 
dissolution  of  the  clot. 

Thrombolytic  therapy  appears 
to  be  superior  to  anticoagulation  in 


dissolution  of  symptoms  in  effort 
vein  thrombosis  and  should  be  con- 
sidered in  its  management  if  the 
diagnosis  is  made  early. 

Thrombosis  of  the  axillary  or 
subclavian  vein  accounts  for  one 
to  two  per  cent  of  all  deep  venous 
thrombosis  (1-2).  Thrombosis  of  the 
axillary-subclavian  vein  was  first 
described  by  Sir  James  Paget  in  1875 
as  “gouty  phlebitis”  (3). 

Recent  reports  have  shown  that 
as  high  as  74  per  cent  of  these  pa- 
tients have  residual  disability,  and  12 
per  cent  have  significant  complica- 
tions with  conservative  therapy  (4-7). 
Dissatisfaction  with  the  poor  results 
of  these  modalities  has  promoted 
others  to  use  thrombolytic  therapy, 
the  benefit  of  which  has  been 
reported  to  be  uncertain  (8). 

The  purpose  of  this  paper  is  to 
review  our  experience  in  treating 
patients  with  axillary-subclavian  vein 
thrombosis  with  emphasis  on  four 
patients  with  spontaneous  (effort) 
thrombosis,  two  of  whom  were 
treated  with  thrombolytic  therapy 
and  two  with  conventional 
anticoagulation. 

Material  and  Methods 

During  the  past  18  months,  10  pa- 
tients with  axillary-subclavian 
thrombosis  were  treated  in  our  in- 
stitution. All  of  them  presented  with 
marked  edema  and  pain  of  the  in- 
volved arm.  The  diagnosis  was  con- 
firmed by  ascending  venography  in 
all  patients.  The  age,  sex,  probable 
cause,  treatment  modalities,  clinical 
response,  and  the  findings  of  the 
venogram  after  treatment,  if  done, 
are  shown  in  the  Table.  Eight  pa- 
tients, including  two  with  effort 
vein  thrombosis,  were  treated  with 
conventional  methods,  and  two 
others  with  effort  vein  thrombosis 
were  treated  with  thrombolytic 
therapy. 

Conventional  treatment  con- 
sisted of  intravenous  heparin  follow- 
ed by  warfarin  sodium  (Coumadin). 
A loading  dose  of  5,000-10,000  units 
of  heparin  followed  by  1,000-1,500 
units  per  hour  was  given  by  con- 
tinuous intravenous  infusion.  The 
dosage  was  adjusted  to  achieve  an 
activated  partial  thromboplastin  time 
of  two  times  the  control  value. 
Heparin  was  given  for  seven  to  10 
days,  followed  by  warfarin  sodium 
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TABLE 

Cases  of  Axillary-Subclavian  Vein  Thrombosis  (ASVT)* 

No. 

Age 

Sex 

Probable  Cause 

Treatment 

Clinical  Response 

Venogram 
after  Rx 

1 

35 

F 

Hickman 

cathetee 

heparin  & 
warfarin 

No  improvement 

— 

2 

81 

M 

Pacemaker 

insertion 

heparin  & 
warfarin 

Some 

improvement*  * 

— 

3 

55 

F 

Spontaneous 

(effort) 

heparin  & 
warfarin 

Some 

improvement*  * 

ASV*  still  occluded 
three  months  later 

4 

67 

F 

Hickman 

catheter 

heparin  & 
warfarin 

No  improvement 

— 

5 

65 

F 

Mediastinal 
tumor  & 
irradiation 

heparin  & 
warfarin 

Some 

improvement*  * 

— 

6 

25 

M 

Spontaneous 

(effort) 

urokinase, 
heparin  & 
warfarin 

Rt.  arm  swelling 
subsided  com- 
pletely in  three 
days 

Total  resolution 

7 

41 

F 

Hickman 

catheter 

heparin  & 
warfarin 

expired 

— 

8 

51 

M 

Mediastinal 

tumor 

heparin, 
warfarin  & 
cephalic  to 
femoral  vein 
bypass 

Some 

improvement*  * 

— 

9 

32 

M 

Spontaneous 

(effort) 

heparin  & 
warfarin 

Some 

improvement*  * 

ASV  still  occluded 
four  months  later 

10 

25 

M 

Spontaneous 

(effort) 

streptokinase, 
heparin  & 
warfarin 

Some 

improvement*  * 

Partial  resolution 

‘axillary-subclavian  vein  thrombosis 

“Some  improvement — improvement  of  arm  swelling,  but  not  total  resolution. 

for  eight  to  12  weeks.  Warfarin  was 
started  three  to  four  days  before 
heparin  was  discontinued  in  order 
to  achieve  adequate  anticoagulation. 
The  warfarin  dosage  was  adjusted  to 
achieve  a prothrombin  time  of  two 
to  three  times  the  control.  All  pa- 
tients were  treated  by  limb  elevation 
and  moist  heat.  Two  patients  were 
treated  with  thrombolytic  therapy, 
and  the  protocol  will  be  described 
later. 

Clinical  response  was  defined  as 
no  improvement  if  arm  swelling  did 
not  change  during  the  course  of 
treatment,  some  improvement  if  par- 
tial resolution  of  the  swelling  was 
obtained,  or  total  resolution  if  the 
arm  size  returned  to  normal.  The 
four  patients  with  effort  vein  throm- 
bosis had  post-treatment  venography 
and/or  venous  duplex  imaging  with 
venous  plethysmography  to  monitor 
the  response  to  treatment. 


Results 

There  were  five  men  and  five 
women  ranging  in  age  from  24  to 
81  years.  Four  patients  had  spon- 
taneous vein  thrombosis,  three  had 
venous  occlusion  resulting  from  in- 
dwelling Hickman  catheter,  and  one 
related  to  pacemaker  insertion.  Two 
were  related  to  compression  by 
mediastinal  tumor. 

The  four  cases  which  were 
caused  by  Hickman  catheter  or 
pacemaker  insertion  were  treated  by 
removal  of  the  causing  catheter  and 
conventional  therapy.  Two  of  these 
patients  had  no  improvement,  one 
had  some  improvement,  and  one 
expired  from  disseminated  malignan- 
cy and  multiple-system  failure. 

Of  the  two  cases  which  were 
caused  by  compression  of 
mediastinal  tumor,  one  was  treated 
with  conventional  therapy  with 
some  improvement,  and  the  other 
was  treated  by  left  cephalic-femoral 


vein  bypass  and  conventional 
therapy  with  some  improvement. 
The  results  in  the  four  patients  with 
spontaneous  thrombosis  are  describ- 
ed below. 

Cases  of  Spontaneous  (Effort) 
Thrombosis 

Case  1.  This  was  a 25-year-old, 
white  male  who  had  very  recently 
begun  lifting  weights  on  a regular 
basis.  This  patient  had  played 
cricket  two  days  prior  to  admission 
and  then  had  been  working  out 
with  upper-extremity  weights  the 
same  day.  One  day  prior  to  admis- 
sion, he  began  to  notice  some  swell- 
ing in  the  right  arm  without  any 
pain,  but  he  thought  that  the  arm 
felt  somewhat  swollen  and  thick. 

Physical  examination  was  within 
normal  limits  except  for  generalized 
swelling  of  the  right  arm.  The  right 
upper  arm  and  forearm  were  one 
and  one-quarter  inch  and  one  and 
three-quarters  inch  greater  in  cir- 
cumference than  the  left,  respective- 
ly. There  was  prominence  of  the 
superficial  veins  in  the  right  arm. 

His  radial  pulse  was  normal  bilateral- 
ly. Addison’s  test  to  check  for 
diminished  radial  pulse  while  the 
right  arm  was  raised  was  negative. 
His  chest  x-ray  and  electrocar- 
diogram were  normal. 

Venous  plethysmography  and 
venous  duplex  imaging  (Figure  la) 
showed  right  axillary-subclavian  vein 
thrombosis,  which  was  confirmed 
by  venography  (Figure  lb).  The  pa- 
tient was  placed  on  heparin  for  24 
hours.  There  was  some  initial  con- 
cern regarding  the  use  of  throm- 
bolytic therapy  because  of  the 
possibility  of  peptic  ulcer  disease; 
however,  after  24  hours,  urokinase 
was  started.  A loading  dose  of  2,000 
units  per  pound  followed  by  infu- 
sion of  2,000  units  per  pound  per 
hour  was  administered  through  a 
dorsal  vein  in  the  right  hand. 

There  was  excellent  relief  of  his 
swelling  very  rapidly  after  this,  and 
a 24-hour,  follow-up  venous 
plethysmography  showed  improve- 
ment in  the  maximum  venous 
outflow  from  four  cc  per  100  grams 
per  minute  prior  to  therapy  to  l4cc. 
(Left  maximum  venous  outflow  was 
12cc  and  24cc,  respectively.)  A 
venous  duplex  imaging  showed  par- 
tial resolution  of  the  thrombosis. 
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Figure  lb.  Venogram  indicating  right 
axiliary-subclavian  vein  thrombosis  (ar- 
row). (Case  1) 


compression  of  the  axillary- 
subclavian  vein  at  the  thoracic 
outlet  (Figures  Id  and  le).  After  the 
urokinase  infusion  was  terminated, 
heparin  was  initiated  and  warfarin 
was  given  two  days  later.  The  pa- 
tient was  discharged  on  five  mg.  of 
warfarin  daily.  His  arm  swelling 
completely  subsided  within  three 
days  of  the  initial  therapy  of 
urokinase.  Three  months  after 
discharge,  the  patient  continued  to 
do  well,  and  his  repeat  venous 
duplex  imaging  and 
plethysmography  were  normal. 

Case  2.  A 32-year-old,  white 
male  was  admitted  with  a 24-hour 
history  of  pain,  swelling  and  promi- 
nent veins  of  his  left  dominate  arm. 
He  gave  a history  of  working  for 
several  hours  with  his  left  arm 
above  his  head.  Past  medical  and 
surgical  history  were  unremarkable. 
Clinical  examination  showed  the  left 
arm  to  be  moderately  swollen  and 


Figure  lc.  Venous  duplex  imaging  showing 
almost  total  resolution  of  the  axillary  vein 
thrombosis  (indicated  by  dot).  (Case  1) 


Figure  Id.  Venogram  showing  complete 
resolution  of  the  axillary-subclavian  vein 
thrombosis  after  two  days  of  urokinase 
therapy  (Case  1). 


Therefore,  urokinase  was  continued 
for  another  24  hours,  and  a repeat 
venous  duplex  imaging  showed 
almost  total  resolution  of  the  throm- 
bosis (Figure  lc),  and  venous 
plethysmography  showed  a max- 
imum venous  outflow  of  35cc  of 
the  right  arm  and  26cc  of  the  left 
arm. 

A second  venogram,  which  was 
done  three  days  after  completion  of 
urokinase  therapy,  showed  complete 
resolution  of  the  thrombus  with  no 


Figure  la.  Venous  duplex  imaging  of  right 
axillary  vein.  The  dot  indicates  echogenic 
material  - thrombosis  of  the  vein  (Case  1). 


warm  to  touch.  The  superficial  veins 
were  distended  in  the  left  arm  and 
forearm.  The  rest  of  the  examina- 
tion was  normal. 

The  chest  x-ray  was  normal 
without  masses  of  hilar  adenopathy. 
The  electrocardiogram  was  normal. 

A venogram  performed  on  admis- 
sion showed  complete  obstruction 
of  the  left  axillary-subclavian  veins 
(Figure  2a). 

He  was  treated  with  moist  heat, 
arm  elevation  and  heparin  in- 
travenous infusion  for  seven  days, 
and  was  discharged  on  warfarin. 
Some  improvement  of  the  swelling 
was  noticed  during  this  admission. 

He  continued  to  have  some 
pain  and  left  arm  and  forearm  swell- 
ing four  months  after  discharge, 
because  of  which  another  venogram 
was  done  which  showed  that  the 
axillary  vein  was  still  occluded 
(Figure  2b).  The  patient  was  advised 
to  continue  arm  elevation  and  war- 
farin therapy.  His  improvement  con- 
tinued to  be  slow,  and  he  indicated 
he  had  no  desire  of  further  manage- 
ment. When  he  was  seen  one 
month  later,  his  arm  swelling  and 
symptoms  had  not  changed. 

Case  3-  This  is  a 24-year-old, 
white  male  who  underwent  right 
subclavian  to  brachial  artery  reverse 
vein  bypass  with  cervical  rib  resec- 
tion for  symptomatic  right  thoracic 
outlet  syndrome.  He  presented  with 
right  subclavian  artery  aneurysm 
with  distal  thrombosis  of  the  ax- 
illary artery.  His  postoperative 
course  was  uneventful. 


Figure  le.  Venogram  showing  no  compres- 
sion of  the  axillary-subclavian  vein  at  the 
thoracic  outlet  - abduction  maneuver 
(Case  1). 
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Figure  2a.  Venogram  showing  complete 
obstruction  of  the  left  axillary-subclavian 
veins  (Case  2). 


Figure  2b.  Venogram  showing  occluded  ax- 
illary vein  after  four  months  of  conser- 
vative treatment  (Case  2). 

Six  weeks  after  discharge,  he 
presented  with  acute  right  arm 
swelling  and  pain  of  24  hours’  dura- 
tion. His  right  radial  pulse  was  nor- 
mal, and  the  rest  of  the  clinical  ex- 
amination was  normal.  The  chest  x- 
ray  and  electrocardiogram  were  nor- 
mal. A venogram  of  the  right  arm 


showed  total  occlusion  of  the  ax- 
illary vein  (Figure  3). 

He  was  treated  with  intravenous 
streptokinase  250,000  units  loading 
dose  followed  by  100,000  units  per 
hour  continuous  infusion  for  48 
hours.  A decreased  fibrinogen  level 
and  prolonged  thrombin  time  in- 
dicated a lytic  state.  He  then  began 
receiving  heparin,  and  was  con- 
verted to  warfarin  therapy.  The 
patient’s  symptoms  partially  sub- 
sided in  three  days;  however,  he 
continued  to  complain  of  some 
pain  and  swelling  of  the  right 
dominate  hand.  In  view  of  this, 
venography  was  repeated  one 
month  after  discharge,  with  only 
partial  resolution  of  the  thrombosis 
shown  (Figure  3). 

His  symptoms  gradually  improv- 
ed, but  his  right  arm  stayed 
somewhat  swollen  10  weeks  after 
his  initial  treatment  with  strep- 
tokinase. As  seen  in  this  case,  in 
spite  of  improvement  of  his  symp- 
toms, the  resolution  of  his  throm- 
bosis was  partial  after  streptokinase 
therapy. 

Case  4.  A 55-year-old,  white 
female  was  admitted  because  of 
pain,  cyanosis  and  swelling  of  the 
right  arm  and  forearm  which  had 
been  present  for  two  days.  She  gave 
a history  of  playing  golf  two  days 
prior  to  the  onset  of  her  symptoms. 
Past  medical  and  surgical  history 
was  irrelevant. 

Upon  examination,  the  right 
arm  and  forearm  were  swollen.  The 
superficial  veins  were  quite  promi- 
nent. The  pulses  on  the  right  arm 
were  normal.  The  neurological  ex- 
amination was  unremarkable.  The 
rest  of  the  physical  examination  was 
normal.  The  chest  x-ray,  electrocar- 
diogram and  computed  tomography 
of  the  chest  were  normal. 

The  venogram  showed  right  ax- 
illary vein  thrombosis  (Figure  4a). 
The  patient  was  treated  with  arm 
elevation,  heparin  and  warfarin,  and 
was  discharged  on  warfarin.  The 
arm  swelling  was  somewhat  improv- 
ed at  the  time  of  discharge; 
however,  she  continued  to  have 
some  pain  and  mild  swelling  of  the 
right  arm  on  exertion.  Three 
months  later,  venous  duplex  and 
plethysmography  were  done,  and 
they  were  positive  for  deep  vein 
obstruction.  This  was  confirmed  by 


repeat  venogram,  which  showed  no 
change  from  the  previous  venogram 
(Figure  4b). 

Discussion 

The  most  common  causes  of 
axillary-subclavian  vein  thrombosis 
are:  (1)  Iatrogenic — secondary  to  in- 
sertion of  Hickman  catheters  for 
chemotherapy,  pacemakers,  central 
venous  pressure  lines,  or  other 
vascular  catheterizations;  (2)  Primary 
(spontaneous)  or  effort  thrombosis; 
(3)  Malignancy — both  from  direct 
obstruction  by  the  tumor  or  its 
metastatic  nodes  or  secondary  to 
the  hypercoagulability  state 
associated  with  certain  tumors; 


Figure  3a.  Venogram  showing  total  occlu- 
sion of  the  right  axillary  vein  (Case  3). 


Figure  3b.  Venogram  showing  partial 
resolution  of  the  thrombosis  six  weeks 
after  streptokinase  therapy. 
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Figure  4a.  Venogram  showing  right 
axillary-subclavian  vein  thrombosis  (ar- 
row). (Case  4) 


Figure  4b.  Venogram  showing  no  change  In 
the  right  axillary  vein  thrombosis  (arrow) 
three  months  after  conservative  therapy 
(Case  4). 

(4)  Systemic  disease,  e.g.  heart 
disease,  nephrotic  syndrome  and 
sepsis,  and  (5)  Direct  trauma. 

Four  patients  in  our  series  had 
effort  vein  thrombosis,  three  related 
to  Hickman  catheter  insertion  for 
chemotherapy,  one  related  to 
pacemaker  insertion,  and  two 
related  to  malignancy. 

The  pathophysiology  of  effort 
vein  thrombosis  has  been  postulated 
to  be  multifactorial:  first,  external 
compression  of  the  axillary- 


subclavian  vein  due  to  anomalous 
subclavius  or  anterior  scalene  mus- 
cle, congenital  fibromuscular  bands 
or  narrowing  of  the  costoclavicular 
space  from  depression  of  the 
shoulder  can  be  a factor;  second, 
the  stress  of  exercise  may  temporari- 
ly cause  hypercoagulability,  and 
third,  repetitive  shoulder-arm  mo- 
tion may  cause  microscopic  intimal 
tears  in  the  vessel  wall.  These  three 
factors  satisfy  Virchow’s  classic  triad 
for  thrombosis:  stasis,  hyper- 
coagulability and  intimal  damage. 

The  most  important  factor  in 
explaining  the  high  thrombosis  rate 
in  the  axillary  subclavian  vein  com- 
pared to  other  major  veins  seems  to 
be  its  relatively  fixed  position  in  the 
thoracic  outlet,  exposing  it  to 
repeated  trauma  during  arm  move- 
ment (9).  The  role  of  the  first  rib  as 
the  major  limiting  structure  in  the 
thoracic  outlet  has  been  emphasized 
by  Roos  (10,11). 

Effort  vein  thrombosis  usually 
presents  clinically  in  middle-aged, 
healthy  males.  It  presents  with  sud- 
den onset  of  swelling  of  the  domi- 
nant upper  extremity.  Recent  trauma 
or  unusual  exertion  can  be 
documented  in  the  majority  of  the 
cases.  Venous  hypertension  of  the 
upper  extremity  after  the  onset  of 
subclavian  vein  thrombosis  causes 
long-term  disability  consisting  of 
arm  pain  and  swelling  exacerbated 
by  exercise.  These  symptoms  persist 
for  a long  time  in  a large  percentage 
of  patients,  and  appear  uninfluenced 
by  standard  anticoagulant  therapy  (12). 
Persistence  of  symptoms  is 
associated  with  persistent  occlusion 
of  the  subclavian  vein  as  shown  by 
Tilney  and  co-workers  (13). 

Treatment,  Complications 

Treatment  of  axillary-subclavian  vein 
thrombosis  traditionally  has  been: 
bed  rest,  heat,  limb  elevation,  and 
anticoagulation.  Better  results  were 
described  with  early  use  of  heparin 
than  with  oral  anticoagulants  (1). 
Sasahara  (14)  indicated  that  residual 
symptoms  after  anticoagulant 
therapy  are  due  to  continued 
obstruction,  venous  hypertension 
and  valvular  damage. 

With  early  conservative  therapy, 
complete  resolution  of  symptoms 
occurs  in  between  15  to  30  per  cent 
of  patients  (13).  Pulmonary  emboli 
have  been  found  to  occur  in  12  per 


cent  to  36  per  cent  of  axillary- 
subclavian  vein  thrombosis  (6,7,15). 

Due  to  the  chronic  post- 
phlebitic  syndrome  of  the  arm 
which  results  in  disabling  pain  and 
swelling  on  exertion  (venous 
claudication),  various  surgical  pro- 
cedures have  been  advocated  for  ef- 
fort vein  thrombosis.  These  include 
thrombectomy  and  first-rib  resection 
with  division  of  the  subclavius  mus- 
cle tendon,  and  first-rib  resection 
without  thrombectomy  (16,17). 

These  procedures  have  improved 
therapy  of  effort  vein  thrombosis 
and  lowered  the  incidence  of  disab- 
ling complications. 

Unfortunately,  prolonged  paten- 
cy after  venous  thrombectomy  is 
difficult  to  achieve.  DeWeese  et  al.  (18) 
described  five  patients  treated 
with  thrombectomy,  two  of  whom 
showed  re-thrombosis  on  follow-up 
venograms.  Roos  (11),  with  vast  ex- 
perience in  the  treatment  of 
thoracic  outlet  problems,  has  stated 
that  “re-occlusion  is  anticipated  after 
this  procedure.”  Although  venous 
thrombectomy  can  be  successful  in 
restoring  long-term  patency,  the 
overall  publicized  results  of  this  ap- 
proach have  been  poor. 

First-rib  resection  may  seem  to 
be  the  logical  therapy  for  effort  vein 
thrombosis  since  the  major  cause  of 
this  disorder  seems  to  be  the  fixed 
position  of  the  axillary-subclavian 
vein  in  the  thoracic  outlet.  However, 
in  most  cases  of  effort  vein  throm- 
bosis, no  anatomical  anomaly  can 
be  found.  For  this  reason,  first-rib 
resection  should  be  reserved  for 
cases  in  which  an  anatomical 
anomaly  can  be  identified  or  in 
cases  of  re-thrombosis  of  the  vein 
following  previous  treatment. 

The  role  of  thrombolytic  agents 
in  effort  vein  thrombosis  is  con- 
troversial (8,14,19).  The  use  of 
thrombolytic  therapy  in  this  condi- 
tion can  be  justified  due  to  the 
potential  loss  of  productivity  in 
relatively  young  males  who  are 
treated  with  anticoagulants.  For- 
tunately, most  patients  with  effort 
vein  thrombosis  are  young  and  free 
of  coexisting  disease  and  contrain- 
dications to  thrombolytic  therapy. 
The  symptoms  are  sufficiently 
dramatic  so  that  most  patients  pre- 
sent promptly  for  treatment. 

The  chronic  post-phlebitic  syn- 
drome seems  to  be  the  result  of 
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venous  hypertension  secondary  to 
obstruction.  Therefore,  dissolution 
of  the  clot  resulting  in  return  of 
flow  should  relieve  this  syndrome. 
Streptokinase  and  urokinase  have 
both  been  shown  to  reduce  the 
size,  or  completely  lyse,  throm- 
boemboli.  However,  both  agents  are 
most  effective  when  given  within 
five  to  seven  days  of  the  develop- 
ment of  the  thrombosis. 

The  thrombolytic  agents,  strep- 
tokinase and  urokinase,  have  been 
found  by  many  (14,19,20,21)  to  be 
both  safe  and  effective  in  clearing 
thrombosed  veins. 

Zimmerman  et  al.  (22)  reported 
a 48-hour  urokinase  infusion  in  18 
patients  with  subclavian  vein  throm- 
bosis, and  demonstrated  the  return 
of  vein  patency  in  82  per  cent.  A 
study  reported  by  Theiss  and  Wirtz- 
feld  (23)  in  the  German  literature 
using  both  streptokinase  and 
urokinase  therapy  demonstrated  im- 
provement in  94  per  cent  of  pa- 
tients, yet  complete  resolution  of 
the  clot  occurred  in  only  57  per 
cent. 

Hemorrhagic  complications  oc- 
cur two  to  five  times  more  often  in 
patients  being  treated  with  throm- 
bolytic agents  than  in  those  treated 
with  heparin.  Therefore,  throm- 
bolytic agents  are  contraindicated 
in:  patients  less  than  10  days 
postoperative  or  post-partum, 
bleeding  disorders,  cerebrovascular 
accidents,  neurosurgical  procedures 
within  previous  two  months,  or 
significant  hypertension.  Throm- 
bolytic agents  should  be  ad- 
ministered in  the  intensive  care 
setting. 

Sensitivity  reactions  are  rare 
with  urokinase,  but  occur  in  10  per 
cent  to  25  per  cent  of  patients 
receiving  streptokinase.  However, 
streptokinase  is  relatively  inexpen- 
sive compared  to  urokinase. 

Study  Results 

In  the  four  cases  presented  in  our 
study,  thrombolytic  therapy  resulted 
in  complete  resolution  of  the  symp- 
toms in  a patient  treated  with 
urokinase,  and  partial  resolution  in 
a patient  treated  with  streptokinase. 
Also,  thrombolytic  therapy  revealed 


re-establishment  of  flow  through 
the  previously  thrombosed  axillary- 
subclavian  vein.  The  patient  treated 
with  urokinase  revealed  complete 
dissolution  of  the  clot  in  follow-up 
venogram  and  venous  duplex  scan- 
ning; however,  the  resolution  was 
partial  in  a patient  treated  with 
streptokinase.  Duplex  ultrasound 
provides  a simple,  noninvasive 
method  to  diagnose  and  follow  re- 
establishment of  flow  through  the 
vein  during  thrombolytic  therapy. 

The  other  two  patients  treated 
with  heparin  therapy  had  no  resolu- 
tion of  the  venous  obstruction  on 
follow-up  venograms,  and  only 
some  improvements  of  their 
symptoms. 

Conclusion 

In  conclusion,  thrombolytic  therapy 
should  be  the  treatment  of  choice 
in  effort  vein  thrombosis  in  healthy, 
productive  patients  if  diagnosed 


( iwn  conclusion, 

JL  thrombolytic  therapy 
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choice  in  effort  vein 
thrombosis  in  healthy, 
productive  patients  if 
diagnosed  early.  ) ) 


early.  The  risk  of  disabling  com- 
plications following  conservative  an- 
ticoagulation therapy  makes  the  risk 
of  thrombolytic  agents  acceptable  in 
this  group. 

Urokinase  seems  to  be  superior 
to  streptokinase  due  to  better 
dissolution  of  the  clots  and  the  high 
incidence  of  sensitivity  reactions  to 
streptokinase.  Thrombolytic  therapy 
is  also  preferable  to  thrombectomy 
in  that  it  avoids  the  risks  of  opera- 
tion and  the  possibility  of  intimal 
damage  related  to  embolectomy 
catheter. 
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Urinary  tract  infections  are  com- 
mon and  easily  treated,  but  studies 
from  the  last  decade  have  identified 
important  diagnostic  subsets  that 
have  led  to  cost-effective  therapy 
based  upon  rational  scientific  data. 
Management  of  urinary  tract  infec- 
tions (UTI)  in  the  immunocom- 
promised, the  elderly  and  young 
women  is  addressed.  Short-course 
antibiotic  therapy  and  use  of  in- 
travenous pyelography  in  young 
women  with  UTI  are  discussed. 


The  dogmas  of  the  quiet  past 
are  inadequate  to  the  stormy 
present.  The  occasion  is  piled 
high  with  difficulty  and  we 
must  rise  to  the  occasion.  As 
our  case  is  new , so  must  we 
think  and  act  anew. 

Abraham  Lincoln 
December  1,  1862 

There  are  over  six  million  office 
visits  in  the  United  States  for 
urinary  tract  infections  plus  the 
numerous  UTIs  seen  in  hospitalized 
patients.  Most  of  these  UTIs  are  fair- 
ly straightforward  and  are  easily 
managed,  but  newer  data  from  the 
last  decade  suggest  that  there  are 
important  subsets  of  the  broad 
disease  category,  “UTI.”  These 
studies  have  also  questioned  the 
“dogma”  of  the  past  concerning  the 
diagnosis  and  treatment  of  urinary 
tract  infections. 

Three  clinical  vignettes 
demonstrate  important  new  aspects 
in  the  management  of  urinary  tract 
infections  in  the  immunocom- 
promised, the  elderly,  and  in  young 
women  with  acute  dysuria.  Impor- 


tant issues  within  those  discussions 
are:  length  of  therapy  with  an- 
tibiotics and  the  appropriate  use  of 
intravenous  pyelography  in  young 
women  with  UTIs. 

Case  1.  IMMUNOCOMPROMISED 
HOST 

P.E.  is  a 40-year-old , morbidly 
obese,  diabetic  female  transferred  to 
the  WVU  Intensive  Care  Unit 
because  of  hypotension.  She  had  a 
history  of  chronic  UTIs,  and  was 
prescribed  trimethoprim- 
sulfamethoxazole  (Bactrim)  suppres- 
sion, but  she  was  non-compliant. 
She  was  thought  to  have  a 
neurogenic  bladder  secondary  to 
her  diabetes.  The  patient  was 
resuscitated  with  fluids  and 
pressors  and  given  intravenous  am- 
picillin  (Polycillin)  and  gentamicin 
(Garamycin). 

Urine  and  blood  cultures  grew 
E.  Coli,  sensitive  to  gentamicin  but 


resistant  to  ampicillin.  Because  of 
continued  fever  to  38C  on  day  five 
of  gentamicin,  a CT  scan  of  the  ab- 
domen was  done.  The  CT  showed  a 
large,  emphysematous,  perinephric 
abscess  (Figure  1).  She  was  taken  to 
the  operating  room  where  a large 
amount  of  purulent  material  was 
drained.  After  one  month,  she  was 
discharged  to  home. 

This  patient  most  likely  had 
chronic  pyelonephritis,  and  subse- 
quently developed  a perinephric 
abscess.  Chronic  pyelonephritis  is 
difficult  to  define  but,  for  discus- 
sion, should  include  patients  with 
symptoms  of  pyelonephritis  for 
months  plus  pathologic  changes  in 
the  kidney.  Unfortunately,  identical 
pathologic  changes  are  seen  in  pa- 
tients with  urinary  tract  obstruction, 
analgesic  nephropathy,  hypokalemic 
nephropathy,  vascular  disease,  and 
uric  acid  nephropathy.  These 
changes  are  demonstrated  in  Figure  2, 
which  shows  microscopically  the 


Figure  1.  Abdominal  CT  scan  showing  normal  renal  outline  on  left  but  abnormal  right  kidney 
with  perinephric  abscess  and  gas  within  the  abscess  (arrow). 
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Production  of  experimental 
pyelonephritis  by  the  hematogenous 
route  with  gram-negative  organisms 
is  difficult,  but  the  kidney  is  often 
the  site  of  abscesses  in  patients  with 
staphylococcal  bacteremia  and/or  en- 
docarditis. Lymphatic  spread  of  in- 
fection to  the  urinary  system  is  rare. 

Host  vulnerability  for  infection 
played  a major  role  in  the  case 
presented.  The  patient  is  a diabetic, 
and  high  urine  glucose  makes  it  a 
better  culture  medium.  Because  of 
her  diabetes,  the  patient  had  a 
neurogenic  bladder  leading  to  stasis 
and  chronic  infection. 

Neurogenic  bladder  is  also  an 
important  predisposing  factor  for 
urinary  infection  in  the  elderly  and 
paraplegics.  Obstruction  to  the  flow 
of  urine,  during  pregnancy  or 
obstruction  for  any  other  reason, 
predisposes  the  patient  to  urinary 
tract  infection.  Previous  infection  is 
felt  by  some  investigators  to 
predispose  to  subsequent  infection  (4). 

Certain  strains  of  bacteria  from 
the  fecal  flora  may  cause  urinary  in- 
fection by  the  presence  of  virulence 
factors.  These  factors  enhance  both 
colonization  and  invasion  of  the 
urinary  tract  and,  therefore,  the 
capacity  to  produce  disease  (3). 
Motility,  production  of  endotoxin, 
resistance  to  antibiotics  and 
hemolysin  production  are  important 
virulence  factors,  but  adherence 
seems  to  enhance  the  ability  to  pro- 
duce disease  the  most. 

The  major  types  of  surface 
adhesions  are  fimbrial  in  nature 
(Figure  4).  These  fimbriae  attach  to 
uroepithelial  cell  receptors 
distributed  throughout  the  urinary 
tract  enhancing  colonization  and  in- 
terfering with  host  defense 
mechanisms.  E.  coli,  Proteus 
mirabilis,  Klebsiella  sp.  and 
Staphylococcus  saphrophyticus  all 
are  thought  to  express  these  fim- 
briae. Interestingly,  in  low  concen- 
trations, trimethoprim- 
sulfamethoxazole  reduces  synthesis, 
expression  and  adhesive  function  of 
fimbriae;  therefore  this  drug  has 
been  clinically  useful  in  the  preven- 
tion of  UTI  (5). 

E.  coli  was  the  pathogenic 
organism  in  the  patient  presented, 
and  is  the  most  frequent  organism 
causing  infection  in  the  acute  set- 
ting. Proteus,  Pseudomonas,  Kleb- 
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Figure  2.  Microscopic  section  of  renal  tissue  in  a patient  with  chronic  pyelonephritis.  Note 
the  chaotic  fibrin  and  inflammatory  cell  deposition  along  with  the  destroyed  tubules.  (By 
permission  H.  Doshi,  WVU) 


Figure  3.  Gross  specimen  of  a kidney  from  a patient  with  a perinephric  abscess.  Note  the 
thickened  capsule  and  the  organized  abscess  on  the  right.  (By  permission  H.  Doshi,  WVU) 


chaotic  fibrin  and  inflammatory  cell 
deposition  along  with  the  destroyed 
tubules  in  the  cortex  of  a kidney.  In 
Figure  3 is  shown  a gross  specimen 
of  a kidney  from  a patient  with  a 
perinephric  abscess.  Note  the 
thickened  capsule  and  organized 
abscess. 

There  are  three  possible  routes 
by  which  bacteria  can  invade  and 
spread  within  the  urinary  tract: 
ascending,  hematogenous  or  lym- 
phatic pathways.  The  ascending 
route  is  the  most  important  and  was 
the  most  likely  route  in  the  patient 
presented  above.  The  urethral  and 
periurethral  areas  are  known  to  be 
colonized  by  bacteria,  and  these 
bacteria  have  been  demonstrated  to 
be  the  same  bacteria  causing  UTIs  (1). 


Once  in  the  bladder,  bacteria 
multiply  and  pass  up  the  ureters 
to  the  renal  pelvis  and  parenchyma. 
Sexual  intercourse  and  massage  of 
the  urethra  have  been  shown  to 
force  bacteria  into  the  female 
bladder.  Also,  women  who  use 
diaphragms  for  contraception  are 
predisposed  to  UTIs  because  of 
introital  colonization  with  patho- 
genic organisms  which  subsequently 
leads  to  ascending  infection  (2). 

The  ascending  route  of  infection  is 
of  course  important  in  catheterized 
patients:  one  catheterization 
will  result  in  infection  in  one  per 
cent  of  ambulatory  patients,  and 
virtually  all  catheterized  patients  are 
colonized  with  bacteria  in  four 
days  (3). 
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Figure  4.  Electron  micrograph  of  Proteus  vulgaris  showing  pili  which  are  known  to  attach 
to  uroepitheiial  cells.  (File,  WVU  microbiology) 


siella  and  staphylococci  are  also  fre- 
quently isolated  but  are  more  com- 
mon in  “chronic  UTI,”  especially  in 
the  presence  of  structural  abnor- 
malities of  the  urinary  tract.  Proteus, 
Klebsiella,  and  Pseudomonas  are  the 
leading  hospital-acquired  infections; 
Staphylococcus  aureus  is  a major 
pathogen  in  patients  with 
Staphylococcal  bacteremia  or 
endocarditis. 

Staphylococcus  saprophyticus, 
which  in  the  past  was  reported  by 
many  clinical  laboratories  as  a con- 
taminant, is  the  second  most  com- 
mon pathogen  in  young  women 
with  dysuria  (6).  Salmonella  is  occa- 
sionally seen  with  salmonella 
bacteremia  and  Candida  with  the  use 
of  urinary  catheters.  Anaerobes  are 
rarely  pathogens;  adenovirus  may 
cause  hemorrhagic  cystitis  in 
children. 

Perinephric  abscess  is  an  un- 
common complication  of  urinary 
tract  infections.  The  two  major 
predisposing  factors  are  calculi  and 
diabetes  mellitus,  but  all  im- 
munocompromised patients  are  at 
risk.  Of  the  patients  with 
perinephric  abscess,  50  per  cent 
have  an  abnormal  plain  film  of  the 
abdomen,  and  85  per  cent  have  an 
abnormal  IVP 

The  diagnosis  should  be  enter- 
tained in  any  patient  with 


pyelonephritis  who  remains  febrile 
after  five  to  seven  days  of  antibiotic 
therapy.  Ultrasound  or  CT  scan  of 
the  abdomen  is  indicated  in  this 
clinical  situation.  Abdominal  CT  fin- 
dings (Figure  1)  include  thickening 
of  Gerota’s  fascia,  renal  enlargement 
and  fluid  or  gas  in  or  around  the 
kidney. 

Diagnostic  needle  aspiration  us- 
ing ultrasound  or  CT  guidance  is 
usually  indicated  with  subsequent 
placement  of  drainage  catheters  by 
the  same  route.  Unfortunately,  this 
patient’s  obesity  prevented  that 
therapy;  surgical  drainage  was 
necessary  (7). 

Case  2.  ELDERLY  HOST 
H F.  is  an  82-year-old  female 
followed  for  hypertension,  stroke, 
degenerative  joint  disease,  memory 
loss  and  neurogenic  bladder.  She 
has  had  numerous  urinary  tract  in- 
fections which  grew  either  E.  coli  or 
Klebsiella  sp.  She  would  often  have 
positive  cultures  but  no  symptoms 
of  UTI.  On  the  most  recent  visit, 
and  although  the  patient  was 
asymptomatic,  the  family  requested 
a urine  culture.  The  culture  was 
positive  for  > 100,000  E.  coli. 

The  increasing  prevalence  of 
urinary  tract  infections  with  advanc- 
ing age  is  well  established;  10  per 
cent  of  men  and  20  per  cent  of 


women  over  65  have  bacteriuria. 
With  the  onset  of  institutionalization 
and  chronic  debilitating  illness,  rates 
of  infection  rise  rapidly — 25-50  per 
cent  in  some  series  (8). 

Possible  reasons  for  the  high  in- 
cidence for  bacteriuria  in  the  elderly 
include:  obstructive  uropathy  secon- 
dary to  prostatic  hypertrophy,  poor 
emptying  of  the  prolapsed  female 
bladder,  neuromuscular  diseases, 
bladder  catheter  usage,  soiling  of 
the  perineum  in  demented  female 
patients,  loss  of  bactericidal  activity 
of  prostatic  secretions,  and  waning 
immunologic  defenses. 

Studies  in  the  1960s  and  1970s 
reported  that  the  majority  of  the 
elderly  with  bacteriuria  do  not  have 
symptoms  of  UTI.  Conversely,  the 
non-infected  elderly  often  ex- 
perience frequency,  dysuria,  hesitan- 
cy, incontinence  and  sometimes 
pyuria  (9). 

Boscia  et  al.  (9)  published  a 
study  in  1986  that  showed  no  dif- 
ferences in  symptoms  when 
bacteriuric  subjects  were  compared 
with  themselves  when  they  were 
non-bacteriuric. 

Also,  two  studies  reported  in  the 
1980s  could  show  no  increase  in  mor- 
tality in  the  bacteriuric  elderly  (10,11). 
Some  studies  have  suggested  an 
association  between  urinary  tract  in- 
fection and  increased  mortality,  but 
none  has  been  able  to  show  a causal 
relationship. 

As  with  many  medications,  the 
elderly  may  experience  more 
adverse  consequences  with  the  use 
of  antibiotics.  For  example,  they 
may  not  tolerate  the  sodium  load 
given  with  the  penicillins,  sulfa  an- 
tibiotics may  potentiate  the  oral 
hypoglycemics;  aminoglycosides 
may  worsen  hearing,  vestibular  or 
neuromuscular  function  in  the 
already  impaired  elderly. 

Treatment  of  asymptomatic 
bacteriuria  often  leads  to  overgrowth 
with  antibiotic-resistant  strains  of 
bacteria  that  subsequently  may 
cause  more  serious  infections.  It  is 
also  known  that  in  the  chronically 
infected  elderly  it  is  impossible  to 
sterilize  the  urine  for  prolonged 
periods  (3)  with  discrete  courses  of 
antibiotics.  For  all  of  these  reasons, 
bacteriuria  may  be  best  left  un- 
treated in  the  absence  of  symptoms 
or  systemic  dissemination. 
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Case  3.  YOUNG  WOMEN  WITH 
DYSURIA 

AH.  is  a 22-year-old,  female,  sex- 
ually active  college  student  who 
presented  in  October,  1988,  with  a 
history  of  three  UTIs  in  the 
previous  three  months,  all  treated 
with  short  courses  of  amoxacillin 
(Amoxil)  or  trimethoprim- 
sulfamethoxazole.  She  was  taking 
amoxacillin  at  the  time  of  the  visit. 
The  patient  was  afebrile  with  mild 
left  flank  tenderness  but  was  hav- 
ing frequency,  urgency  and  dysuria. 
U/A  showed  20-25  RBC/HPF  and 
0-4  WBC/HPF  but  gram-negative 
bacteria  on  the  slide. 

A three-week  course  of 
trim  ethopri  m-su  If  a m ethoxazole  was 
prescribed  for  presumed  subclinical 
pyelonephritis.  Urine  culture  grew 
E.  coli  that  was  sensitive. 

She  returned  12/88  with 
dysuria  and  left  flank  pain  and  a 
U/A  showing  10-15  RBC/HPF  and 
2-4  WBC/HPF.  Norfloxacin  400  mg 
PO  BID  was  given.  IV P done  then 
showed  a seven-mm  calcific  density 
in  the  kidney  but  no  obstructive 
uropathy.  Urine  culture  showed  no 
growth. 

In  January,  1989,  the  patient 
underwent  extracorporeal  shock 
wave  lithotripsy.  Stone  analysis 
showed  calcium  oxalate.  No  UTI 
symptoms  have  been  reported  on 
close  followup. 

Again,  studies  in  the  last  decade 
suggest  that  we  need  to  alter  tradi- 
tional approaches  to  the  care  of 
women  who  have  acute  onset  of 
dysuria  but  no  signs  or  symptoms 
of  pyelonephritis.  In  an  excellent 
review  article  on  acute  dysuria  in 
women,  Komaroff  (12)  said  that 
women  can  be  separated  into  six 
categories  with  respect  to  diagnostic 
testing,  treatment  and  prognosis 
(Table). 

Subclinical  pyelonephritis  is  the 
diagnosis  when  there  is  bacterial 
tissue  invasion  of  the  upper  urinary 


TABLE 

Causes  of  Acute  Dysuria  In  Women 

Subclinical  Pyelonephritis 

Lower  Urinary  Tract  Bacterial  Infection 

Chlamydial  Urethritis 

Other  Urethritis 

No  Recognized  Pathogen 

Vaginitis 


tract  but  the  patient  presents  with 
the  clinical  picture  of  cystitis.  The 
patients  may  have  minimal  symp- 
toms; the  infection  may  smolder  for 
long  periods  and  may  be  difficult  to 
eradicate.  The  unrecognized 
presence  of  subclinical 
pyelonephritis  may  explain  in 
retrospect  why  so  many  studies  of 
treatment  for  “cystitis”  have  shown 
a 15-per  cent  initial  failure  rate  and 
high  rates  of  recurrent  infection. 

There  is  no  reliable  method  to 
diagnose  subclinical  pyelonephritis 
at  the  first  visit,  but  various  histor- 
ical features  have  been  associated 
with  occult  renal  infection:  diabetes 
or  other  immuno-supressing  condi- 
tions, history  of  childhood  UTI, 
documented  relapse  with  the  same 
organism,  seven-10  days  of  symp- 
toms before  seeking  care,  UTI  three 
times  or  more  in  the  previous  year, 


( (brireatment  of  asymp- 
JL  tomatic  bacteriuria 
often  leads  to  overgrowth 
with  antibiotical-resistant 
strains  of  bacteria  that 
may  subsequently  cause 
more  serious  infec- 
tions. y y 


indwelling  catheter,  recent  urinary 
tract  instrumentation,  known 
urinary  tract  abnormality  or  in- 
digent inner  city  resident.  In  these 
situations,  longer  courses  of  an- 
tibiotics and  subsequent  investiga- 
tion are  indicated  (13). 

The  majority  of  women  with 
acute  dysuria  have  lower  urinary 
tract  infection  typically  involving 
the  bladder  and  urethra.  It  has  been 
demonstrated  repeatedly  that  30-50 
per  cent  of  women  with  cystitis 
have  “negative”  urine  cultures  by 
“traditional”  criteria  (i.e.,  concentra- 
tions of  100,000  bacteria/ml  or 
sterile  cultures)  (14-16).  Therefore,  in 
a woman  symptomatic  for  lower- 
tract  infection,  100  organisms/ml  is 
enough  to  indicate  therapy  with  a 
short  course  of  antibiotics. 

It  is  debated  whether  single- 
dose or  short-course  therapy  should 


be  used.  Single-dose  therapy 
achieves  high  urinary  concentrations 
that  are  prolonged  for  at  least  12-24 
hours.  Cure  rates  range  from  60-100 
per  cent  (3)  with  high  failure  rates 
with  ampicillin  and  cefaclor,  prob- 
ably related  to  their  more  rapid 
clearance.  The  frequently  cited  ad- 
vantages include:  assured  com- 
pliance, fewer  side  effects,  less  ex- 
pense, less  intense  selective  pressure 
for  emergence  of  resistant  orga- 
nisms, and  a treatment  failure  that 
may  indicate  further  investigation. 

Two  reviews  have  concluded 
that  three  days  of  therapy  may  be 
superior  to  single-dose  therapy  (4,17). 
Three  days  of  therapy  may  eliminate 
periurethral  reservoirs  but  avoid 
rashes  and  yeast  vaginitis  associated 
with  longer  courses  of  antibiotics.  I 
recommend  three  days  of 
trimethroprim-sulfamethoxazole,  am- 
picillin or  a quinolone.  Short-course 
therapy  is  not  recommended  for 
men  or  patients  whose  history 
would  suggest  occult  infection  as 
discussed  above. 

Chlamydia  urethral  infection  ac- 
counts for  two-20  per  cent  of  acute 
dysuria  in  women.  It  is  suggested 
when  the  woman’s  sexual  partner 
has  symptoms,  the  patient  has  a 
new  sexual  partner  or  mucopurulent 
cervicitis  is  found  on  examination. 

It  must  be  remembered  that 
chlamydiae  are  small  bacteria  with 
cell  walls  and  both  types  of  nucleic 
acid,  but  they  have  an  obligate  in- 
tracellular existence  like  viruses.  Vir- 
tually all  of  these  women  have 
“sterile”  urine  cultures.  These  pa- 
tients are  clinically  and 
microbiologically  cured  with  dox- 
ycycline.  Chalamydiae  are  fairly  hard 
to  eradicate;  therefore,  single-dose 
therapy  may  not  be  effective.  In 
fact,  single-dose  therapy  failure  may 
suggest  chlamydial  infection. 

In  some  settings,  vaginitis  may 
be  the  most  common  cause  of 
dysuria.  The  dysuria  of  vaginitis  is 
perceived  as  an  external,  sharp, 
painful  sensation;  the  dysuria  of 
urethritis  is  perceived  as  an  internal, 
dull  pain  sensation.  Again,  antibiotic 
treatment  failure  may  lead  to  a 
diagnosis  of  vaginitis. 

Urethritis  can  also  be  caused  by 
Neisseria  gonorrhoea,  Trichomonas 
vaginalis,  Candida  albicans  or  herpes 
simplex,  and  are  often  undiagnosed 
unless  appropriate  cultures  and  ex- 
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amination  are  performed.  Of  course, 
some  women  with  dysuria  have  no 
recognized  pathogen,  and  do  not 
respond  to  antimicrobials;  these 
women  may  have  experienced 
trauma  or  be  estrogen  deficient. 

Use  of  Intravenous 
Pyelography 

In  the  past,  women  suffering  with 
urinary-tract  infections  were  routine- 
ly studied  with  intravenous 
pyelography.  The  rationale  was  that 
an  IVP  could  detect  occult,  upper- 
tract  abnormalities  that  predispose 
to  recurrent  UTI,  progressive 
chronic  pyelonephritis  or  renal  in- 
sufficiency. Presumptions  about  the 
frequency  and  significance  of 
underlying  structural  abnormalities 
in  women  with  UTI  have  not  been 
confirmed;  several  studies  have 
documented  the  low  yield  of  signifi- 
cant abnormalities  when  IVP  is  used 
routinely  in  evaluating  women  with 
urinary  tract  infection  (18).  Surpris- 
ingly, it  has  been  shown  that 
chronic  pyelonephritis  in  adults  is 
for  the  most  part  a benign  condi- 
tion that  does  not  lead  to  chronic 
renal  insufficiency  (19). 

In  the  largest  study  reported  (20), 
the  cost  of  IVP  was  calculated 
at  $9,143  per  abnormality  found. 
Most  of  the  abnormalities  were 
clinically  apparent;  for  example,  all 
patients  diagnosed  by  IVP  as  having 
renal  calculi  had  severe  pain  and 
hematuria.  Most  of  the  studies  did 
not  consider  the  non-monetary 
costs  of  the  I VPs  such  as  lost  work, 
radiation  exposure  and  morbidity 
associated  with  the  procedure.  For 
all  of  these  reasons,  routine  use  of 
intravenous  pyelography  in  adult 
women  with  (or  after)  urinary  tract 
infection  is  not  recommended. 

Intravenous  pyelography  should 
be  considered  for  use  in  women 
with  signs  and  symptoms  of  a recur- 
rent urinary  tract  infection  who 
have  a history  of  childhood  urinary 
infection  or  have  evidence  of  renal 
insufficiency  (18). 

Hydration,  pH,  Analgesic 
Therapy 

Routine  management  and  choice  of 
antimicrobials  will  not  be  covered 
in  this  discussion,  but  three  aspects 
of  traditional  management  of  UTIs 
should  be  discussed:  hydration,  con- 


trol of  urinary  pH  and  use  of 
urinary  analgesics.  Most  physicians 
recommend  increasing  fluids  in  pa- 
tients with  urinary  tract  infections. 
Support  for  hydration  therapy  for 
UTI  is  theoretical.  The  suggested  ad- 
vantages are:  1)  that  rapid  dilution 
of  bacteria  may  offset  their 
logarithmic  growth;  2)  hypertonicity 
in  the  renal  medulla  inhibits 
polymorphonuclear  cells,  and  aboli- 
tion of  this  hypertonicity  by  diuresis 
would  reverse  these  effects,  and 
3)  decreased  numbers  of  bacteria  in 
the  bladder  by  “flushing”  might 
allow  bladder  mucosal  defenses  and 
antibiotics  to  work. 

There  are  probably  more  disad- 
vantages to  hydration.  Excessive 
hydration  may  cause  or  worsen 
vesicoureteral  reflux  and  exacerbate 
urinary  retention  in  the  obstructed 
patient.  Increasing  fluid  intake  may 
lower  the  concentration  of  an- 
timicrobials in  the  urine  and  cause 
dilution  of  normal  antimicrobial 
substances.  The  elderly  and  many 
other  patients  (e.g.  renal  failure)  can- 
not tolerate  excessive  fluid  intake. 


i i A greater  under- 
Jl\  standing  of  the 
natural  history  and 
clinical  implications  of 
urinary  infection  in  dif- 
ferent clinical  settings  has 
led  to  more  refined  views 
of  treatment . . . y y 


Finally,  bacterial  counts  will  return 
to  previous  levels  when  hydration  is 
stopped.  There  is  no  good  evidence 
to  show  that  hydration  improves  the 
results  of  appropriate  antimicrobial 
therapy  and,  because  continuous 
hydration  is  inconvenient  and 
possibly  harmful,  it  should  not  be 
recommended  (3). 

It  is  well  known  that  the  an- 
tibacterial activity  of  urine  is  greater 
at  a lower  pH.  This  pH-dependent 
activity  is  probably  related  to  high 
concentrations  of  ionizable  organic 
acids  such  as  hippuric  and 
B-hydroxybutyric. 

Cranberry  juice  is  often  recom- 
mended for  treatment  of  UTI;  inges- 


tion of  cranberry  juice  results  in  the 
appearance  of  hippuric  acid  from 
berry  precursors.  A significant,  per- 
sistent lowering  of  the  urinary  pH 
by  the  ingestion  of  cranberry  juice 
is  rarely  achieved. 

Patients  must  also  avoid  milk, 
alkali,  and  other  fruit  juices.  Again, 
treatment  with  appropriate  an- 
timicrobials rather  than  urinary 
acidification  is  indicated  in  the 
management  of  urinary  tract  infec- 
tion (3). 

Urinary  analgesics  such  as 
pyridium  have  little  place  in  the 
routine  management  of  lower 
urinary  tract  infection;  patients 
often  become  asymptomatic  within 
hours  of  taking  the  appropriate  an- 
tibiotic. Systemic  analgesics  are  of 
course  appropriate  in  the  treatment 
of  pyelonephritis. 

Conclusion 

Infection  of  the  urinary  tract  is  prob- 
ably the  most  commonly  en- 
countered bacterial  infection  in 
humans.  Although  there  is  generally 
little  mortality  per  infection, 
because  of  the  frequency  of  these 
infections,  there  is  considerable 
morbidity  in  the  population  at  large 
with  a great  cost  to  society.  A 
greater  understanding  of  the  natural 
history  and  clinical  implications  of 
urinary  infection  in  different  clinical 
settings  has  led  to  more  refined 
views  of  treatment  according  to  a 
particular  clinical  setting. 

Societal  pressure  for  cost- 
effectiveness  has  forced  us  to  ex- 
amine issues  such  as  short-course 
therapy,  treatment  of  asymptomatic 
infections  in  the  elderly,  ap- 
propriateness of  IVPs,  hydration, 
and  urinary  analgesics.  This  has  pro- 
vided us  with  opportunities  to  reex- 
amine UTIs  and  to  place  their 
diagnosis  and  therapy  on  a basis 
that  is  more  rational  and  experimen- 
tally documented. 

Generic/Trade  Names 

Following  are  the  generic  drugs 
mentioned  in  this  article,  with  trade 
names  shown  in  parentheses: 
trimethoprim-sulfamethoxazole 
(Bactrim),  ampicillin  (Polycillin), 
gentamicin  (Garamycin),  amox- 
acillin  (Amoxil),  and  norfloxacin 
(Noroxin). 
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Special  Article 


‘Take  One,  Take  All’  and  the 
Omnibus  Health  Care  Act: 
Significant  Provisions  in  S.B. 


MELODY  A.  SIMPSON 

Kay,  Casio,  Chaney,  Love  & Wise, 
Charleston,  West  Virginia 


Editor's  Note:  This  article,  prepared 
by  legal  counsel  for  the  West 
Virginia  State  Medical  Association, 
highlights  some  of  the  more  signifi- 
cant provisions  in  the  regulations 
promulgulated  to  date  under  the 
Omnibus  Health  Care  Act,  Senate 
Bill  576. 

To  date,  there  have  been  four 
rules  promulgated  by  the 
Department  of  Health  and  Human 
Resources  relating  to  the  Omnibus 
Health  Care  Act  of  1989,  often  refer- 
red to  as  Senate  Bill  576.  The  first 
rule,  Series  1,  sets  forth  procedures 
for  hearings  under  the  Ad- 
ministrative Procedures  Act,  which 
may  apply  to  any  hearings  held  in 
connection  with  alleged  violations 
of  Senate  Bill  576. 

The  second  rule,  Series  2,  prin- 
cipally addresses  the  “take  one,  take 
all”  and  15-per  cent  Medicaid  re- 
quirements of  Senate  Bill  576. 

The  third  rule,  Series  3,  sets 
forth  the  methodology  utilized  by 
Mercer-Meidinger  Hansen,  Inc.  to 
calculate  the  80th  percentile 
reasonable  and  customary  fee 
schedule  to  be  used  by  the  Public 
Employees  Insurance  Agency  (PEIA) 
to  reimburse  health  care  providers 
for  services. 

Finally,  the  fourth  rule,  Series  4, 
sets  forth  procedural  rules  for  the 
Advisory  Committee  established 
under  Senate  Bill  576,  which  con- 
sists of  a majority  of  health  care 
providers.  Other  rules  may  be  im- 
plemented by  the  Department  of 
Health  and  Human  Resources  in  the 
future. 


Of  these  four  rules,  Series  1 and 
Series  2 are  the  ones  most  likely  to 
impact  upon  health  care  providers 
treating  state  patients  under  Senate 
Bill  576;  and,  of  these  two  rules,  the 
Series  2 rule  relating  to  the  “take 
one,  take  all”  and  Medicaid  provi- 
sions is  by  far  the  most  significant. 

The  purpose  of  this  article  is  to 
highlight  some  of  the  more  signifi- 
cant provisions  in  the  Series  2 rule, 
particularly  those  areas  in  which  the 
rule  expands  upon  the  language  of 
S.B.  576  to  either  soften  the  literal 
language  of  the  law  or,  in  some  in- 
stances, to  impose  additional  re- 
quirements on  providers  not  set 
forth  in  the  law. 


it...  the  Series  2 rule 
relating  to  the  ‘take  one, 
take  all’  and  Medicaid 
provisions  is  by  far  the 
most  significant,  y y 


This  article  is  not  intended  to 
be,  and  therefore  is  not,  all- 
inclusive,  and  any  physician  who  is 
interested  in  or  who  has  particular 
concerns  about  implementation  of 
the  law  is  encouraged  to  read  the 
law  and  the  related  rules  in  their  en- 
tirety. Physicians  even  might  want  to 
consult  with  their  own  attorney,  if 
necessary,  before  attempting  to  com- 
ply with  this  very  complicated  body 
of  regulation. 

Medicaid  Patients  Can  be 
Tbrned  Away  for  Non- 
Discriminatory  Reasons 

Contrary  to  the  literal  language  of 
the  law,  which  states  that  par- 


576  Rules 

ticipating  providers  must  see  “all” 
state  program  beneficiaries  (or  at 
least  enough  to  constitute  15  per 
cent  of  their  practice),  the  rule 
clarifies  that  state  patients— 
specifically,  Medicaid  patients — may 
be  turned  away  even  if  a health  care 
provider  does  not  presently  see 
15  per  cent  Medicaid  patients,  if  the 
patient  is  turned  away  for  a non- 
discriminatory  reason.  Section  5.1  of 
the  Series  2 rule  lists  the  following 
examples  of  instances  when  a health 
care  provider  may  refuse  to  accept 
patients  for  reasons  which  are 
unrelated  to  their  status  as 
beneficiaries  of  a particular 
program: 

• the  health  care  provider  is  not 
taking  any  new  patients; 

• the  health  care  provider  accepts 
patients  only  upon  referral  and 
this  particular  beneficiary  was 
not  referred; 

• the  health  care  provider  does 
not  practice  in  the  field  of 
health  care  service  specifically 
needed  by  the  beneficiary; 

• the  beneficiary  does  not  re- 
quire the  health  care  services 
requested; 

• the  beneficiary  is  an  un- 
cooperative patient,  “which  fact 
is  known  to  the  health  care 
provider  through  the  provider’s 
own  personal  knowledge  and 
experience”;  or 

• for  other,  similar  non- 
discriminatory  reasons. 

This  rule  accurately  clarifies  the 
intent  of  the  law,  which  is  to  pre- 
vent discrimination  against  Medicaid 
patients  or  other  classes  of 
beneficiaries  simply  because  the  in- 
dividuals are  Medicaid  patients  or 
beneficiaries  of  a particular  class. 
However,  this  rule  also  suggests  that 
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it  would  be  prudent,  whenever  a 
patient  is  turned  away  for  a non- 
discriminatory  reason,  to  document 
the  reason  somewhere  in  the  physi- 
cian’s records  in  case  a question  of 
discriminatory  refusal  should  ever 
arise. 

Method  of  Calculating  15  Per 
Cent  Detailed 

The  rule  gives  some  specific 
guidance  on  calculating  whether  15 
per  cent  of  a provider’s  active  pa- 
tient population  consists  of 
Medicaid  patients.  For  example,  the 
term  “active  patient”  is  defined  as 
“one  to  whom  the  health  care  pro- 
vider has  delivered  health  care  ser- 
vices within  the  two  years 
preceding  the  date  on  which  the 
determination  is  being  made.”  Series 
2,  Section  5.3.2. 

A special  rule  applies  for  pro- 
viders who  practice  in  both 
obstetrics  and  gynecology — such 
providers  are  required  to  determine 
their  15  per  cent  separately  by  each 
class  of  patient.  In  other  words,  15 
per  cent  of  the  provider’s  obstetrical 
patients  must  be  Medicaid  patients, 
and  15  per  cent  of  the  provider’s 
gynecological  patients  must  be 
Medicaid  patients  before  the  pro- 
vider will  be  deemed  to  be  in 
presumptive  compliance  with  the 
law,  and  before  the  provider  will 
therefore  be  able  to  turn  away  other 
Medicaid  patients.  According  to  an 
opinion  issued  by  Health  and 
Human  Resources  Secretary  Taunja 
Willis  Miller,  however,  if  Ob/Gyn 
providers  satisfy  the  15-per  cent  re- 
quirement in,  for  example,  their 
gynecological  practice,  they  can 
turn  away  additional  Medicaid  pa- 
tients seeking  gynecology  services; 
if,  however,  the  same  providers  do 
not  yet  satisfy  the  15-per  cent  re- 
quirement for  their  obstetrical  pa- 
tients, such  providers  would  not  be 
able  to  turn  away  Medicaid  patients 
seeking  obstetrical  services  until  the 
15  per  cent  requirement  is  met  with 
respect  to  their  obstetric  patients. 

See  Informal  Opinion  No.  IO-l, 
issued  November  12,  1989. 

In  determining  providers’ 
presumptive  compliance  under  the 
15-per  cent  test,  the  rule  also 
clarifies  that  the  test  measures  in- 
state Medicaid  patients  against  total 
active,  in-state  patients.  Series  2,  Sec- 


ion  5. 3. 2.1.  Thus,  while  providers 
may  not  count  their  out-of-state 
Medicaid  patients  in  their  numerator 
for  purposes  of  determining 
presumptive  compliance  with  the 
law,  neither  are  providers  required 
to  include  any  active,  out-of-state  pa- 
tients in  their  denominator.  This  in- 
terpretation in  the  rule  has  some 
“strings”  attached  to  it,  however: 
One  is  that  providers  may  not 
refuse  to  take  beneficiaries  of  West 
Virginia’s  Medicaid  program  if  they 
are  admitting  any  new  patients;  the 
other  is  that  providers  may  not 
discriminate  by  accepting  out-of- 
state  Medicaid  patients  while  not  ac- 
cepting West  Virginia  Medicaid  pa- 
tients because  of  different  rates  of 
reimbursement.  (In  addition  to  the 
practical  problems  of  enforcing  this 


( i j-f  inally,  in  response 
Jl  to  comments  receiv- 
ed from  physicians,  the 
rule  permits  a health  care 
provider  to  ‘take  credit ’ 
for  good-faith  efforts  to 
schedule  appointments  for 
state  program  bene- 
ficiaries even  if  the  bene- 
ficiaries never  actually 
appear  for  their  appoint- 
ments. yy 


second  requirement,  I believe  there 
may  be  legal  problems  with  enforc- 
ing it.  If  providers’  in-state  Medicaid 
patients  constitute  15  per  cent  of 
their  active,  in-state  practice,  I am 
not  at  all  sure  that  the  state  can  take 
issue  with  providers  simply  because 
providers  may  see  a larger  number, 
or  a larger  percentage,  of  out-of-state 
Medicaid  patients  as  well.) 

Finally,  in  response  to  com- 
ments received  from  physicians,  the 
rule  permits  a health  care  provider 
to  “take  credit”  for  good-faith  ef- 
forts to  schedule  appointments  for 
state  program  beneficiaries  even  if 
the  beneficiaries  never  actually  ap- 
pear for  their  appointments.  Several 
physicians  pointed  out  that  Medicaid 
patients  often  constitute  a significant 


percentage  of  a physician’s  “no- 
shows,”  which  nevertheless  prevents 
the  physician  from  scheduling  other 
patients  in  those  time  slots  for 
which  the  Medicaid  patients  do  not 
appear.  Section  5.3.4  of  the  Series  2 
rule  specifically  contemplates  that 
appointments  scheduled  for 
Medicaid  patients  or  other  indigent 
care  program  patients  recognized  by 
the  Secretary  (see  below)  may  be 
counted  in  determining  the  15-per 
cent  presumptive  compliance.  Thus, 
for  purposes  of  documenting  com- 
pliance by  relying  on  the  15-per 
cent  test,  a physician  should  be  cer- 
tain to  keep  a record  of  any 
Medicaid  or  other  indigent-care  pa- 
tients who  fail  to  show  up  for  their 
appointments. 

Patients  of  Certain  Indigent- 
Care  Programs  May  Also  be 
Counted  Toward  the  15-Per 
Cent  Requirement 

Section  5.3.3  of  the  Series  2 rule 
states  that  a health  care  provider 
presumptively  will  be  in  compliance 
with  the  “take  one,  take  all”  require- 
ment if: 

[T]he  health  care  provider  ex- 
pends a substantial  amount  of 
his,  her  or  its  actual  practice 
time,  equal  to  approximately 
fifteen  (15)  percent,  providing 
services  to  patients  who  are 
beneficiaries  of  the  state’s 
medicaid  program  or  other 
programs  recognized  by  the 
Secretary  as  serving  indigent 
citizens  of  the  state,  either  in 
the  provider’s  own  practice  or 
facility,  or  in  practice  settings 
or  sites  which  are  operated  or 
organized  by  the  state  or 
federal  government  or  not-for- 
profit  corporations,  organiza- 
tions or  agencies,  or  some 
combination  of  both.  Full  time 
and  clinical  faculty  of  teaching 
programs  recognized  by  the 
Secretary  as  serving  indigent 
citizens  of  the  state  may  count 
toward  the  fifteen  (15)  percent 
practice  time  hours  spent 
either  directly  providing  pa- 
tient care  in  connection  with 
such  program  or  time  spent 
assisting,  consulting  with, 
supervising  or  training  students 
in  the  actual  provision  of  such 
patient  care. 
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Secretary  Miller  has  to  date 
issued  one  Informal  Opinion 
designating  various  programs  as  be- 
ing recognized  pursuant  to  Subsec- 
tion 5.3.3  of  the  Series  2 rule.  The 
programs  recognized  to  date  are  as 
follows: 

• Handicapped  children’s  clinics 
operated  under  the  auspices  of 
the  West  Virginia  Division  of 
Human  Services; 

• Clinics,  including  but  not 
limited  to  HealthRight,  Morgan- 
town HealthRight,  Wheeling 
HealthRight,  at  which  patients 
are  not  charged  for  service, 
which  are  subsidized  by  or 
under  the  auspices  of  the  West 
Virginia  Division  of  Health  and 
for  work  at  which  the  provider 
receives  no  compensation;  and 

• the  examination  without  charge 
of  students  of  Head  Start 
Programs. 

Informal  Opinion  No.  10-2 
(November  12,  1989).  This  Informal 
Opinion  also  indicates  that  the 
Secretary  will  consider  recognizing 
other  specific  programs  upon  re- 
quest; therefore,  if  there  is  a par- 
ticular indigent-care  program  which 
providers  would  like  to  have 
recognized  for  purposes  of  the 
15-per  cent  presumptive  compliance 
test,  they  should  request  either  an 
Informal  Opinion  or  a binding 
declaratory  ruling  from  Secretary 
Miller.  The  address  to  send  any  such 
requests  to  is  as  follows: 

Taunja  Willis  Miller, 
Secretary 

Department  of  Health  and 
Human  Resources 
Room  206,  Building  3 
State  Capitol  Complex 
Charleston,  West  Virginia 
25305 

Exceptions  to  Participation  in 
State  Programs  Expanded 

The  Series  2 rule  also  expands  upon 
the  exceptions  to  participation  in 
treating  state  patients  under  the  Om- 
nibus Health  Care  Act  such  as  the 
“imminent,  life-threatening  medical 
or  surgical  emergency”  exception.  A 
brief  summary  of  the  expansion  to 
these  exceptions  made  in  the  rule  is 
as  follows: 

First,  the  rule  clarifies  that  the 
imminent,  life-threatening  medical  or 


surgical  emergency  exception  in- 
cludes all  necessary  treatment  until 
the  disease  or  injury  which  caused 
the  emergency  is  stabilized.  There 
was  some  question  under  the 
statutory  language  whether  pro- 
viders who  saw  a patient  in  an 
emergency  situation  would  be  able 
to  provide  the  necessary  follow-up 
of  the  situation  consistent  with 
good  medical  practice  without  then 
subjecting  themselves  to  the  re- 
quirements of  the  Act.  Series  2,  Sec- 
tion 5.4.1. 

Second,  the  exception  for  on- 
call  staff  physicians  who  are  re- 
quired to  see  patients  who  present 
themselves  at  the  facility  is  expand- 
ed to  permit  such  physicians  to  pro- 
vide any  necessary  follow-up  to  that 
beneficiary  resulting  from  the  on- 
call  visit,  without  then  subjecting 
themselves  to  all  of  the  re- 
quirements of  the  Act;  however,  if 
physicians  treat  that  beneficiary  for 
an  unrelated  condition  as  part  of 


i ne  of  the  most 

negative  aspects  of 
the  Series  2 rule  is  its  re- 
quirement that  any  pro- 
vider who  treated  state 
patients  on  or  after  April  8, 
1989,  must  provide  writ- 
ten notice  of  withdrawal 
from  treating  state  pa- 
tients to  the  Director  of 
the  PEIA.  y y 


the  health  care  provider’s  private 
practice,  then  the  provider  will  be 
deemed  to  be  participating  in  the 
program,  and  will  be  subject  to  the 
requirements  of  the  Act.  Series  2, 
Section  5.4.2. 

Third,  the  rule  creates  a new 
exception  for  physicians  who  are 
participants  in  the  state  program, 
whose  only  choice  of  a provider  to 
provide  coverage  for  them  on  their 
days -off  is  a physician  who  is  not 
participating  in  treating  state  pa- 
tients. The  exception  also  applies  to 
use  of  non-participating  physicians 
for  purposes  of  consultations,  se- 
cond opinions,  or  assistance  with  a 


procedure.  If- the  requirements  of 
the  rule  are  satisfied  (which  essen- 
tially are  to  obtain  approval  of  such 
use,  either  immediately  thereafter  or 
in  advance  if  it  is  going  to  be  a 
recurring  use),  then  the  non- 
participating physician  will  be  able 
to  provide  cross-coverage,  consulta- 
tions, or  other  such  services  to  a 
participating  provider  without  being 
deemed  to  be  participating  in 
treating  all  state  patients.  Series  2, 
Section  5.4.3. 

Written  Notification  of 
Withdrawal — to  PEIA  and 
Patients — Required 

One  of  the  most  negative  aspects  of 
the  Series  2 rule  is  its  requirement 
that  any  provider  who  treated  state 
patients  on  or  after  April  8,  1989, 
must  provide  written  notice  of 
withdrawal  from  treating  state  pa- 
tients to  the  Director  of  the  PEIA. 
This  is  true  even  if  the  provider  did 
not  treat  any  state  patients  after  the 
implementation  of  the  usual  and 
customary  fee  schedule  on  or  about 
September  1,  1989. 

In  light  of  the  fact  that  many 
providers  did  not  believe  they  were 
required  to  provide  such  written 
notice  if  they  treated  no  state  pa- 
tients after  implementation  of  the 
UCR  schedule,  the  rule  specifically 
states  that  if  providers  in  good  faith 
believed  that  they  did  not  have  to 
give  written  notice  of  their  intention 
to  not  treat  state  patients  if  they 
stopped  treating  them  before  the 
plan  and  rules  implementing  the  Act 
were  filed  (in  September  1989),  such 
providers,  although  required  by  the 
rule  to  now  provide  such  notice, 
“will  not  be  considered  to  have 
been  in  violation  of  the  Act  and  will 
suffer  no  adverse  consequences.” 
Series  2,  Section  6.1. 

The  written  notice  required 
must  be  sent  to  the  Director  of  the 
PEIA  by  certified  mail,  return 
receipt  requested,  must  identify  the 
provider  by  name,  FEIN  (tax) 
number,  and  by  address  and 
telephone  number,  and  will  be 
deemed  effective  upon  its  receipt  by 
the  PEIA. 

Another  negative  element  of  the 
rule  is  that,  not  only  does  it  require 
providers  to  give  written  notice  (by 
certified  mail)  of  their  withdrawal  to 
the  Director  of  the  PEIA,  but  it  also 
requires  them  to  provide  written 
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notice  of  their  withdrawal  to  all  of 
their  active  state  patients,  within  10 
days  of  the  effective  date  of  their 
withdrawal.  Series  2,  Section  6.2.  If 
providers  fail  to  give  such  notice  to 
their  active  state  patients,  the  rule 
states  that  any  of  their  charges  for 
services  to  such  state  patients  after 
the  normal  forty-five  (45)-day  transi- 
tion period  permitted  under  the  law 
will  be  “null  and  void,”  and  will  not 
be  collectible  from  either  the  state 
plan  or  the  patient. 

4 5 -Day  Transitional  Period 
Expanded 

The  45-day  transition  period  refer- 
red to  above  is  in  the  law,  and  is 
designed  to  permit  withdrawing 
providers  to  wind  up  their  treat- 
ment of  state  patients  until  they 
have  been  able  to  locate  a new  pro- 
vider, without  being  subject  to  all  of 
the  other  requirements  of  S.B.  576 
(principally  the  “take  one,  take  all” 
requirement).  The  Series  2 rule 
recognizes  that  45  days  will  not 
always  be  adequate  to  effect  the 
smooth  transfer  of  a patient  to 
another  provider,  or  that  it  may  be 
inconsistent  with  good  medical 
practice.  The  rule  therefore  sets 
forth  some  circumstances  when  the 
45-day  transition  period  will  (or 
may)  be  expanded.  A brief  summary 
of  these  circumstances  follows: 

• Withdrawing  health  care  pro- 
viders may  continue  to  treat  an 
obstetrical  patient  for  whom 
the  providers  have  been  pro- 
viding prenatal  care,  through 
the  outcome  of  the  pregnancy 
and  after  completion  of 
customary  medical  follow-up 
health  care.  The  providers  must 
file  a statement  with  the  PEIA 
identifying  themselves  by  name, 
FEIN  (tax)  number,  address  and 
telephone  number,  and  identify- 
ing any  such  patients  by  name, 
address,  and  social  security 
number.  Series  2,  Section  6.3.1. 

• Withdrawing  health  care  pro- 
viders may  continue  to  treat  a 
patient  whose  condition  places 
them  within  a risk  of  suffering 
serious  and  permanent  harm  if 
the  patient,  after  good-faith  ef- 
forts, has  been  unable  to  secure 
a new  health  care  provider  of 
equivalent  training,  until  either 
the  risk  of  serious  and  perma- 
nent harm  has  abated  or 


the  patient  has  secured  the  ser- 
vices of  a new  health  care  pro- 
vider of  equivalent  training. 
Providers  must  file  a statement 
with  the  PEIA  identifying 
themselves  by  name,  FEIN  (tax) 
number,  address  and  telephone 
number,  and  identifying  the  pa- 
tient by  name,  address,  social 
security  number  and,  in  the 
case  of  Workers’  Compensation 
claimants,  by  claim  number. 

The  statement  must  also  give 
the  history,  diagnosis,  and  prog- 
nosis for  the  patient,  and  such 
other  information  as  the  pro- 
vider believes  will  best  describe 
the  patient’s  condition.  The 
statement  must  include 
“documented  medical  records.” 
Series  2,  Section  6.3.2. 

• A withdrawing  health  care  pro- 
vider may  continue  to  treat  a 
patient  who,  despite  good  faith 
efforts,  has  been  unable  to 
secure  a replacement  provider 
of  equivalent  training  and  who 
receives  permission  from  the 
Director  of  the  PEIA  to  con- 
tinue receiving  services  from 
the  withdrawing  provider. 

Either  the  patient  or  the  pro- 
vider may  petition  the  PEIA 
Director  for  such  permission. 
The  petition  must  be  accom- 
panied by  a statement  from  the 
provider  identifying  any  condi- 
tions which  may  require  ongo- 
ing medical  attention  and  in- 
dicating the  provider’s  will- 
ingness to  continue  to  provide 
services  to  that  beneficiary.  The 
petition  must  also  state  in  detail 
the  efforts  made  by  the  patient 
or  others  on  the  patient’s 
behalf  to  secure  an  equivalently 
trained  provider  and  the 
reasons  for  the  failure  of  those 
efforts.  The  decision  whether 
to  permit  the  patient  to  con- 
tinue seeing  such  withdrawing 
provider  beyond  the  45-day 
period  rests  in  the  discretion  of 
the  PEIA  Director.  Series  2,  Sec- 
tion 6.3.3. 

• A withdrawing  health  care  pro- 
vider may  continue  to  treat  a 
patient  whose  condition  is  ex- 
pected to  be  terminal,  upon 
seeking  and  obtaining  permis- 
sion to  continue  such  treatment 
from  the  Director  of  the  PEIA. 
Either  the  patient,  the  patient’s 


family,  or  the  provider  must  file 
a petition  seeking  such  permis- 
sion, which  must  be  accom- 
panied by  a statement  from  the 
provider  outlining  the  pro- 
vider’s reasons  for  believing 
that  the  patient’s  condition  is 
terminal.  Again,  the  decision 
whether  to  permit  continuation 
of  treatment  by  the  withdraw- 
ing provider  in  these  cir- 
cumstances rests  in  the  discre- 
tion of  the  PEIA  Director.  Series 
2,  Section  6.3-4. 

• In  any  other  case,  either  the  pa- 
tient or  the  withdrawing  pro- 
vider may  petition  the  PEIA 
Director  for  permission  for  the 
withdrawing  provider  to  con- 
tinue treating  a patient  beyond 
the  45-day  transition  period. 

The  petition  must  state  suffi- 
cient details  to  permit  the  PEIA 
Director  to  make  a determina- 
tion, and  the  decision,  again, 
rests  in  the  PEIA  Director's 
discretion.  Series  2,  Section 
6.5.5. 

In  any  of  the  above  cases 
where  permission  of  the  PEIA 
Director  is  required,  the  PEIA  Direc- 
tor is  required  to  respond  to  the  re- 
quest “in  a timely  manner.”  Also, 
the  rule  states  that  no  provider  or 
beneficiary  shall  be  considered  to 
be  in  violation  of  the  Act  during  the 
period  in  w7hich  he  or  she  is 
awaiting  the  Director’s  response, 
provided  the  petition  was  filed  in 
good  faith  and  on  a timely  basis. 
Moreover,  if  the  PEIA  Director 
denies  any  discretionary  petitions, 
either  the  patient  or  the  provider 
may  appeal  such  denial  to  the 
Secretary  of  the  Department  of 
Health  and  Human  Resources  by  re- 
questing an  administrative  hearing; 
at  any  such  hearing,  the  burden  of 
proof  on  all  pertinent  issues  rests 
with  the  patient/provider.  Series  2, 
Section  6.3-6. 

Private  Agreements  Between 
Patients  and  Withdrawn  Pro- 
viders Authorized 

Section  6.4  of  the  Series  2 rule 
specifically  permits  withdrawn  pro- 
viders and  state  patients  to  enter  in- 
to private  agreements  under  which 
neither  the  patient  nor  the  provider 
will  expect  reimbursement  from  the 
state  plan,  in  exchange  for  which 
the  withdrawn  provider  may  con- 
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tinue  to  treat  such  patient  without 
being  subject  to  the  requirements  of 
S.B.-576.  Under  such  agreements, 
the  patient  will  be  solely  responsi- 
ble for  the  provider’s  charges 
(which  will  not  be  subject  to  any 
cap  or  prohibition  on  balance 
billing). 

In  order  for  such  an  agreement 
to  be  effective  under  the  rule,  both 
the  provider  and  the  patient  must 
complete  and  sign  a waiver,  to  be 
provided  by  the  PE1A,  releasing  all 
state  programs  or  plans  from  any 
responsibility  for  payment  for  the 
services  rendered  by  such 
withdrawn  provider.  The  rule  states 
that  such  services  will  be  deemed 
not  to  be  “covered  services”  under 
the  plan,  if  the  necessary  waivers 
have  been  filed  by  the  patient  and 
provider. 

It  is  perhaps  worth  noting  that 
this  specific  provision  in  the  rule 
has  gained  the  attention  of  some 
legislators.  There  was  some  senti- 
ment expressed  during  the  1990 
regular  session  that  this  amounted 
to  the  abrogation  of  beneficiaries’ 
rights  under  their  plans,  which 
should  not  be  permitted.  In  this 
writer’s  opinion,  this  provision  in 
the  rule  only  serves  to  broaden  the 
beneficiaries’  options  under  the 
state  plans,  and  does  not  constitute 
an  abrogation  of  their  rights. 
However,  some  effort  may  be  made 
to  eliminate  this  provision  in  the 
rule. 

Enforcement  Provisions — 
Informal  Proceedings 

One  or  two  elements  in  the  Series  2 
rule  relating  to  enforcement  pro- 
ceedings deserve  some  mention. 

First,  for  purposes  of  determining 
whether  or  not  a violation  of  the 
“take  one,  take  all”  requirement  has 
occurred,  the  rule  states  that  any 
finding  of  probable  cause  (which  is 
necessary  before  the  Secretary  can 
institute  a formal  administrative  pro- 
ceeding against  a provider)  must  be 
based  upon  a pattern  of  incidents  in 
which  beneficiaries  of  one  or  more 
particular  programs  have  been 
denied  health  care  services  by  a 
provider,  and  that  isolated  reports 
that  a person  was  denied  health  care 
services  will  not  be  sufficient  basis 
for  a finding  of  probable  cause 
unless  other  corroborative  evidence 
is  received.  Series  2,  Section  8.2.1. 


The  effect  of  this  provision  in 
the  rule  hopefully  will  be  to  avoid 
the  commencement  of  show-cause 
proceedings  against  a provider  as  a 
result  of  an  isolated,  frivolous, 
and/or  perhaps  malicious  complaint 
made  by  a disgruntled,  prospective 
patient  against  a provider. 

Second,  in  response  to  con- 
cerns expressed  by  many  physicians, 
a new'  Section  8.12  was  added  to  the 
Series  2 rule  which  attempts  to  ad- 
dress the  problem  of  confidentiality 
of  private  patient  records  in  the 
course  of  investigation  of  any  alleg- 
ed violation  of,  or  enforcement  of, 
the  “take  one,  take  all”  requirement. 
First,  this  new'  section  states  that 
any  patient-identifying  information 
or  records  obtained  by  the  Secretary 
or  his  or  her  designee  during  any 
investigation  or  enforcement  shall 
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• oreover,  if  the 
PEI  A Director 
denies  any  discretionary 
petitions,  either  the  pa- 
tient or  the  provider  may 
appeal  such  denial  to  the 
Secretary  of  the  Depart- 
ment of  Health  and 
Human  Resources  by  re- 
questing an  adminis- 
trative hearing  . . . y y 


be  kept  confidential  and  shall  not 
be  released  to  the  public.  This  new' 
section  then  goes  on  to  state  the 
following: 

If  the  Secretary  receives  allega- 
tions that  a provider  is  not  in 
compliance  with  subsection 
5.2  of  this  rule  [i.e. , take  one 
take  all],  then  before  the 
Secretary  may  subpoena 
patient — identifying  records  or 
information,  the  Secretary  shall 
first  afford  the  provider  an  op- 
portunity to  submit  a verified 
statement  from  the  provider’s 
office  manager,  accountant  or 
other  similar  person,  attesting 
to:  (1)  the  total  number  of  state 
medicaid  beneficiaries  (in- 
cluding patients  of  other  in- 
digent programs  recognized 


pursuant  to  subsection  5.3-3  of 
this  rule)  to  w'hich  the  pro- 
vider has  delivered  (or 
scheduled  for)  health  care  ser- 
vices during  a time  period 
agreed  to  by  the  Secretary;  and 
(2)  the  total  number  of  patients 
w'ho  are  state  residents  to 
w'hich  the  provider  has 
delivered  (or  scheduled  for) 
health  care  services  during  this 
same  period.  The  statement 
shall  also  explain  in  detail  how 
these  patient  totals  w'ere  deriv- 
ed. If  the  statement  indicates 
that  the  provider  in  question 
has  delivered  health  care  ser- 
vices to  (or  scheduled  health 
care  services  for)  a sufficient 
number  of  patients  w'ho  are 
state  medicaid  beneficiaries  (in- 
cluding patients  of  indigent 
programs  recognized  pursuant 
to  subsection  5.3-3  of  this  rule) 
to  equate  to  at  least  fifteen  (15) 
percent  of  the  total  number  of 
patients  w'ho  are  state  residents 
to  which  the  provider  has 
delivered  (or  scheduled  for) 
health  care  services  during  the 
same  period,  then  the 
Secretary  may  not  subpoena 
patient  identifying  records  or 
information  unless  the 
Secretary  has  reasonable  cause 
to  question  the  accuracy  of  the 
statement  submitted  by  the 
provider  or  for  other 
reasonable  cause.  Nothing  in 
this  section  shall  prohibit  the 
Secretary  from  obtaining  at  any 
time  patient  - identifying 
records  or  information  if  the 
patient  has  consented  to  their 
release. 

Series  2,  Section  8.12  (emphasis 
added). 

This  provision  in  the  rule  per- 
mits providers,  if  their  participation 
in  treating  Medicaid  patients  is  ques- 
tioned, to  have  their  office  manager, 
accountant,  or  another  similar  per- 
son compile  a statement  attesting  to 
the  fact  that  the  provider  meets  the 
fifteen  (15)-per  cent  presumptive 
compliance  test  without  having  to 
open  up  all  of  the  provider’s  patient 
records  to  an  investigator  from  the 
Department  of  Health  and  Human 
Resources  (w'hich  w'ould  include  the 
records  of  private,  non-state  pa- 
tients). The  Secretary  may  not  ques- 
tion the  statement  submitted  by  or 


160  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


on  behalf  of  the  provider  without 
reasonable  cause.  Therefore,  it  is 
recommended  that  any  providers 
who  intend  to  rely  upon  the  fifteen 
(15)-per  cent  presumptive  com- 
pliance test  develop  a method  of 
record-keeping  relating  to  the  test 
which  can  be  used  by  their  office 
manager  or  accountant  to  prepare 
such  a statement  in  the  event  that 
their  compliance  with  the  “take  one, 
take  all’'  provision  should  ever  come 
into  question. 

Third,  in  response  to  comments 
received  from  health  care  providers, 
language  was  added  to  Section  8.2 
of  the  Series  2 rule  recognizing  that 
the  Secretary  and  a provider  may 
agree  to  resolve  any  allegations  of 
violations  of  the  Act  informally, 
whether  by  means  of  stipulations, 
agreed  settlements,  consent  orders, 
defaults,  or  other  appropriate  ac- 
tions, rather  than  requiring  resort  in 
all  instances  to  the  formal  process. 

There  is  an  ambiguity  in  the 
law,  which  is  perpetuated  in  the 
Series  2 rule,  regarding  the  dollar 
amount  of  sanctions  which  poten- 
tially can  be  imposed  upon  a pro- 
vider for  violating  the  Act.  The  law 
provides  for  penalties  ranging  from 
$1,000  to  $25,000.  In  the  course  of 
drafting  the  rule,  a question  arose 
whether  a single  hearing  in  which, 
for  example,  five  violations  of  the 
Act  are  alleged,  can  result  in  a max- 


imum penalty  of  $25,000  or 
$125,000  ($25,000  x 5 violations). 
The  earlier  drafts  of  the  Series  2 
rule  took  the  position  that  the 
$25,000  maximum  penalty  was  per 
individual  violation,  such  that,  in 
the  above  example,  the  maximum 
penalty  would  be  $125,000  rather 
than  $25,000.  After  considerable 
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discussion  over  that  language,  it  was 
deleted  from  the  final  provision  of 
the  rule,  so  that  the  rule  now  simp- 
ly refers  to  imposing  penalties  “as 
provided  by  the  Act.”  Series  2,  Sec- 
tion 8.6.  The  ambiguity  still  re- 
mains, and  may  have  to  be  address- 
ed by  a court  if  the  state  agencies 
ever  attempt  to  impose  a penalty  in 
excess  of  $25,000  as  a result  of  any 
one  proceeding;  however,  by  the 


deletion  of  the  objectionable 
language  from  the  rule,  at  least  the 
rule  does  not  now  support  an  in- 
ference that  multiple  penalties  are 
permissible. 

Finally,  Section  69-2-9  of  the 
Series  2 rule  permits  a health  care 
provider  to  request  either  an  infor- 
mal opinion  or  a declaratory  ruling 
from  the  Secretary  of  the  Depart- 
ment of  Health  and  Human 
Resources  on  the  applicability  of 
any  section  of  the  rule  to  any  par- 
ticular state  of  facts.  Thus,  if  pro- 
viders have  a particular  question 
regarding  application  of  the  law  or 
the  rule  to  their  circumstances,  they 
may  request  an  opinion  from  the 
Secretary.  If  providers  obtain  a 
favorable  opinion  or  ruling  and  then 
conduct  their  affairs  in  accordance 
with  it,  they  should  be  protected 
from  any  charges  of  being  in  viola- 
tion of  the  Act  as  a result  of  acting 
in  reliance  upon  such  opinion  or 
ruling. 

Conclusion 

This  is  only  a summary  of  the  more 
pertinent  provisions  (in  the  writer's 
opinion)  of  the  Series  2 rule.  As  in- 
dicated earlier,  any  physicians  con- 
cerned about  the  application  of 
Senate  Bill  576  to  their  practice 
would  be  well-advised  to  study  the 
statute  and  related  rules  in  their  en- 
tirety before  starting  on  a course  of 
action. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH 
PROFESSIONS 

804-276-0459 

Station-To-Station 

Collect 


The  practice  is  yours. 
The  patients  are  yours. 


The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 

Write  “Brand  necessary  or 

“Brand  medically  necessary.” 

v J 


Specify 


The  cut  out  “V"  design  is  a registered  trademark  of  Roche  Products  Inc 


The  one  you  know  best. 


2 -mg 


— 5-mg 
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scored  taoiels 


Copyright  © 1990  by  Roche  Products  Inc. 
All  rights  reserved 


Roche  Products 

Roche  Products  Inc 
Manati,  Puerto  Rico  00701 
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OB/GYN 


Practice  Opportunities  in 
the  Bluegrass  State 


King's  Daughters'  Medical  Center, 
a 340-bed  regional  referral  center, 
is  seeking  an: 

Obstetrician/Gynecologist 


for  its  Maternal/Child  Health 
Department 


•Gross  Professional  Fee  Guarantee 
•Reasonable  Cost  of  Living 
•Practice  Management  Advisor 
•Quality  Lifestyle 


KDMC  is  located  in  close 
proximity  of  reknowned  Kentucky 
horse  tracks,  West  Virginia 
ski  slopes  and  Cincinnati,  Ohio. 


Responses,  including  C.V., 
should  be  sent  to: 

John  Marks,  Vice  President 
Professional  Services 
King's  Daughters'  Medical  Center 
2201  Lexington  Avenue 
Ashland,  Kentucky  41101 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '34  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon  - 1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 
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• 35-bed  JCAHO  Accredited 
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• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 

Eye-Ear-Nose-Throat 

John  A.  B.  Holt,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 
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CHARLESTON,  WEST  VIRGINIA  25328 
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At  HIGHLAND  HOSPITAL  we  believe  that  mental  illness  is  a part  of  life.  A patient’s  self-esteem 
is  valued  here  and  his/her  illness  is  understood.  Our  aim  is  not  to  duplicate  the  outside  world, 
where  someone  tried  and  failed,  but  rather  to  provide  a sheltered  environment  where,  through 
interaction  with  others,  people  may  be  helped  and  learn  to  help  themselves. 


300  56th  Street,  S.E.,  P.O.  Box  4107 
Charleston,  West  Virginia  25364 
(304)  925-4756 
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‘ Even  if  we  had  caught  the  big 
one  this  year,  who  would  have 
believed  us ?” 


A Fisherman's  Parable 

You  should  have  seen  the  one  that  got  away! 


I went  fishing  one  day.  I had  been 
looking  forward  to  that  venture 
for  months.  After  searching  through 
several  trail  maps  and  talking  with 
friends  who  had  made  trips  to  the 
same  spot  before,  1 set  about  the 
enjoyable  task  of  selecting  my  lures, 
cleaned  my  rods  and  reels,  and  at- 
tended to  the  countless  other 
chores  that  of  necessity  must 
precede  such  a trek.  I looked  for- 
ward to  several  days  of  great  fun 
and  could  almost  taste  the  sizzling 
morsels  that  would  soon  be  my 
reward. 

Just  to  be  sure  that  everything 
went  correctly,  I rechecked  all  my 
equipment  and  made  sure  that  1 
knew  from  memory  every  detail 
about  directions  to  the  home  of  the 
championship  lunkers.  I even  got 
some  new  lures,  special  devices  that 
had  been  tested  in  the  mountain 
waters  before  and  which  had  pro- 
duced spectacular  results  in  the 
hands  of  others.  There  was  no  way 
that  I was  going  to  be  deprived  of  a 
full  creel  this  time. 

As  I made  my  way  carefully 
down  the  slick  hillside  to  the  river 
bank,  still  partly  covered  with  ice 
from  the  winter’s  last  cold  spell,  I 
had  the  uncanny  feeling  that  I had 
been  here  before.  As  I looked 
around,  I saw  evidence  of  some- 
one’s earlier  attempts  to  create 
mayhem  for  the  inhabitants  of  the 


sparkling,  cold  waters  before  me: 
forked  branches  placed  in  the  soft 
mud  at  strategic  places  along  the 
bank,  dozens  of  yards  of  tangled 
monofilament  dangling  from  a tree 
branch  above  my  head,  and  even  a 
rusting  #6  can  that  at  one  time  had 
provided  the  base  for  a tasty 
spaghetti  sauce,  but  which  more 
recently  became  the  repository  for 
a few  dozen  indentured  annelida. 

My  first  cast  was  carefully  made 
just  as  the  early  morning  sun  was 
peeking  over  the  edge  of  the  rocky 
cliff  a few  hundred  yards  away. 

The  plopping  sound  made  by 
the  lure  as  it  broke  the  quiet  water 
startled  a plump  bluejay  preening 
his  feathers.  He  looked  around  as  if 
to  say,  “How  dare  you  to  disturb  my 
routine!” 

Not  quite  where  I wanted  it  to 
land,  my  line  quickly  became  en- 
tangled by  the  roots  of  a willow 
tree  that  must  have  been  the  guar- 
dian of  that  river  bank  for  scores  of 
years.  I wondered  how  many  other 
carefully  hand-crafted  lures  had  met 
a similar  fate. 

On  my  next  try,  the  silver  spin- 
ner and  motely  collection  of  turkey 
feathers  and  horse  hair  landed  just 
in  front  of  a quiet  eddy  that 
couldn’t  have  been  better  designed. 
The  perfect  lure,  a perfect  cast — the 
chance  of  a lifetime — this  catch  will 
make  history — I’ll  be  able  to  eat  for 


a week.  All  that  planning  and 
painstaking  organization  to  get 
here  will  be  worth  it  as  soon  as  he 
takes  this  one!  Those  thoughts  filled 
my  mind  as  my  palms  became  wet 
with  expectant  success.  Why,  I 
could  almost  feel  the  tug  from  the 
other  side  of  the  line. 

Some  felt  that  the  piscine  creatures 
I was  after  were  only  there  for  the 
benefits  of  the  natural  predators  of 
the  cool  valley.  But  I would  prove 
them  wrong  this  day. 

Just  then,  the  near-invisible 
thread  of  monofilament,  wet  for  the 
first  time,  became  suddenly  taut.  I 
could  not  believe  wyhat  I was  seeing! 
How  could  I have  missed  noticing 
that  big,  rusty  pipe  sitting  just 
beneath  the  surface  of  the  water, 
which  was  now  the  owner  of  my 
“Wheely-Dealy”  (sold  only  at  your 
local  hardware  store)?  That  bastion 
of  the  riverbed  had  been  there 
all  along;  I knew  about  it  from 
stories  of  others  who  had  come 
here  before  me,  but  I had  forgotten 
about  it  in  my  excitement  of  the 
day. 

Will  there  be  another  fishing 
trip?  You  bet!  Even  if  we  had  caught 
the  big  one  this  year,  who  would 
have  believed  us? 

The  moral  of  this  story:  “Any 
bad  day  fishing  is  better  than  any 
good  day  at  work.’— Source  Unknowm. 

Derrick  L.  Latos,  M.D 
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Editorials 


Disillusion 


Another  legislative  session. 

Another  stab  in  the  back  for 
Medicine  by  the  Governor.  More 
lies.  More  duplicity.  Less  confidence 
in  the  state’s  chances  of  ever  ex- 
periencing good  government. 

It’s  not  just  the  teachers,  nor 
just  the  doctors,  the  manufacturers, 
the  hunters  and  fishermen — and  the 
list  could  go  on — it  is  anyone  who 
ever  had  any  faith  or  pride  in  the 
State  of  West  Virginia  who  has  had 
enough  of  the  present  absurdity  in 
government. 

We  cannot  speak  for  all  these 
nor  itemize  their  complaints,  but  we 
can  do  so  for  Medicine.  We  had 
warned  the  Governor  and  several  of 
his  lap  dogs  of  the  harm  he  had  in- 
flicted on  the  West  Virginia  medical 
care  system  through  his  strong-arm 
tactics  in  pushing  through  SB-576 
with  all  of  its  onerous  provisions 
one  year  ago. 

We  documented  for  the  Gover- 
nor and  his  unseeing  and  unhearing 
advisors  the  damage  escalating 
monthly  to  the  system’s  capability  to 
provide  even  adequate  care  for  our 
citizens.  We  presented  to  him  and 
the  Legislature  a meticulously 


prepared  legislative  agenda,  the 
passage  of  which  would  have  cor- 
rected the  damage  and  assured 
every  worthwhile  medical  care  aim 
of  his  or  any  other  administration. 
We  documented  all  this  and  more  in 
a White  Paper— The  Health  Care 
Crisis  In  West  Virginia.” 

With  a little  help  from  the 
Governor’s  office  the  major 
elements  of  our  agenda  could  have 
been  passed  during  this  session. 

This  help  was  denied.  We  did  get  a 
promise  of  “neutrality”  on  a bill  to 
remove  the  “take  one,  take  all”  pro- 
vision of  SB-576.  When,  however, 
this  small  triumph  was  about  to  oc- 
cur, even  the  “neutrality”  disap- 
peared with  the  arrival  of  the 
Governor’s  personal  representative 
to  the  Senate  Floor,  and  this  too  was 
soon  trashed. 

Money  was  not  an  issue  here. 
The  budget  was  not  involved.  At 
issue  was  purely  the  Governor’s 
judgement  versus  that  of  the  entire 
medical  profession  on  how  medical 
care  in  West  Virginia  might  best  be 
organized,  operated  and  paid  for. 

It  is  simply  the  Governor’s  dictate 
that  physicians,  hospitals  and  other 
medical  care  providers  must  bend  to 
his  will.  He  apparently  assumes 


Medicine  will  put  its  tail  between  its 
legs  and  whimper  for  some  bone  to 
be  tossed  its  way.  This  is  not  likely. 

It  is  likely  that  the  deterioration 
in  available  medical  care  in  West 
Virginia  will  continue.  The  blame 
for  this  is  on  the  present  administra- 
tion. Physicians  have  warned  the 
Governor  and  legislators  of  the 
tragedies  lurking  just  ahead.  Scant 
heed  has  been  given  these  warnings. 
Some  of  us  will  remain,  but  the 
numbers  and  the  overall  quality  of 
those  numbers  will  decline. 

Amateurism  in  play,  games  and 
sport  is  something  to  be  recom- 
mended and  promoted  for  it  leads 
to  health  and  enjoyment  and 
teaches  worthwhile  lessons  of 
cooperation  and  team  play. 
Amateurism  in  government  and 
politics,  as  presently  demonstrated, 
leads  in  a direction  180  degrees 
from  the  salutary  goals  of  athletics. 

Political  leadership  is  a profes- 
sional skill  which,  fortunately  or  un- 
fortunately, requires  a long  appren- 
ticeship. Does  anyone  need  more 
evidence  that  the  Governor’s  office 
is  no  place  to  conduct  such 
training? — SDW 


In  My  Opinion 


A Proactive  Plan  for  Health  Care  Policy 


Throughout  the  United  States  and  in 
West  Virginia  in  particular  there  runs 
a current  of  discontent.  Physicians 
feel  overworked,  unduly  restricted 
and  unappreciated.  Consumers  of 
health  care  want  access  to  the  latest 
technology  and  treatment  modalities 
and  they  want  someone  else  to  pay 
for  it.  All  of  us  agree  that  the  nation 
is  spending  too  much  on  health 


care,  but  most  of  us  feel  “Everyone 
is  overpaid  except  me.” 

As  a result  of  this  current  of 
discontent,  many  physicians  are 
realizing  that  “Government”  is 
responsible  for  much  of  our  misery. 
A more  active  role  in  government  is 
essential.  Many  of  us  have  written 
and  talked  with  Senator  Jay 
Rockefeller.  He  appears  to  have 


listened  and  is  working  to  bring 
about  change  at  the  federal  level. 

The  West  Virginia  State  Medical 
Association  has  had  a lobbying  ef- 
fort for  years.  It  annually  has  caused 
bills  to  be  introduced  dealing  with 
tort  reform  and  medical  issues  such 
as  seatbelts  and  all-terrain  vehicle 
safety.  Generally,  there  has  not  been 
strong  follow-up  by  physicians. 
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There  is  not  a long-range  plan  for 
the  achievement  of  well-defined 
goals. 

I examined  many  of  the  prob- 
lems and  issues  which  caused  the 
passage  of  SB-576.  1 tried  to  develop 
a long-range  proactive  plan  to  deal 
with  them.  I feel  we  can  be  more 
effective  in  our  lobbying  efforts  if 
we  all  are  “singing  the  same  song.’’ 

I have  tried  to  write  that  “song.” 

Health  Care  Policy  for 
the  1990s 

GOAL:  To  provide  appropriate 
medical  care  for  all  people  while 
preserving  the  freedom  of  choice 
for  consumers  and  providers. 
SPECIFIC  POLICIES: 

1.  Establish  a “value”  for  all 
medical  services  based  on  a 
resource-based  relative  value  system. 
This  would  be  like  a manufacturers 
suggested  price  for  all  services. 

2.  Ensure  freedom  of  choice 
for  both  providers  and  consumers 
including  freedom  for  providers  to 
choose  whether  or  not  to  par- 
ticipate in  payment  plans. 

3.  Mandate  a co-payment 
system  to  help  slow  the  increasing 
cost  of  medical  care.  Payment  plans 
should  pay  a fixed  per  cent  of  the 
“actual  value”  of  services.  This  can 
vary  from  plan  to  plan. 

4.  Retain  the  right  for  providers 
to  set  their  own  fees  relative  to  the 
set  “actual  value.”  That  is,  they  may 
discount  services  to  attract  increased 
volume  or  they  may  charge  above 
the  set  value  if  they  feel  they  pro- 
vide extraordinary  care,  facilities  or 
service  (Fancy  Restaurant  analogy). 


5.  Prohibit  providers  from 
discriminating  against  a class  of  pa- 
tients based  on  payor  status  but  per- 
mit the  right  to  refuse  individual  pa- 
tients for  reasons  such  as  non- 
compliance,  personality  conflicts, 
etc. 

6.  Implement  a plan  for  tort 
reform  based  on  an  arbitration 
system. 

7.  Establish  a single  Board  of 
Medicine  governing  both  medicine 
and  osteopathy.  The  Board  of 
Medicine  must  regulate  osteopathic 
physicians,  and  a common  board 
exam  must  be  adopted  if  M.D.s  and 
osteopaths  are  to  provide  equal  ser- 
vices and  receive  equal 
reimbursement. 

8.  Mandate  that  it  is  the  state’s 
responsibility  to  provide  care  for  in- 
digent patients.  While  all  providers 
should  provide  some  indigent  care, 
specific  institutions,  most  logically 
CAMC  and  WVU  hospitals,  should 
be  designated  “State  Teaching 
Hospitals.”  They  should  be  allocated 
a set  amount  of  funds  for  the  provi- 
sion of  indigent  care  by  Physicians 
in  Training  for  a fixed  percentage  of 
patients. 

9.  Charge  the  medical  profes- 
sion itself  with  providing  self- 
governance,  quality  assurance, 
public  accountability,  and  the  en- 
forcement of  its  own  code  of  ethics. 

This  policy  should  form  a 
broad  framework  on  which  to  build 
specific  legislative  proposals.  Some 
issues  such  as  the  tort  reform 
package  currently  proposed  by 
WVSMA  can  be  incorporated  into 
this  plan.  Tort  reform  may  have  a 


temporizing  effect  while  work  can 
continue  for  the  long-term  goal  of 
an  arbitration  system.  That  would 
be  fairer  and  more  cost  effective, 
with  money  going  to  victims  of 
malpractice  rather  than  insurance 
companies  and  attorneys. 

The  Medical  Association  itself 
must  evolve  from  a social  organiza- 
tion bent  on  preserving  doctors’  in- 
comes into  an  organization  fulfilling 
its  own  Mission  Statement: 

The  purpose  of  this  Association 
shall  be  to  federate  and  bring  into 
one  compact  organization  the  entire 
medical  profession  of  the  State  of 
West  Virginia  and  to  unite  with 
similar  associations  or  societies  of 
other  states  to  form  the  American 
Medical  Association;  to  extend 
medical  knowledge  and  advance 
medical  science;  to  promote  the 
public  health;  to  maintain  the 
highest  standards  of  medical  educa- 
tion; to  secure  the  enactment  of  just 
medical  laws;  to  promote  the 
general  welfare  of  the  profession; 
and  to  enlighten  and  direct  public 
opinion  in  regard  to  Medicine  in 
West  Virginia  and  to  promote  the 
time-honored  commitment  of  the 
profession  to  the  prevention  and 
cure  of  disease  and  in  improving 
the  quality  of  life  in  the  state. 

The  physicians  of  the  state  must 
agree  on  how  they  would  like  the 
system  to  work  and  speak  with  a 
common  voice. 

Stephen  L.  Sebert,  M.D. 

Associate  Professor  of  Family 
Medicine 

West  Virginia  University 
School  of  Medicine 

Morgantown,  WV  26506 
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Group  medical  insurance 
tailored  to  meet  your  needs. 


Whether  your  company  is  small  with  less  than 
10  employees,  or  large  with  self-insurance  needs, 
RMI,  Ltd.  can  tailor  a group  medical  insurance 
program  just  for  you. 

Jack  Grimm  is  our  group  medical  insurance 
specialist,  and  like  all  the  members  of  our  team, 
maintains  a high  level  of  industry  knowledge  in 
his  area  of  expertise. 

So  if  you’re  considering  a change  in  group 
medical  insurance,  go  no  further  than  RMI,  Ltd. 
We  are  licensed  with  over  87  insurance 
companies.  We  promise  to  provide  you  with  not 
only  the  best  insurance  program  for  your  needs, 
but  dedicated  personal  service  as  well. 

Call  RMI,  Ltd.  And  rest  insured. 


RO.  Box  1126  Charleston,  WV  25324 
304-346-3024. 

In  Clarksburg,  304-623-0696. 


1 toss  dozens 
of  journals. 
Senior  Patient 
is  one  I keep." 


4530  W.  77th  Street  • Minneapolis,  MN  55435  • (612)  835-3222 


Sr* 


Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


SENIOR 

PATIENT 


William  C Morgan,  Jr  , M.  D. , Inc. 

OTOLOGY: 

Diplomats,  American  Board  of  Otolaryngology 
Fellow,  American  College  of  Surgeons 

DISEASES  & SURGERY  OF  THE  EAR 

William  C Morgan,  Jr.,  M.D. 

Cynthia  K.  Zentz,  M.S.,  CCC-A 

Otologist 

St.  Francis  Medical  Plaza 

Audiologist 

Forensic  Otology 

Suite  602 

Complete  Audiological  Services 

Compensation  Evaluation 

33  1 Laid  ley  Street 

Hearing  Aid  Dispensing  & Service 

Hearing  Conservation 

Charleston,  WV  25  301 

Assistive  Listening  Devices 

304-345-7100 

Electronysragmography 

We  can  be  flexible 
with  your  schedule. 


The  Army  Reserve  knows 
that  your  time  is  valuable,  so, 
for  a small  portion  of  it,  we 
offer  you  the  following: 

■ schedules  to  suit  your 
requirements 

■ opportunities  to  explore 
other  phases  of  medicine 

■ opportunities  to  participate 
in  a variety  of  programs  with 
medical  leaders  from  all  over 
the  country 

■ rank  and  privileges  of  an  Army 
officer 

Find  out  how  accommodating  we 
can  be  when  it  comes  to  your  time, 


and  about  the  variety  of 
opportunities  and  advantages  the 
Reserve  can  offer  you.  If  you’d 
like  to  know  more  about  Army 
Reserve  medicine,  contact  one 
of  our  experienced  Army 
Reserve  Medical  Counselors. 
They  can  arrange  for  you  to 
talk  to  an  Army  Reserve 
physician  and  visit  a Reserve 
Center  or  medical  facility. 

Call  collect: 

Or  write: 


BE  ALL  YOU  CAN  BE.® 

ARMY  RESERVE 
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General  News 


Health  Law  Attorney,  Antiarrhythmic 
Drugs  on  Convention  Program 


An  Akron  (Ohio)  attorney  who 
specializes  in  health  law,  and  the 
Professor  and  Chairman  of  Phar- 
macology at  Georgetown  University 
Medical  Center  will  be  among  the 
faculty  for  WVSMA’s  123rd  Annual 
Meeting. 

Ronald  E.  Alexander,  J.D., 

LL.M.,  is  a principal  member  of 
Buckingham,  Doolittle  & Burroughs 
in  Akron,  and  is  Chairman  of  its 
Health  Law  Department. 

He  will  speak  during  the  Friday 
morning,  August  17,  general  session 
on  “Litigation  and  its  Effect  on 
Physicians.” 

The  Georgetown  professor,  Ray- 
mond L.  Woosley,  M.D.,  Ph.D.,  will 
talk  on  “Indications  for  Antiar- 
rhythmic Drugs  After  CAST”  during 
the  third  general  session  Saturday 
morning,  August  18. 

The  convention  will  be  held 
August  15-19  in  White  Sulphur 
Springs  at  the  Greenbrier. 

Alexander  received  a B.A. 
degree  and  a juris  doctor  degree 
from  The  Ohio  State  University,  and 
a master  of  laws  degree  from  the 
University  of  Pennsylvania. 

Health  Law 

He  is  a former  law  professor  of 
the  University  of  Akron  C.  Blake 
McDowell  Law  Center,  and  remains 
a member  of  the  adjunct  faculty  of 
Northeastern  Ohio  Universities  Col- 
lege of  Medicine  and  Ohio  Universi- 
ty College  of  Osteopathic  Medicine. 
He  has  published  and  lectured  ex- 
tensively in  areas  of  health  law  in- 
cluding a presentation  developed  for 
Medical  Management  Development 
Associates,  Inc.,  in  Arcadia,  Califor- 
nia, 1988-89,  “Medicare  Fraud  and 
Abuse,  Sanctions  and  PROs.” 

Early  in  his  career,  he  served  as 
counsel  for  both  the  Senate  and 
House  of  Representatives  Standing 
Committees  on  Insurance  of  the 
Ohio  General  Assembly. 


Alexander  Woosley 


In  his  specialty  of  health  care, 
Alexander  represents  hospitals, 
medical  staffs,  individual  physicians 
and  physician  practices,  and  various 
other  health  care  providers. 

He  is  a member  of  the 
American  Bar  Association  Forum 
Committee  on  Health  Law,  a 
member  of  the  National  Health 
Lawyers  Association,  American 
Academy  of  Health  Lawyers,  and  the 
Hospital  Lawyers  Society  of  the 
Ohio  Hospital  Association. 

Formerly  at  Vanderbilt 

Doctor  Woosley,  a native  of  Ken- 
tucky, has  been  in  his  present  posi- 
tion since  1988.  He  held  a variety  of 
teaching  and  research  assignments  at 
Vanderbilt  University  in  1976-88. 

Among  a number  of  profes- 
sional appointments,  Doctor 
Woosley  is  Chair  of  the  Joint  Ad- 
visory Committee  on  Cardiovascular 
Drugs  of  the  American  College  of 
Cardiology  and  the  American  Heart 
Assocation;  Co-Chair,  Executive 
Committee  of  the  Cardiac  Ar- 
rhythmia Suppression  Trial;  Vice- 
Chairman,  Section  on  Cardiovascular 
and  Pulmonary  Pharmacology, 
American  Society  for  Clinical  Phar- 
macology and  Therapeutics,  and  a 
member  of  the  American  Board  of 
Clinical  Pharmacology. 

He  was  the  1990  recipient  of 
the  Rawls-Palmer  Award  of  the 


American  Society  for  Clinical  Phar- 
macology and  Therapeutics. 

Doctor  Woosley  is  a member  of 
the  editorial  boards  of  Journal  of 
Cardiovascular  Pharmacology > and 
Rational  Drug  Therapy,  and  is 
Associate  Editor  of  Clinical  Phar- 
macology' and  Therapeutics. 

He  was  graduated  from  Western 
Kentucky  University,  Bowling 
Green;  received  his  Ph.D.  degree  in 
pharmacology  in  1967  from  the 
University  of  Louisville,  and  his 
M.D.  degree  in  1973  from  the 
University  of  Miami  (Florida).  He 
completed  his  internship,  residency 
and  post-doctoral  fellowships  at 
Vanderbilt  and  the  University  of 
Louisville. 

Other  posts  held  by  Doctor 
Woosley  at  Georgetown  include 
those  as  Chairman,  Advisory  Com- 
mittee, Clinical  Research  Center; 
Chairman,  Advisory  Committee  for 
M.D./Ph.D.  Training  Program,  and 
Chairman,  Medical  Center  Task 
Force  for  Cardiovascular  Planning. 

He  is  the  author  or  co-author  of 
some  90  scientific  articles,  26  book 
chapters,  43  invited  reviews,  and 
123  abstracts. 

Schedule  and  Other  Topics 

The  first  general  session  will  be 
held  Thursday  morning  following 
opening  exercises  and  the  keynote 
Thomas  L.  Harris  Address. 

Other  subjects  tentatively  plann- 
ed to  be  covered  during  the  three 
general  sessions  include  Infant  Car- 
diac Surgery,  Government  Interven- 
tion in  Health  Care,  The  Changing 
Role  and  View's  of  Physicians,  Physi- 
cians and  Their  Families,  Antibiotics, 
and  Polypharmacy. 

As  announced  previously,  C. 
John  Tupper,  M.D.,  who  will  be  in- 
stalled as  President  of  the  American 
Medical  Association  in  June,  will  ad- 
dress the  Annual  Meeting  during  the 
first  session  of  the  WVSMA  House 
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of  Delegates  Wednesday  afternoon, 
August  15.  Doctor  Tupper  is  an  in- 
ternist from  Davis,  California. 

The  convention  will  follow  the 
usual  schedule  including  the  open- 
ing House  session  Wednesday  after- 
noon, the  keynote  address  Thursday 
morning,  general  sessions  Thursday, 
Friday  and  Saturday  mornings,  sec- 
tion and  society  meetings  primarily 
Friday  afternoon,  and  the  second 
House  session  Saturday  afternoon. 

Michael  M.  Stump,  M.D.,  Elkins 
pathologist,  will  be  installed  as  new 
WVSMA  President  during  the  se- 
cond House  session.  He  will  suc- 
ceed Derrick  L.  Latos,  M.D.,  Wheel- 
ing nephrologist. 

Program  Committee 

Members  of  the  1990  Annual 
Meeting  Program  Committee  are 
Drs.  James  L.  Comerci,  Wheeling, 
Chairman;  Graciano  Cendana, 
Charleston;  Thomas  H.  Chang  and 
James  L.  Bryant,  Clarksburg;  C. 
Richard  Daniel,  Beckley;  Michael  J. 
Lewis,  Morgantown;  Michael  A. 
Morehead,  Parkersburg;  Maurice  A. 
Mufson,  Huntington;  Edward  Pinney, 
Martinsburg;  Mabel  M.  Stevenson, 
Huntington,  and  Doctor  Stump. 


Wilderness  Seminar, 
Rafting  May  5-6 

The  third  annual  Wilderness 
Medicine  Seminar  will  be  held  in 
Charleston  May  5 and  on  New  River 
(whitewater  rafting)  May  6. 

The  CME  program  has  been  ex- 
panded this  year  to  include  a 
recruitment  fair  for  medical 
students,  residents  and  physicians. 

The  Saturday,  May  5,  program 
will  be  held  at  the  Holiday  Inn 
Charleston  House  in  Charleston. 

The  seminar  is  intended  to  pre- 
sent recent  advances,  experiences 
and  problems  in  acute  care.  The 
first  day  focuses  on  advances  in 
various  treatments  from  emergency 
care  of  fractures  and  dislocations  to 
the  toxicology  of  poisonous  plants 
and  mushrooms  along  with  lectures 
on  wilderness  rescue  and  a discus- 
sion of  back  country  ethics  and 
safety. 

The  second  day  features  presen- 
tations on  over-use  syndromes  and 
other  orthopedic  injuries  seen  in 
sportsmen  or  wilderness  enthusiasts. 

The  second-day  topics  are 


presented  during  the  whitewater  raf- 
ting trip  down  the  New  River. 

Sponsors  are  HealthNet, 
Emergency  Management  Specialists, 
Inc.,  and  Charleston  Area  Medical 
Center  Emergency  Department. 

The  recruitment  fair  as  well  as 
other  exhibits  will  be  open  all  day 
on  Saturday. 

Faculty 

Faculty  will  include  Julian  Bailes, 
M.D.,  Department  of  Neurosurgery, 
Allegheny  General  Hospital,  Pitts- 
burgh; G.  Richard  Braen,  M.D., 
Chairman,  Department  of  Emergen- 
cy Medicine,  Buffalo  (New  York) 
General  Hospital;  Steven 
Hollenhorst,  Ph.D.,  Assistant  Pro- 
fessor, Division  of  Forestry,  and 
Assistant  Forest  Scientist,  West 
Virginia  University  Division  of 
Forestry;  Robert  L.  Kalb,  M.D., 
Clinical  Assistant  Professor  of  Or- 
thopedics, The  Medical  College  of 
Ohio  at  Toledo; 

Philip  J.  Mayer,  M.D.,  Head  of 
Section/Spine  Surgery,  Department 
of  Orthopedics,  Henry  Ford 
Hospital,  Detroit;  William  Ramsey, 
M.D.,  Department  of  Emergency 
Medicine,  WVU  Medical  Center, 
Morgantown;  John  Walden,  M.D., 
Associate  Chairman,  Department  of 
Family  Practice  and  Community 
Medicine,  Marshall  University 
Medical  School,  and  Robert  Walker, 
M.D.,  Chairman,  MU  Department  of 
Family  Practice  and  Community 
Medicine. 

Seminar  directors  are  David 
Seidler,  M.D.,  Vice  Chief,  Depart- 
ment of  Emergency  Medicine, 

CAMC,  and  Jack  Tolliver,  M.D.,  J.D., 
Department  of  Emergency  Medicine, 
CAMC. 

This  program  has  been  review- 
ed and  is  acceptable  for  10  prescribed 


credit  hours  by  the  American 
Academy  of  Family  Physicians,  and 
the  AMA  Physician's  Recognition 
Award. 

It  is  approved  by  the  American 
College  of  Emergency  Physicians  for 
10  hours  of  ACEP  Category  1 Credit, 
and  also  for  10  hours  CAT  D2  of  the 
American  osteopathic  Association. 

For  additional  information  call 
Bill  Ferrell,  304-340-7849,  or  George 
Sovick,  304-293-4891. 


New  Ob-Gyn  Head 
at  WVU,  Charleston 

Howard  R.  Gordon,  M.D.,  has  been 
appointed  Director  of  the  Department 
of  Obstetrics  and  Gynecology,  West 
Virginia  University  Health  Sciences 
Center,  Charleston  Division. 

Before  joining  WVU,  he  was 
Clinical  Associate  Professor  of 
Obstetrics  and  Gynecology  at  the 
University  of  California,  San  Fran- 
cisco, and  Director  of  the  High-Risk 
Obstetrical  Program,  Alta  Bates 
Hospital,  Berkley,  California. 

He  is  the  Director  of  Mater- 
nal/Fetal Medicine,  and  has  been  in- 
volved with  the  ultrasound  program 
since  coming  to  the  department. 

Doctor  Gordon  is  currently 
presenting  a series  of  live,  satellite 
broadcasts  on  high-risk  pregnancies. 
The  programs  are  carried  on  the 
SATNET  uplink  and  are  received  at 
27  sites  around  the  state. 

Doctor  Gordon  received  his 
bachelor’s  degree  from  Princeton 
University,  his  M.D.  from  the 
University  of  Rochester,  and  com- 
pleted his  residency  at  Columbia 
Presbyterian  Medical  Center  in  New 
York  City. 


Shown  above  are  some  of  the  physicians  and  others  who  testified  at  a public  hearing  held 
by  the  state  House  of  Delegates  Insurance  Committee  in  Charleston  in  late  February  on 
the  malpractice  insurance  crisis  in  the  state.  From  left,  are  Jan  H.  Cunningham,  M.D., 
Charleston  obstetrician-gynecologist;  Robert  P.  Pulliam,  M.D.,  Beckley  obstetrician- 
gynecologist;  Mrs.  Barbara  Sims,  Parkersburg,  wife  of  Rutherford  C.  Sims,  M.D.,  Parkersburg 
obstetrician-gynecologist;  and  Ralph  W.  Ryan,  M.D.,  Morgantown  ophthalmologist. 
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Continuing 

Education 

Programs 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  part  of  1990.  The  pro- 
grams were  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  Director 
of  Continuing  Medical  Education; 
Patricia  Penn,  WVU  Assistant  to  the 
Dean/Continuing  Medical  Education; 
Judith  A.  Bradle,  Program  Manager, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus 
CME).  The  schedule  is  presented  as 
a convenience  for  physicians  in 
planning  their  continuing  education 
program.  (Other  national,  state  and 
district  medical  meetings  are  listed 
in  the  Medical  Meetings  Department 
of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME  ac- 
tivities may  be  obtained  by  calling 
Doctor  Chick  at  (304)  696-7018; 

Penn  (304)  293-3937;  Bradle, 

(304)  347-1363;  and  Hall,  (304) 
348-9580. 

CAMC/WVU  Health  Sciences 
Center-Charleston 

Apr.  23,  High-Risk  Obstetrics  (video 
teleconference)  (•) 

Apr.  25,  Research  Day  (•) 

Apr.  26,  Treatment  of  On-Field  Head 
& Neck  Injuries 
(video  teleconference  (•) 

Apr.  27,  17th  Annual  Newborn  Day  (•) 

May  12,  Noise-Induced  Hearing  Loss  (• 


Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (*)/WVU  Health 

Sciences  Center-Charleston  (A) 
(Check  locally  for 
additional  information) 


CME  Outreach 
Programs 

Cedar  Grove,  □ Upper  Kanawha 
Health  Association,  9 A.M. — April  10, 
Lab  Practices,  Bobby  L.  Caldwell, 
M.D.  (A) 

Fairmont,  ★ Fairmont  General 
Hospital,  7:30.  PM. — Apr.  3,  Pediatric 
Meningitis,  Elizabeth  Chung,  M.D. 

Fairmont,  ★ Fairmont  Clinic, 

1 P.M. — Apr.  18,  Pediatric  Oncology, 
Karen  Zaboy,  M.D. 

Gassaway,  □ Braxton  County  Mem- 
orial Hospital,  6:30  P.M. — Apr.  4, 
New  Treatment  in  Management  of 
Parkinson’s  Disease,  Arthur  L.  Pof- 
fenbarger,  M.D.  (A) 

Hurricane,  □ Putnam  General 
Hospital,  8:30  A.M. — Apr.  12  (tba) 

C) 

Logan,  □ General  Hospital,  11:30 
A.M. — Apr.  20  (tba)  (•) 

Madison,  □ Boone  Memorial 
Hospital,  6:30  P.M. — Apr.  10,  The 
Heart,  Hypertension  & Calcium, 
Craig  Barnett,  M.D.  (A) 

Man,  □ Appalachian  Regional 
Hospital,  7 P.M. — Apr.  17,  Trends 
in  Vascular  Surgery,  Ali 
AbuRahma,  M.D.  (•) 

Martinsburg,  ★ VA  Medical  Center, 
3 P.M. — Apr.  19,  Hypertensive 
Emergencies,  Harakh  Dedhia, 

M.D. 

Montgomery,  □ General  Hospital, 
12  P.M. — Apr.  4,  Diabetic  Retino- 
pathy, Mark  Hatfield,  M.D.  (•) 

New  Martinsville,  ★ Wetzel  Co. 
Hospital,  11:30  A.M. — Apr.  12,  Update 


on  Benign  Prostatic  Hypertrophy, 
Michael  W.  McDonald,  M.D. 

Oak  Hill,  □ Plateau  Medical  Center, 
7 P.M. — Apr.  12,  Update  on  Manage- 
ment of  Diabetes,  Stephen  Grubb, 
M.D.  (A) 

Parkersburg,  ★ Camden-Clark 
Hospital,  7 A.M. — Apr.  11,  Sexual 
Counseling  for  the  Office  Practi- 
tioner, Kenneth  Reamy,  M.D. 

Apr.  18  (7:30  A.M.),  Recent  Trends  of 
Treatment  of  Type  I Diabetes,  Angel 
Vazques,  M.D. 

Apr.  25  (7  A.M.),  SLE,  Gregory  Ku- 
jala,  M.D. 

Ripley,  □ Jackson  General  Hospital, 
12  Noon — Apr.  20,  Current  Manage- 
ment of  the  Cardiac  Bypass  Patient, 
Steve  Lewis,  M.D.  (•) 

Ronceverte,  □ Humana  Hospital 
Greenbrier  Valley,  1 P.M. — Apr.  18, 
Surgical  Prophylaxis  (speaker  tba)  (•) 

Spencer,  □ Roane  General  Hospital, 
12:30  P.M.— Apr.  17,  Right  Ventricular 
Infarcts,  Judy  Chamberlain,  R.N.  (•) 

Summersville,  □ Summersville 
Memorial  Hospital,  6 P.M. — Apr.  3, 
Prevention  of  Pre-Term  Labor, 
Howard  Gordon,  M.D.  (A) 

Waynesburg,  PA,  ★ Greene  County 
Memorial  Hospital,  7 P.M. — Apr.  24, 
Testicular  Tumors,  Donald  Lamm, 
M.D. 

Wheeling,  ★ Ohio  Valley  Medical 
Center,  8 A.M. — Apr.  7,  Pressure 
Ulcers,  Okey  Sanford,  M.D. 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  11  A.M. — Apr.  25, 
Emergency  Management  for  Poison- 
ed Patients,  Gregory  P.  Wedin, 
Pharm.D.  (A) 

White  Sulphur  Springs,  □ Green- 
brier Clinic,  4 P.M. — Apr.  17  (tba)  (A) 

Williamson,  □ Williamson  Memorial 
Hospital,  6 P.M. — Apr.  19,  Diagnosis 
& Management  of  Atypical  Skin 
Disorders,  Nolan  Parsons,  M.D.  (A) 
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Medical 

Meetings 


April 

I- 5 — Am.  Assoc,  of  Pathologists, 
Washington,  D C. 

3-7 — Assoc  of  Orthopedic  Medicine, 
Boston. 

5- 7 — Am.  Society  for  Laser  Medicine, 
Nashville,  Tenn. 

6- 8 — WV  Chapter,  AAFP,  Charleston. 

I I —  WVSMA  / CNA  Loss  Control  Seminar 
(office  personnel),  Charleston. 

22-25 — WV  Academy  of  Ophthalmology 
national  spring  meeting,  White  Sulphur 
Springs. 

26-29 — Am.  College  of  Mohs  Micrographic 
Surgery, Chicago. 

26-29 — Am.  College  of  Physicians, 
Chicago. 

28- May  3 — Am.  Assoc,  of  Neurological 
Surgeons,  Nashville,  Tenn. 

29- May  4 — Am.  Society  of  Colon  & Rec- 
tal Surgeons,  St.  Louis,  MO. 

May 

5- 6 — Wilderness  Medicine  Seminar 
(HealthNet,  Emergency  Management 
Specialists,  Inc.,  & CAMC  Emergency 
Dept.),  Charleston,  New  River  (May  6). 

6- 10 — Am.  Trauma  Society,  Washington, 
DC. 


12 — WVSMA/  CNA  Loss  Control  Seminar 
(First  Generation),  Hagerstown,  MD. 

20-23 — Am.  Thoracic  Society,  Boston. 

June 

24-28 — AMA  Annual  Meeting,  Chicago. 

July 

7 — WVSMA  / CNA  Loss  Control  Seminar 
(First  Generation),  Morgantown. 

August 

15-19 — 123rd  Annual  Meeting,  WV 
State  Medical  Assoc.  White  Sulphur 
Springs. 


Poetry  Corner 


Infectious  Diseases 
Haiku 

Stress  and  family  — 

Colonizing  resistance 
By  normal  flora. 

Return  from  Asia 

To  osteo  and  AIDS,  and 
Money  medicine. 

Diabetic  feet  — 

Painless  treading  in  a land 
Of  hostile  agents 

HIV  and  fear. 

Synergistic  threating. 
Paranoia-ville. 

Ode  to  the  gram  stain. 

The  key  to  good  medicine, 

And  compensable! 

Exotic  nectar, 

Cephquinopenemycin . 

Bug  juice  for  today. 

R.A.  Smego,  Jr.,  M.D., 
M.P.H. 

Morgantown 

Editor's  Note:  The  above  poem  is  a 
Haiku  poem,  a traditional 
Japanese  poetry  form  consisting  of 
three  lines  with  five,  seven  and  five 
syllables,  respectively. 


We  request  physician  contributions  to 
Poetry  Comer.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.D., 
Editor,  The  West  Virginia  Medical  Jour- 
nal, Box  4106,  Charleston,  WV  25364. 


Robin’s  Nest 

The  nest  was  built  with  greatest 
care 

In  the  forked  branch  of  a maple 
tree 

Where  the  foliage  of  the  early  limbs 
Made  it  difficult  to  see. 

And  there  a robin  laid  her  eggs, 
Nurtured  them  and  kept  them 
warm, 

While  keeping  watch  to  see  that 
none 

Was  lurking  near  to  do  them  harm. 

The  hatchlings,  three,  required 
more  care. 

But  faithful  to  her  mother's  task , 
She  hunted  constantly  for  food. 

And  better  care  no  one  could  ask. 

They  quickly  reached  their  full- 
grown  size, 

Then  soon  had  flown  the  nest. 

After  spreading  out  their  fledgling 
wings 

To  put  them  to  the  test. 

The  cycle  now  came  round,  com- 
plete, 

As  the  grown  birds  took  to  wing 
And  headed  south  for  wintertime. 
Then  returned  again  in  spring. 

Each  found  a site  which  suited  her 
In  the  branches  of  a maple  tree 
And  built  a nest  with  greatest  care 
Which  was  difficult  to  see. 

E.  Leon  Linger,  M.D. 

Buckhannon 


For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 
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West  Virginia  Chapter 

AMERICAN  COLLEGE  OF  SURGEONS 


Annual  Spring  Meeting 
May  2-5,  1990 
The  Greenbrier 
White  Sulphur  Springs,  WV 


GUESTS  SPEAKERS 

RONALD  L.  NICHOLS,  MD,  FACS 
Henderson  Professor  and  Vice  Chairman 
Department  of  Surgery 
Tulane  University  School  of  Medicine 
“Intraabdominal  Sepsis”  & “Prophylactic  Use  of  Antibiotics  in  Surgery” 

LARRY  H.  HOLLIER,  MD,  FACS 
Chief  of  Surgery 
Ochsner  Foundation  Hospital 

“Carotid  Artery  Surgery — 1990”  & “The  Difficult  Aneurysm” 

Other  Statewide  Speakers,  Including  the  Annual  Residents’ 

Competition  Saturday 

All  Medical  and  Paramedical  Personnel  are  invited  to  attend. 

$75  registration  fee  for  nonmembers, 

$25  registration  fee  for  non  MD, 
no  fee  for  residents  and  students. 

Exhibit  space  available.  Contact: 

Program  Chairman,  WV  ACS, 

PO  Box  1 107, 

Morgantown,  WV  26505 
(304)  346-0479 


Sometimes  Being  Sure  Of 
Yourself  Just  Isn't  Enough. 


You  know  you  are  a 
good  doctor,  you've 
worked  hard  to  get 
where  you  are  but 
sometimes  being  sure 
of  yourself  just  isn't 
enough... 

McDonough  Caperton 
professionals  are 
dedicated  to  our  clients 
and  their  future.  It's  an 
investment  on  both  our 
parts  and  a trust  we 
cherish.  McDonough 
Caperton,  insurance 
advisor  to  the  West 
Virginia  State  Medical 
Association  — 
committed  to  people. 
Dedicated 
to  excellence. 

McDonough 

Caperton 

Insurance 

Group 

7iK 


Investing  Our  People 
In  Your  Future. 


Corporate  Headquarters  One  Hillcrest  Drive,  P.O.  Box  1551,Charleston,  WV  25326-1551,  Telephone:  (304)  346-0611  Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  North  Carolina,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


Health  Sciences 
Center  News 


yc 


West  Virginia 
University 


Long-time  WVU  School  of  Medicine  physician  and  educator  Edmund  B.  Flink,  M.D.,  Ph.D., 
examines  a book  in  the  newly  dedicated  E.  B.  Flink  Library  at  Ruby  Memorial  Hospital. 
The  library,  located  on  the  hospital’s  fifth  floor,  houses  a computer.  Doctor  Flink’s  publish- 
ed papers  and  various  medical  reference  and  subspecialty  books. 


Compiled  from  material  furnished  by  the  Health 
Sciences  Center  News  Service,  Morgantown,  W 
VA  Health  Sciences  Center  News 


Child  Neurology 
Residency  Approved 

Child  neurology  has  become  a fully 
accredited  residency  training  pro- 
gram at  WVU  School  of  Medicine, 
making  it  the  only  accredited  child 
neurology  program  in  West  Virginia. 

“Accreditation  of  this  program 
is  an  important  milestone  for 
neurology  at  WVU,”  said  neurology 
Chair  Ludwig  Gutmann,  M.D.  The 
three-year  residency  program  is  one 
of  only  64  accredited  child 
neurology  programs  in  the  United 
States. 

John  B.  Bodensteiner,  M.D.,  is 
Chief  of  Child  Neurology.  He  is  one 
of  two  child  neurologists  in  West 
Virginia  fully  trained  to  deal  with 
disorders  of  the  central  and 
peripheral  nervous  system  in 
children.  The  other  is  Elizabeth 
Chung,  M.D.,  also  at  WVU. 

The  child  neurology  specialty 
has  always  been  part  of  neurology, 
but  has  been  officially  recognized 
only  since  1969.  WVU’s  program 
was  granted  full  accreditation 
recently  by  the  American  Council 
for  Graduate  Medical  Education 
(ACGME). 

Pediatric  neurologists  at  WVU 
routinely  diagnose  and  treat 
headaches,  seizures,  and 
developmental  problems,  but  the 
specialty  also  involves  the  study  of 
neuromuscular  diseases  such  as 
muscular  dystrophy,  multiple  han- 
dicaps due  to  injury  or  genetic  pro- 
blems, cerebral  palsy  and  spina 
bifida. 

Children  from  as  far  away  as 
Alaska,  Mexico  and  Saudi  Arabia 
have  been  referred  to  WVU 
pediatric  neurologists. 

“For  the  WVU  School  of 
Medicine,  accreditation  of  the  child 
neurology  program  means  an  ex- 
pansion in  the  number  of  specializa- 
tion opportunities  available  to 
neurologists,  but  for  West  Virginia  it 


also  means  an  increase  in  the 
capabilities  and  services  provided 
by  Health  Sciences  Center,”  said 
Doctor  Bodensteiner. 


Women  Eat  Better, 
But  Still  Splurge 

As  more  public  attention  is  focused 
on  the  benefits  of  consuming  a diet 
low  in  fat  and  high  in  complex  car- 
bohydrates, the  real  question  is — are 
people  listening? 

And  if  so,  are  they  actually 
making  changes  in  their  eating 
habits  that  will  improve  long-term 
health? 

A study  recently  reported  in 
the  American  Journal  of  Clinical 
Nutrition  suggests  that  the  answer 
is  yes. 

Dr.  Barry  Popkin  and  his  col- 
leagues at  the  University  of  North 
Carolina’s  School  of  Public  Health 
studied  the  food  consumption  pat- 
terns of  more  than  6,000  American 
women  for  the  years  1977  through 
1985. 


The  study  was  designed  to 
reflect  fat  and  dietary  fiber  intake. 
The  results  indicate  that  more 
women  are  heeding  the  advice  to 
reduce  the  amount  of  fat  in  their 
diets.  They  are  consuming  less  high- 
fat  cuts  of  beef  and  pork  in  1985 
than  they  did  in  1977,  and  they  are 
drinking  low-fat  milk. 

In  addition,  most  chicken  is 
now  being  eaten  without  the  skin 
and  prepared  by  some  cooking 
method  other  than  deep  frying. 

Total  calories  from  fat  in  the 
diets  of  women  decreased  from  42 
per  cent  in  1977  to  38  per  cent  in 
1985.  While  this  is  still  in  excess  of 
the  recommended  30  per  cent,  it  is 
a move  in  the  right  direction. 

That’s  the  good  news. 

However,  while  the  overall 
consumption  trends  are  encourag- 
ing, the  study  shows  that  many 
women  are  making  less  favorable 
food  choices. 

Indeed,  as  women  exercise 
more  and  focus  on  healthful  eating, 
they  seem  to  be  tempted  to  splurge 
on  desserts  and  snack  foods  that  are 
high  in  fat. 
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Theocritus , 230  B.C. 


Charles  M.  Cooper,  M.D.  Morgan  E.  Scott,  M.D.  Neil  P.  Dubner,  M.D.  Arthur  E.  Kelley,  M.D.  Basil  E.  Roebuck,  M.D. 


Don  L.  Weston,  M.D.  Orren  LeRoyce  Royal,  M.D.  G.  Paul  Hlusko,  M.D.  D.  Wilfred  Abse,  M.D.  Ronald  L.  Myers,  M.D.  Hal  G.  Gillespie,  M.D. 


Greek  poet  Theocritus  said  it.  The  eleven  men 
who  comprise  the  Active  Medical  Staff  of  Saint 
Albans  Hospital  practice  it.  Every  day. 

They  combine  years  of  study  and  experience 
to  bring  patients  the  best  available  care  for  emo- 
tional and  psychological  troubles.  Their  special 
interests  cover  the  broadest  spectrum  of  psychiatric 
treatment,  resulting  in  both  adult  and  adoles- 
cent programs  for  chemical  dependency,  eating 


disorders,  phobias  and  anxieties,  and  pain 
management. 

Our  doctors  lead  a large  group  of  professionals 
and  volunteers  who  make  compassion  and  expert 
care  a way  of  life.  Saint  Albans.  Today  and  for  the 
past  74  years  we  are 

concerned,  above  SoifTt  AlbOHS 

pea^ce  oVmmd . Psychicatric  Hospcto! 

Radford,  Virginia  (703)  639-2481 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Robert  W.  Walker,  M.D. 


Outstanding  State 
Faculty  Member 

Robert  W.  Walker,  M.D.,  of  MU 
School  of  Medicine  has  been  named 
West  Virginia’s  outstanding  faculty 
member  for  1989  by  the  Faculty 
Merit  Foundation  of  West  Virginia. 

Doctor  Walker  views  his  selec- 
tion as  a symbolic  tribute  to  all 
faculty  “out  in  the  trenches”  and  as 
part  of  a growing  recognition  of  the 
importance  of  improving  health  care 
in  the  Mountain  State.  He  welcomed 
the  opportunity  to  further  the  cause 
of  rural  health  awareness. 

“1  think  the  award  inevitably 
recognizes  the  emerging  importance 
of  rural  health  care  and  improving 
access  to  health  care  for  rural  peo- 
ple,” he  said  later.  “A  lot  of  this  ad- 
miration and  recognition  is  because 
of  the  cause,  not  me  personally,  and 
it  recognizes  not  only  my  own  work 
but  the  work  of  many  others. 

“We’re  seeing  both  nationally 
and  locally  an  increased  interest  in 
rural  health,  an  increased 
knowledge  of  its  problems,  and  an 
increased  willingness  to  do 
something  about  them.  I think  this 
enthusiasm  will  result  in  more  and 
better  ways  to  serve  rural  people.” 


Foundation  Treasurer  Isaac  N. 
Smith  introduced  Doctor  Walker  as 
a dedicated  teacher,  an  active  physi- 
cian, and  a national  leader  in  ad- 
dressing the  health  problems  of 
rural  people.  He  also  quoted  from  a 
nomination  letter  by  Mll  President 
Dale  F.  Nitzschke,  “ 'Dr.  Robert 
Walker  is  the  epitome  of  the 
positive  role  model,  working 
shoulder  to  shoulder  with  medical 
students  in  rural  West  Virginia, 
teaching  them  not  only  what  a doc- 
tor does  but — more  importantly, 
what  a doctor  is.’  ” 

Doctor  Walker  joined  the 
School  of  Medicine  faculty  in  1979 
and  has  been  Chairman  of  the 
Department  of  Family  and  Com- 
munity Health  since  1986.  He  is 
largely  responsible  for  the  in- 
novative curriculum  in  Marshall’s 
family  practice  training  program, 
named  the  nation’s  Outstanding 
Rural  Health  Program  by  the  Na- 
tional Rural  Health  Association  in 
1988. 

Medical  students  have  honored 
him  with  the  “Outstanding  Con- 
tribution to  Medical  Education” 
award  in  1981  and  the  “Most  In- 
fluential Faculty  Member  Award"  in 
1985. 

In  addition  to  his  teaching, 
public  service,  and  research 
assignments,  he  serves  on  a rural 
health  advisory  panel  to  the  con- 
gressional Office  of  Technology 
Assessment,  the  Governor’s  Task 
Force  on  Infant  Mortality,  and  the 
Advisory  Board  of  Small  and  Rural 
Hospitals.  He  is  Chairman  of  the 
West  Virginia  Alzheimer’s  Consor- 
tium. 

He  is  Medical  Director  of  the 
Lincoln  Primary  Care  Center,  a 
regional  Deputy  Director  of  Health, 
Director  of  the  Benedum  Rural 
Geriatrics  Project,  and  Project  Direc- 
tor of  four  major  federal  grants  to 
Marshall. 

He  is  a 1970  graduate  of  the 
University  of  Florida  where  he  was 
elected  to  Phi  Beta  Kappa,  and  a 
1974  graduate  of  that  school’s  Col- 
lege of  Medicine.  He  served  his 


MARSHALMjMVERSITY 


residency  at  the  Bowman  Gray 
School  of  Medicine  at  Wake  Forest 
University. 


MU  Student  Wins 
Spring  Fellowship 

MU  medical  student  M.  Sandra 
Copley  will  work  eight  weeks  this 
spring  in  a Zaire  clinic  under  a 
MAP-Reader’s  Digest  International 
Fellowship. 

Ms.  Copley  is  the  first  Marshall 
medical  student  to  receive  this 
fellowship,  according  to  Patrick  I. 
Brown,  M.D.,  the  medical  school’s 
Associate  Dean  for  Academic  and 
Student  Affairs.  He  said  only  44  of 
the  prestigious  fellowships  were 
awarded  nationally  and  that  typical- 
ly only  one  applicant  in  four 
receives  the  award. 

Ms.  Copley,  of  Huntington, 
chose  to  work  at  Good  Shepherd 
Hospital  in  Kananga,  Zaire,  with  Dr. 
Walter  Hull,  whom  she  had  heard  at 
a mission  conference  two  years  ago. 

“It’s  kind  of  like  a dream  come 
true  for  me,”  she  said. 

The  fellowship  will  pay  three- 
fourths  of  her  travel  expenses.  To 
help  cover  her  other  expenses,  Ms. 
Copley’s  church,  Spring  Valley 
Presbvterian,  has  given  her  a grant 
of  $1,000. 

MAP  International  was  created 
in  1954  to  provide  medical  supplies 
to  developing  countries.  The 
Reader’s  Digest  International 
Fellowship,  funded  by  a grant  from 
magazine  founder  DeWitt  Wallace, 
was  begun  in  1971  to  help  students 
who  think  they  might  want  to  enter 
medical  mission  work. 

Ms.  Copley  told  MU’s  student 
newspaper  that  she  hopes  to  com- 
bine medical  practice  in  the  United 
States  with  work  in  developing  na- 
tions. “Certainly  I want  to  stay  in 
primary  care,  but  I never  want  to 
give  up  the  idea  fully  of  spending 
time  in  the  Third  World,”  she  said. 
“1  feel  that  no  matter  where  1 go,  I 
can  make  a mission  out  of  it.” 
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123rd  Annual  Meeting 
at  the  Greenbrier 

Yes,  our  123rd  Annual  Meeting  planning  is  under  way.  The  convention  will  be  held 
August  15  - 19  at  The  Greenbrier  in  White  Sulphur  Springs.  Call  and  make  your  reser- 
vations NOW.  The  speakers  are  being  confirmed,  and  arrangements  for  special 
meetings  and  luncheons  are  in  the  final  stages. 

LOOK  for  The  Greenbrier  reservation  forms  in  future  issues  of  The  Journal  or 
WESGRAM.  For  further  information  please  contact  WVSMA  at  925-0342  (or 
1-800-2  5 7-4747  after  March  10). 

Hotels  and  Motels  in  the  Convention  Area: 

The  Greenbrier  White  Sulphur  Springs  800-624-6070 

Best  Western-Old  White  White  Sulphur  Springs  304-536-2441 

Briar  Inn  Lewisburg  304-645-7722 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 

TOLL  FREE 
1-800-423-USAF 


MARK  YOUR  CALENDAR 

1 
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FACULTY: 

William  W.  Clark,  Ph.D. 

William  C.  Morgan,  M.D. 

Central  Institute  for  the  Deaf 

Charleston,  West  Virginia 

St.  Louis,  Missouri 

George  Roeder,  III,  Esq. 

Mario  C.  Battigelli, 

Director  Institute  for  Occupational 

Morgantown,  West  Virginia 

Health  and  Safety 

Stephen  Wetmore,  M.D. 

Morgantown,  West  Virginia 

West  Virginia  University 
Morgantown,  West  Virginia 

Timothy  Leach,  Esq. 
Charleston,  West  Virginia 

S.  Kenneth  Wolfe,  M.D. 
Huntington,  West  Virginia 

SPONSORED  BY: 

LOCATION: 

Charleston  Area  Medical  Center 

Auditorium 

Institute  for  Occupational  Health  and  Safety 

West  Virginia  University 

West  Virginia  Academy  of  Otolaryngology  - 

Health  Sciences  Center/ 

Head  and  Neck  Surgery 

Charleston  Division 

Charleston,  West  Virginia 

REGISTRATION: 

NAME:  SOCIAL  SECURITY: 

ADDRESS:  CITY/STATE/ZIP: 

Fees:  Fees  include  coffee  breaks,  lunch  and  parking. 

Participants  registering  prior  to  April  30,  1990. 

$55.00 

Participants  Late  and  On-Site 

$75.00 

Students,  Residents,  Interns,  Medical  and  Legal $10.00 

Please  Make  Check  Payable  and  Mail  to:  CAMC  - Dept,  of  Continuing  Education 

3110  MacCorkle  Ave.,  SE 

Charleston,  WV 

25304 

NOTE:  West  Virginia  University  Health  Science  Center/Charleston  Division  participants  are  invited  to  send 

interesting  medical  legal  cases  for  discussion  and  presentation.  Please  send  a brief  outline  and  reason  why  you  think  it 

will  be  of  interest  to  audience.  Depending  on  responses  - the  moderator  will  try  to  provide  time  for  as  many 

cases  as 

time  permits. 

COPITTOTO 

qEMJMF, 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Rebecca  S.  Vaughn 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 


Working  today  for  a healthier  tomorrow 


Classified 


PRIMARY  CARE  PRACTICE  OPPORTUNITY: 

Opening  available  July  1,  1990,  for  a BC-BE 
Family  Practitioner  interested  in  a rural  non- 
hospital based  family  practice,  for  Monroe 
Health  Center,  Union  (Monroe  County),  West 
Virginia.  A modern  facility,  equipped  with  full 
laboratory,  X-ray  and  excellent  support  staff. 
Monroe  county  is  a beautiful  rural  communi- 
ty, located  25  miles  south  of  the  famous 
Greenbrier  Hotel  in  White  Sulphur  Springs. 
Salary  plus  comprehensive  benefit  package 
including  paid  malpractice.  For  more  infor- 
mation write  to:  Shirley  Neel,  Monroe  Health 
Center,  PO  Box  590,  Union,  West  Virginia 
24983,  or  call  (304)772-3064. 


AIM  HIGH!  Be  an  Air  Force  physician  in  a 
sophisticated  medical  environment.  The 
benefits  are  excellent  and  vacation  consists 
of  30  days  with  pay  per  year.  Talk  to  an  Air 
Force  medical  program  manager  about  quali- 
ty lifestyle  and  quality  practice  with  a non- 
contributing retirement  plan  if  you  qualify. 
Learn  more  about  becoming  an  Air  Force 
physician.  Call:  USAF  HEALTH  PROFES- 
SIONS at  1-800-423-USAF 


MEDICAL  EDQUIPMENT  FOR  SALE  Slightly 
used  Omed  Holter  Monitor  Star,  CBC4 
Coulter  Counter,  Reflotron.  Call  (304) 
757-6966.  Price  Negotiable. 


102-BED  HOSPITAL  in  Western  New  York,  of- 
fering cash  collected  first-year  minimum  in- 
come of  $80,000,  6 months’  office  overhead, 
and  malpractice.  OB/GYN’s  provide  sub- 
specialty backup.  Possible  University  affilia- 
tion. Call:  Wanda  Parker  at  (800)  221-4762,  or 
collect  (212)  599-6200.  E.G.  Todd  Associates, 
535  Fifth  Avenue,  New  York,  NY  10017 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  orthopedic 
surgeon  for  rapidly  growing  practice.  Salary 
of  130,000,  malpractice,  other  benefits.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect 
(212)  599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


WESTERN  PENNSYLVANIA  practice-solo, 
with  four  other  Family  Practitioners  for  call. 
Cash  collected  first-year  minimum  income 
guarantee  of  $85,000,  first  six  months’  office 
overhead  fully  paid.  104-bed  hospital,  43,000 
annual  admissions,  37-member  staff.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect, 
(212)599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  general 
surgeon.  Salary  of  $100,000,  office  overhead, 
malpractice,  other  benefits.  Call:  Wanda 
Parker,  at  (800)221-4762,  or  collect,  (212) 
599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  Pediatrician. 
Salary  of  $75,000,  office  overhead,  malprac- 
tice, other  benefits.  Call  Wanda  Parker  at  (800) 
221-4762,  or  collect  (212)  599-6200.  E.G.  Todd 
Associates,  535  Fifth  Avenue,  New  York,  NY 
10017. 


177-BED,  SOUTH  CENTRAL  PENNSYLVANIA 
HOSPITAL  seeking  board  certified/eligible 
emergency  physician.  21,000  ED  visits/year. 
Salary  of  $100,000, 4 weeks  vacation,  2 weeks 
CME.  Call:  Wanda  Parker  at  (800)  221-4762,  or 
collect,  (212)  599-6200.  E.  G.  Todd  Associates, 
535  Fifth  Avenue,  New  York,  NY  10017. 


CLASSIFIED  RATES:  43  cents  per 
word,  minimum  of  $22  per  ad.  50  cents 
per  word  for  confidential  ad, 
minumum  of  $27  per  ad.  10%  discount 
for  6 insertions.  Payment  in  advance 
required. 

DEADLINE:  Copy  nust  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the 
August  issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Jour- 
nal, P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 


Electromyography 

and 

Nerve  Conduction 
Studies. 

★ 

Prasadarao  B.  Mukkamala,  MD 

Diplomate  of  American  Board 
of  Physical  Medicine 
and  Rehabilitation. 

Diplomate  of  American 
Board  of 

Electro  Diagnostic 
Medicine 


★ 

FOR  APPOINTMENT 
CALL  (304)  344-5153 

★ 

Prasadarao  B.  Mukkamala,  MD 

1200  Quarrier  Street 
Charleston,  WV  25301 


THE  MYERS  CLINIC  — Philippi,  West  Virginia 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and/or  Family  Practice  with  0b. 
Also:  Seeking  Locum  Tenen— Ob/Gyn  or  Family  Practice  with  0b.  1-800-346-2800  In  State. 
Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  1 -(304)  457-2800 
Out-of-State. 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.D. 
Gregg  J.  Framell,  M.D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 
Beth  E.  Rezet,  M.D. 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
James  A.  Arnett,  M.  D. 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

JAMES  B.  HAZLETT,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  (614)  695-2511  • New  Martinsville  area,  455-2222  • Wellsburg-Steubenville  area,  737-3700 
Martins  Ferry  area,  (614)  633-1517  • Warwood  area,  277-2222  • Colerain  area,  (614)  635-3676  • toll-free  no.  out  of  state,  1-800-422-2339 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

T.  Gary  Kenamond,  M.  D. 

M.  L.  Wells,  D.O.  (New  Martinsville) 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

Hematology/Oncology 

C A Vasquez,  M.  D. 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

ENDOCRINOLOGY 

C.  McCool,  M D. 

GENERAL  SURGERY 

E.  C.  VOSS,  M D. 

J.  H Mahan.  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 


THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 

ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

J.  Melia,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M D. 

B.  M.  McCuskey,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Atharl,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

D.  Simbra,  M.  D. 

Kathryn  M.  Clark,  O.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

A.  G.  Matadar,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

G.  L.  Cholak.  M.  D.  (St.  Clairsville) 

E.  L.  Coffield.  M.  D.  (New  Martinsville) 
G.  E.  Sella,  M.  D.  (Colerain) 

W.  G.  Bell,  M.  D.  (Wellsburg) 

PODIATRY 

B.  Blank,  D.P.M. 


DERMATOLOGY 

M.  Baron,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M D 
W.  Zyznewsky,  M D. 

S.  Govindan,  M.  D. 

Neuropathology 

S.  Govindan,  M D. 

Pediatric  Neurology 

Rajav  R.  Varma,  M D (consultant) 

BEHAVIORAL  MEDICINE 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P Hill,  M.  D. 

R Paolini,  D.  O. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Bioleedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-invasive) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 

Physical  Therapy 

Cardiac  Ultrasound 
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VASOTEC 


ENALAPR1L  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous 
epineonrine  solution  1:1000  (0.3  mL  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  tirsl 
dose,  but  discontinuation  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
m patients  at  risk  lor  excessive  hypotension  who  are  able  to  tolerate  such  adiustmenls  (See  PRECAUTIONS.  Drug 
Interactions  and  ADVERSE  REACTIONS  ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  tor  the  tirsl  two  weeks  ol  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  it  necessary,  receive  an  intravenous  infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  turther  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/Agranulocytosis:  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  of  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiolensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ot  discontinuation  ot  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  lailure,  hyper- 
kalemia was  observed  in  3.8%  ol  patients,  but  was  not  a cause  for  discontinuation. 

Risk  lactors  for  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant 
use  ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes  which 
should  be  used  cautiously,  it  at  all.  with  VASOTEC  (See  Drug  Interactions ) 

Surgery! Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  It  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  tor  Patients 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  tirst  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  lace,  extremities,  eyes  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness.  especially  during  the  tirst  tew  days  ot  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ot  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  In  blood  pressure:  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  inlection  (e  g . sore  throat,  lever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  sate  and  effective  use  ot  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects 
Drug  Interactions: 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  of  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  tne 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril.  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  alter  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g„  diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore,  it  concomi- 
tant use  of  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  Irequent  monitoring  ol  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination of  sodium  including  ACE  inhibitors  A lew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  fetotoxiclty  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  tetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  tetal  toxicity  occurred  in  some  rabbits  at  doses  ot 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/ 
kg/day.  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters. 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  of  fetal  toxicity  with  the  use  of  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleate.  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  tirst  trimester  ol  pregnancy  nas  not  been  reported  to  affect  tetal  outcomt-  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  tetal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  (unction  in  the  tetus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  suppdlt  ot  blood 
pressure  and  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ol  ,4C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  1000 

K"  nts  treated  for  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
involving  2987  patients 

HYPERTENSION  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%).  and  tatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were-  diarrhea  (14%),  nausea  (1 4%).  rash  (1  4%),  cough  (1.3%).  orthostatic  effects  (12%),  and  asthenia  (11%) 
HEART  FAILURE  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7.9%),  hypotension  (67%),  orthostatic  effects  (2  2%),  syncope  (2  2%).  cough  (2  2%),  chest  pain  (21%),  and 
diarrhea  (2.1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  tatigue  (18%).  headache  (1 8%).  abdominal  pain  (1.6%).  asthenia  (1 6%),  orthosta- 
tic hypotension  (1.6%),  vertigo  (1.6%),  angina  pectoris  (1 5%),  nausea  (1.3%).  vomiting  (1  3%).  bronchitis  (13%), 
dyspnea  (1.3%),  urinary  tract  infection  (1  3%).  rash  (13%),  and  myocardial  infarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
m 0 5%  to  1%  ol  patients  with  hypertension  or  heartlailure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular:  Cardiac  arrest:  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension)  pulmonary  embolism  and  infarction:  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation:  palpitation 

Digestive:  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous! Psychiatric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital:  Renal  lailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory.  Bronchospasm,  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme, urticaria,  pruritus,  alopecia.  Hushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia.  photosensitivity,  rash,  and  other 
dermatologic  manifestations. 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  of  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  ther- 
apy in  01%  of  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ot  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ot  therapy  in  1 9%  ot  patients  with  heart 
failure  (See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes . Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine , Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  of  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1.0  vol  % respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
01%  ot  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  it  possible,  be  dis- 
continued tor  two  to  three  days  belore  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypotension  (See 
WARNINGS  ) II  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions  ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  ot  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mlVmin  (serum  creatinine  ol  up  to  approximately  3 mg/dL).  For  patients 
with  creatinine  clearance  « 30  ml/min  (serum  creatinine  2 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 
Heart  Failure.  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting 
dose  is  2.5  mg  once  or  twice  daily  After  the  initial  dose  or  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Dmg  Interactions.)  It  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  of  hypotension  The  appearance  of  hypotension  after  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  ol  the  hypotension  The 
usual  therapeutic  dosing  range  for  the  treatment  ot  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV),  patients  were  treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Ettects.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS.) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dl,  therapy  should  be  initi- 
ated at  2.5  mg  daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION.  Heart 
Failure.  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b 1 d and  higher  as  needed,  usually  at  intervals  ol  four  days  or  more,  it  at  the  time  Men 

of  dosage  adjustment  there  is  no!  excessive  hypotension  or  significant  deterioration  ol  renal  tunc-  IVIOU 

tion.  The  maximum  daily  dose  is  40  mg.  MERCK 

For  more  detailed  inlormabon , consult  your  MSD  Representative  or  see  Prescribing  Information , Merck  SHARF^ 

Sharp  & Dohme.  Division  ot  Merck  & Co , Inc  . West  Point,  PA  19486  jgvs6iR2(8i9)  DOHME 


THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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We  fight  cancer  in  all  its  forms. 


Our  depth  of  experience  at  Charleston  Area 
Medical  Center  is  a significant  advantage  for 
physicians  who  refer  their  patients  to  us.  That's 
because  CAMC  s oncology  specialists  have  the 
expertise  to  work  with  you  in  quickly  identifying 
a specific  cancer. 

We  help  determine  the  stage  of  the  cancer 
with  diagnostic  capabilities  which  are  enhanced 
by  a full  complement  of  state-of-the-art  technol- 
ogy, including  MRI  And  we  plan,  with  you,  the 
most  effective  treatment  strategy. 

Advanced  protocols  are  used  by  CAMC's  multi- 
disciplinary oncology  team  at  our  Cancer  Care 
Center.  All  treatment  options  are  meticulously 
considered.  Surgery,  radiation,  chemotherapy. 

Or  combinations  of  the  three. 


Ongoing  research  constantly  adds  to  your 
knowledge.  CAMC  s work  with  the  Community 
Clinical  Oncology  Program  (CCOP)  links  us  to 
major  research  groups  in  the  nation.  And  our 
computerized  Tumor  Registry  provides  a wealth 
of  historical  data  on  the  many  forms  of  cancer. 

For  more  information  about  our  compre- 
hensive inpatient  and  outpatient  services,  call 
1-800-344-4420.  Outside  West  Virginia,  call 
collect  304-348-9413. 

Charleston  Area 
Medical  Center 

PO  Box  1547 
Charleston,  WV  25326 


There  Are  Two  Things 
You  Don’t  Get 
With  Our 
Group  Coverage: 


Fuss 


With  Blue  Cross  and  Blue  Shield  of 
West  Central  West  Virginia  (Parkersburg), 
you  get  complete  health  care  coverage 
for  your  group  — without  a lot  of  adminis- 
trative paperwork.  You’ll  have  all  the 
advantages  of  the  nation’s  #1  medical/ 
surgical  coverage,  plus  optional  paid 


prescription,  dental  and  vision  coverage, 
in  a plan  that  can  be  custom-designed 
to  fit  your  needs  and  your  budget.  And 
there’s  no  need  to  fuss  about  frequent 
rate  increases:  we  can  offer  a 12 -month 
rate  guarantee  to  groups  of  15  or  more. 


Forms 


Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9-line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 


no  handling  or  follow-up  on  your  part.  If 
you  need  answers  or  assistance,  all  you 
have  to  do  is  call  our  Customer  Service 
Department. 

Find  out  more  about  “No-Fuss,  No- 
Forms”  coverage  for  your  group.  Call  us 
toll-free  or  contact  your  local  independ- 
ent agent. 


In  WV call  1-800-344-5514  or 
1-800-654-5013. 

Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 


©Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


CNA!s  financial  stability 
can  be  vital  to  the  health 
of  your  practice. 


The  stability  of  an  insurance 
company  depends  largely  on 
its  financial  strength.  This  is  im- 
portant to  you  because  it’s  a 
good  indicator  of  future  perform 
ance— whether  the  company 
will  be  around  to  protect  you 
from  claims  down  the  road. 

The  CNA  Insurance 
Companies*  have  earned  an  A+ 
rating  for  financial  strength 
from  the  AM.  Best  Company. 
This  measure  of  excellence  is 
a reflection  of  our  manage- 
ment strength  and  our  ability 
to  meet  obligations  now  and 
in  the  future. 

Aiothergood  indicator 


of  the  future  is  past  performance.  CNA 
has  been  protecting  doctors  against 
malpractice  claims  for  more  than  20 
years.  We  understand  the  special  risks 
individual  physicians  and  group  prac- 
tices face.  Your  personal  assets  could 
be  at  risk  right  along  with  the  assets 
of  your  practice,  and  we  can  tailor 
coverages  to  meet  your  exact  needs. 

For  more  information,  contact  your 
local  agent  or: 

McDonough  Caperton 
Insurance  Group 
One  Hillcrest  Dr.  East 
RO.  Box  1551 

Charleston,  WV  25326-1551 
(304)  346-0611 

CNA:  YOUR  PARTNER 
IN  MEDICAL  MALPRACTICE 
PROTECTION 


‘The  WVSMA  CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 
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Scientific  Newsfront 


Survey  of  Physician  Practices  in  Managing 
Patients  With  Chronic  Ventricular  Arrhythmias 


STANLEY  B.  SCHMIDT,  M.D. 

Section  of  Cardiology,  West  Virginia 
University  Health  Sciences  Center. 
Morgantown 

To  better  understand  how  physi- 
cians manage  patients  with  chronic 
ventricular  arrhythmias,  question- 
naires were  mailed  in  July,  1989,  to 
680  internists,  family  physicians 
and  cardiologists  in  West  Virginia. 
Responses  were  returned  by  35  per 
cent;  those  from  33  physicians  who 
seldom  prescribed  drugs  to  treat  ar- 
rhythmias were  excluded  from 
analysis.  Quinidine  and  pro- 
cainamide were  the  preferred  first- 
line  antiar rhythmics  for  53-3  per 
cent  and  24.3  per  cent  of  physi- 
cians, respectively.  Control  of  symp- 
toms was  listed  as  the  usual  indica- 
tion for  therapy  by  32.2  per  cent, 
and  improvement  in  prognosis  by 
20.1  per  cent. 

Physicians  perceived  a high 
prognostic  benefit  to  anti  arrhythmic 
treatment  in  patients  with  sustained 
ventricular  tachycardia  or  history 
of  cardiac  arrest,  and  a generally 
low  prognostic  benefit  in  those  with 
mitral  valve  prolapse.  Opinion  was 
divided  on  the  prognostic  benefit  in 
other  patient  groups  including  those 
with  frequent  ventricular  premature 
beats  following  myocardial 
infarction. 

These  results  help  quantify  cur- 
rent physician  practices  in  manag- 
ing patients  with  chronic  ven- 
tricular arrhythmias. 

Physicians  face  many  uncertainties 
regarding  the  optimal  treatment 
of  patients  with  ventricular  ar- 
rhythmias. In  a number  of  cases  our 
decisions  are  limited  by  lack  of  data 
from  well-designed  clinical  investiga- 
tions. In  other  situations,  reasonably 
good  data  are  available  to  help  guide 
our  management.  Little  is  known 


about  how  physicians  deal  with  the 
mixture  of  knowledge  and  uncer- 
tainty in  this  field  and  apply  it  to 
the  care  of  their  patients.  The  pur- 
pose of  this  study  was  to  gain  a bet- 
ter understanding  of  how  physicians 
currently  approach  the  problem  of 
ventricular  arrhythmias  as  en- 
countered in  their  daily  practice. 

Methods 

Questionnaires  were  mailed  in  July, 
1989,  to  680  physicians  practicing 
internal  medicine,  family  medicine 
or  cardiology  in  West  Virginia. 
Questionnaire  items  evaluated  the 
frequency,  type,  and  indications  for 
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antiarrhythmic  drug  prescription, 
preferred  techniques  of  antiar- 
rhythmic drug  selection,  perceived 
efficacy  of  the  automatic  implan- 
table defibrillator  (AICD)  in  patients 
with  life-threatening  ventricular  ar- 
rhythmias, perceived  efficacy  of  cor- 
onary bypass  surgery  in  suppressing 
ventricular  arrhythmias,  and  physi- 
cian demographic  data.  In  addition, 
physicians  were  asked  to  estimate 
the  likely  prognostic  benefit  to  an- 
tiarrhythmic drug  therapy  for  fre- 
quent premature  ventricular  beats 
(500/hour  by  Holter  monitor)  in  six 
hypothetical  patient  groups:  mitral 
valve  prolapse,  old  myocardial  in- 
farction (MI)  with  normal  ejection 
fraction,  old  MI  with  low  (15  per 
cent)  ejection  fraction,  prior  nonsus- 
tained  ventricular  tachycardia  (VT), 


prior  sustained  VT,  and  prior  cardiac 
arrest  not  precipitated  by  an  acute  MI. 

Questionnaires  and  preaddress- 
ed, stamped  return  envelopes  were 
mailed  to  all  West  Virginia  internists, 
family  physicians,  and  cardiologists 
identified  as  having  contacted  the 
toll-free  Medical  Access  and  Referral 
System  (MARS)  of  the  West  Virginia 
University  Health  Sciences  Center 
during  the  preceding  year.  Question- 
naires were  also  mailed  to  all  West 
Virginia  internists  listed  in  the  Direc- 
tory of  Medical  Specialists  (1),  and  to 
all  cardiologists  listed  in  the  1988-89 
Membership  Directory  of  the 
American  College  of  Cardiology  (2). 
Full-time  staff  physicians  at  this 
medical  center  were  excluded  from 
participation. 

Responses  were  returned  by  236 
(35  per  cent)  physicians  including 
42  internists,  140  family  physicians 
(FPs)  and  21  cardiologists.  Board 
certification  was  reported  by  64.3 
per  cent,  64.3  per  cent  and  100.0 
per  cent  of  these  groups,  respective- 
ly. Thirty-three  physicians  did  not 
list  their  specialty.  The  mean  age  of 
respondents  was  43.2  ± 10.5  years. 


TABLE 

Perceived  Prognostic  Benefit  to 
Therapy 

BENEFIT  % 

GROUP 

HIGH  MODERATE  LOW  NONE 

Mitral  Valve 


Prolapse 

8.5 

14.6 

48.3 

28.6 

Old  MI, 
Normal  EF 

5.0 

34.5 

45.0 

15.5 

Old  MI, 
Low  EF 

38.1 

42.1 

14.2 

5.6 

Prior  Nonsus- 
tained  VT 

26.9 

55.8 

13.7 

3.6 

Prior  Sus- 
tained VT 

88.1 

10.4 

1.5 

0.0 

Prior  Cardiac 
Arrest,  Not 
Due  to 
Acute  Ml 

84.0 

13.5 

2.0 

0.5 

MI  = Myocardial  infarction; 

EF  = 

ejection  fraction 
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Responses  from  33  physicians  who 
rarely  or  never  prescribe  drugs  for 
chronic  ventricular  arrhythmias 
were  excluded  from  further  analysis. 

Group  frequencies  were  com- 
pared by  Chi-square.  Means  are  ex- 
pressed as  ± the  standard  deviation. 
P values  < 0.05  were  considered 
significant. 

Results 

Frequency  and  indications  for  drug 
therapy:  Among  physicians  prescrib- 
ing antiarrhythmic  drugs  for  chronic 
ventricular  arrhythmias,  29.8  per 
cent  prescribed  weekly,  33-3  per 
cent  prescribed  monthly,  and  36.9 
per  cent  prescribed  “a  few  times  a 
year.”  Cardiologists  prescribed  the 
most  frequently,  with  57.1  per  cent 
prescribing  on  a weekly  basis.  FPs 
prescribed  the  least  frequently,  with 
44.1  per  cent  prescribing  “a  few 
times  a year.”  Quinidine  and  pro- 
cainamide were  listed  as  the  drugs 
most  likely  to  be  tried  first  by  53-3 
per  cent  and  24.3  per  cent  of  physi- 
cians, respectively.  Beta-blocker 
drugs  and  verapamil  were  listed  as 
drugs  of  first  choice  for  treating 
chronic  ventricular  arrhythmias  by 
6.6  per  cent  and  5.9  per  cent  of 
responders,  respectively.  Among  car- 
diologists, mexiletine  was  the  se- 
cond most  frequent  listed  drug  of 
first  choice,  and  was  selected  by 
25.0  per  cent  of  these  physicians. 
Only  1.4  per  cent  of  responders 
listed  encainide  or  flecainide  as  their 
first  choice,  and  none  chose 
amiodarone. 

When  asked  about  antiar- 
rhythmic use  during  the  preceding 
year,  84.7  per  cent  of  physicians 
had  prescribed  quinidine  for  ven- 
tricular arrhythmias,  75.7  per  cent 
had  used  procainamide,  69.8  per 
cent  had  used  a beta-blocker,  and 
43-6  per  cent  had  used  verapamil. 
There  were  no  significant  dif- 
ferences in  the  frequency  of  use  of 
these  drugs  between  different  physi- 
cian specialties.  Smaller  numbers  of 
physicians  reported  use  of  other  an- 
tiarrhythmic drugs,  and  cardiologists 
were  most  likely  to  use  these  other 
medications.  The  least  frequently  us- 
ed medication  was  amiodarone, 
which  had  been  prescribed  by  14.9 
per  cent  of  physicians  (57.1  per  cent 
of  cardiologists)  during  the 
preceding  year.  The  usual  indication 
listed  for  initiating  antiarrhythmic 


therapy  was  control  of  symptoms 
for  32.2  per  cent,  improvement  in 
prognosis  for  20.1  per  cent,  and 
both  symptoms  and  prognosis  about 
equally  for  47.7  per  cent  of  respon- 
ding physicians. 

Perceived  prognostic  benefit  of 
drug  therapy:  Physicians  were  asked 
to  assess  the  likely  prognostic 
benefit  to  be  derived  from  antiar- 
rhythmic drug  therapy  in  six 
hypothetical  groups  of  patients.  The 
results  are  summarized  in  the  Table. 
Most  physicians  saw  little  prognostic 
benefit  to  antiarrhythmic  therapy  in 
patients  with  mitral  valve  prolapse 
or  prior  MI  with  a normal  ejection 
fraction.  An  intermediate  need  for 
therapy  was  seen  in  patients  with 
prior  MI  and  low  (15  per  cent)  ejec- 
tion fraction  or  nonsustained  VT, 
and  a strong  probable  benefit  was 
reported  for  patients  with  prior  sus- 
tained VT  or  cardiac  arrest.  At  least 
one  survivor  of  cardiac  arrest  not 
precipitated  by  an  acute  MI  was 
followed  by  42.3  per  cent  of 
responding  physicians. 


i ipnrt  hose  who  par- 
JL  ticipated  in  this 
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In  general  there  were  no  signifi- 
cant differences  between  physician 
groups  regarding  the  perceived  prog- 
nostic benefit  to  antiarrhythmic 
therapy.  The  only  exception  was  in 
patients  with  prior  Ml  and  normal 
ejection  fraction  where  50.0  per 
cent  of  cardiologists  saw  no  prog- 
nostic benefit  to  treatment  while 
most  internists  and  FPs  saw  at  least 
some  benefit. 

Measuring  response  to  drug 
therapy:  Physicians  were  asked  to 
identify  the  method  they  would  be 
most  likely  to  use  in  guiding  the 
choice  of  antiarrhythmic  drugs  for  a 
survivor  of  cardiac  arrest  not 
precipitated  by  an  acute  MI.  Patient 
symptoms  were  reported  to  be  the 


preferred  data  source  by  7.0  per 
cent,  in-hospital  rhythm  telemetry 
by  16.9  per  cent,  serial  Holter 
monitors  and  exercise  tests  by  48.3 
per  cent,  and  electrophysiologic 
testing  by  25.9  per  cent.  Other 
methods  were  selected  by  2.0  per 
cent.  Cardiologists  were  the  most 
likely  (p  < .001)  to  select  elec- 
trophysiologic testing  as  their  prefer- 
red guide  to  therapy  in  this  group 
of  patients  (66.7  per  cent),  followed 
by  internists  (33 -3  per  cent)  and  FPs 
(17.4  per  cent).  At  least  one  such 
cardiac  arrest  survivor  was  followed 
by  42.3  per  cent  of  physicians  in- 
cluding 90.5  per  cent  of  car- 
diologists, 54.8  per  cent  of  internists 
and  312  per  cent  of  FPs. 

Attitudes  to  nonpharmacologic 
therapy:  The  automatic,  implantable 
cardioverter  defibrillator  (AICD)  was 
rated  as  “very  effective”  in  reducing 
the  risk  of  recurrent  cardiac  arrest 
in  high-risk  patients  by  34.2  per 
cent  of  physicians.  The  device  was 
rated  as  “very  effective,  but  too 
costly  to  be  practical”  by  an  addi- 
tional 26.7  per  cent  of  physicians. 
The  remainder  saw  it  as  “somewhat 
effective,”  or  were  unsure  of  its  ef- 
fectiveness. Cardiologists  were 
significantly  more  likely  than  non- 
cardiologists to  rate  the  AICD  as 
“very  effective”  in  this  setting  (76.2 
per  cent  vs.  29-3  per  cent,  p<  .001). 

Coronary  artery  bypass  surgery 
was  seen  as  being  “very  effective”  in 
reducing  the  frequency  and  severity  of 
ventricular  arrhythmias  in  patients 
with  ischemic  heart  disease  by  12.5  per 
cent  of  responding  physicians.  An  ad- 
ditional 62.0  per  cent  saw  it  as 
“somewhat  effective”  for  this  purpose. 
Cardiologists  were  significantly  more 
likely  than  noncardiologists  to  view 
bypass  surgery  as  generally  “not  effec- 
tive” in  reducing  ventricular  ar- 
rhythmias (47.6  per  cent  vs.  12.3  per 
cent,  p<  .0001). 

Discussion 

The  findings  of  this  survey  help  to 
quantify  current  physician  practices  in 
managing  patients  with  chronic  ven- 
tricular arrhythmias.  Those  who  par- 
ticipate in  this  survey  favored  conven- 
tional class  IA  antiarrhythmics  as  their 
initial  drugs  of  first  choice  in  treating 
these  arrhythmias.  Newer  drugs  from 
other  classes  were  used  with  moderate 
frequency,  and  were  prescribed  chief- 
ly by  cardiologists.  There  was  a strong 
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consensus  in  favor  of  treating  ven- 
tricular arrhythmias  in  patients  with 
a history  of  sustained  VT  or  cardiac 
arrest  to  improve  prognosis.  Opin- 
ion was  more  divided  on  the  likely 
prognostic  benefit  to  therapy  in 
other  patient  groups.  There  was 
moderate  acceptance  of  the  role  of 
electrophysiologic  testing  to  guide 
antiarrhythmic  therapy  in  survivors 
of  cardiac  arrest  among  internists 
and  FPs,  and  strong  acceptance 
among  cardiologists.  Most  viewed 
the  AICD  as  an  effective  means  of 
improving  survival  in  patients  with 
prior  cardiac  arrest. 

Selection  of  antiarrhythmic 
drugs:  The  selection  of  an  antiar- 
rhythmic agent  is  usually  a trial  and 
error  process,  which  may  be  guided 
to  some  extent  by  consideration  of 
drug  side  effects  and  the  patient's 
overall  medical  condition.  All  antiar- 
rhythmic drugs  have  the  potential  to 
worsen,  rather  than  alleviate,  ven- 
tricular arrhythmias,  and  this  poten- 
tial for  a proarrhythmic  effect  also 
influences  the  choice  between 
agents.  Quinidine,  which  was  the 
preferred  drug  of  first  choice  for  the 
majority  of  surveyed  physicians,  is 
associated  with  a relatively  high  in- 
cidence of  proarrhythmia  (3,4),  and 
this  needs  to  be  kept  in  mind  in 
selecting  a first-line  antiarrhythmic. 

In  the  one  previously  published 
survey  of  treatment  practices  among 
university  cardiologists,  quinidine 
was  also  selected  as  the  usual  drug 
of  first  choice  by  the  majority  of 
physicians  (5). 

Encainide  and  flecainide  were 
associated  with  significantly  higher 
mortality  than  placebo  therapy  in 
the  Cardiac  Arrhythmia  Suppression 
Trial  (CAST)  (6),  which  probably 
reflects  a proarrhythmic  effect  of 
these  drugs.  They  are  reserved  for 
the  treatment  of  life-threatening  ven- 
tricular arrhythmias  such  as  sustain- 
ed VT,  and  their  avoidance  as  first- 
line  agents  by  the  physicians  in  this 
survey  is  appropriate. 

The  frequent  use  of  beta- 
blockers  and  verapamil  to  treat  ven- 
tricular arrhythmias  observed  in  this 
study  is  of  interest.  Beta-blockers 
can  suppress  ventricular  premature 
beats,  but  higher-than-average  doses 
are  required  to  achieve  this  effect  (7), 
and  the  response  appears  to  be 
less  than  with  procainamide  or 
quinidine  (8).  Verapamil  is  generally 


not  effective  in  suppressing  chronic 
ventricular  arrhythmias,  and  usually 
produces  acute  hypotension  when 
mistakenly  given  to  patients  in  sus- 
tained ventricular  tachycardia.  There 
are  some  reports  of  its  usefulness  in 
terminating  a unique  type  of  VT  in 
young  patients  with  structurally  nor- 
mal hearts  (9). 

Perceived  prognostic  benefit  to 
antiarrhythmic  therapy:  Over  two 
thirds  of  surveyed  physicians  in- 
dicated that  improvement  in  prog- 
nosis was  a major  goal  of  therapy 
influencing  their  decision  to  treat 
chronic  ventricular  arrhythmias. 
While  many  share  the  view'  that 
carefully  selected  therapy  may 
benefit  patients  with  life-threatening 
ventricular  arrhythmias,  there  is  lit- 
tle evidence  of  prognostic  benefit  in 
most  patient  groups.  Indeed,  the 
CAST  study  shows  that  antiar- 
rhythmic therapy  can  be  detrimental 
in  post-MI  patients  treated  with  en- 
cainide or  flecainide  (6). 
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Unlike  the  results  of  the 
previous  university-based  survey  (5), 
most  physicians  in  this  study  saw  at 
least  some  prognostic  benefit  in  at- 
tempting to  suppress  chronic  ven- 
tricular arrhythmias  in  patients  with 
mitral  valve  prolapse.  There  is  little 
data  actually  to  link  mitral  valve  pro- 
lapse wTith  sudden  cardiac  death  (10), 
and  no  proof  that  ventricular 
arrhythmias  are  a marker  for  sudden 
death  in  these  patients.  Given  the 
cost  and  potential  deleterious  effects 
of  antiarrhythmic  drugs,  physicians 
should  have  a very  high  threshold 
for  initiating  treatment  in  these 
patients. 

This  study  showed  a strong  con- 
sensus in  favor  of  antiarrhythmic 
therapy  in  patients  with  sustained 
VT  or  prior  cardiac  arrest.  This  is 
encouraging,  as  these  generally  are 
very  high-risk  groups  in  w'hich  the 
evidence  favoring  a prognostic 


benefit  to  therapy  is  greatest.  Even 
in  these  categories,  however,  further 
stratification  is  necessary  before 
reaching  a final  decision  regarding 
treatment. 

Survivors  of  cardiac  arrest: 

Two  approaches  have  been  showm 
to  be  effective  in  selecting  antiar- 
rhythmic therapy  for  survivors  of 
cardiac  arrest.  One  is  based  on 
serial  Holter  monitors  and  exercise 
tests  (11),  and  the  other  on  serial 
electrophysiologic  tests  (12,13).  Ap- 
proximately 20  per  cent  of  cardiac 
arrest  survivors  lack  sufficient 
baseline  ectopy  to  serve  as  a yard- 
stick by  w'hich  to  measure  drug 
response,  and  thus  are  not  suitable 
for  the  noninvasive  approach  (14). 

In  the  only  randomized  study  of  the 
tw'o  methods  conducted  to  date,  pa- 
tients whose  therapy  w'as  guided  by 
electrophysiologic  testing  had  fewer 
symptomatic  recurrences  than  those 
assigned  to  the  noninvasive  techni- 
que (15).  Approximately  half  the 
physicians  in  this  survey  indicated  a 
preference  for  the  noninvasive 
method  of  drug  selection  following 
cardiac  arrest.  For  this  approach  to 
be  reliable,  it  must  be  conducted  in 
a rigorous  fashion,  usually  requiring 
several  wreeks  in  the  hospital,  multi- 
ple drug  trials  and  careful  quan- 
titative Holter  monitoring  (11).  Less 
demanding  protocols  have  not  been 
shown  to  be  useful.  The  risk  of 
recurrent  cardiac  arrest  without 
therapy  is  approximately  25  per 
cent  during  the  first  year  following 
an  event,  and  this  is  not  altered  by 
empiric  drug  therapy  (16).  Only'  a 
small  number  of  physicians  in- 
dicated that  they  would  use  patient 
symptoms  to  guide  therapy  in  car- 
diac arrest  survivors.  Obviously', 
symptoms  are  not  a useful  guide  in 
this  setting,  as  the  patient’s  next 
“syTmptom”  might  easily'  be  a fatal 
cardiac  arrest. 

Nonpharmacologic  therapy: 

The  AICD  has  had  a dramatic  im- 
pact on  the  treatment  and  survival 
of  patients  with  cardiac  arrest  or 
recurrent  hypotensive  VT  (17).  Most 
physicians  in  this  survey'  had  a 
favorable  opinion  about  the 
usefulness  of  this  device,  although 
many  expressed  reservations  about 
its  cost.  A substantial  number  of  pa- 
tients with  the  AICD  are  able  to 
return  to  full-time  employment,  and 
many  are  able  to  reduce  or 
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eliminate  antiarrhythmic  drug 
therapy.  For  most  of  these  patients, 
the  AICD  is  life-saving  therapy 
which  is  highly  cost  effective. 

Coronary  bypass  surgery  was 
perceived  by  many  noncardiologists 
to  be  an  effective  means  of  treating 
chronic  ventricular  arrhythmias  in 
patients  with  underlying  coronary 
disease.  While  it  is  generally  not 
relied  upon  by  itself  to  control 
malignant  arrhythmias,  it  may  play  a 
contributory  role  in  selected  pa- 
tients (18). 

Study  limitations:  The  results 
of  this  study  are  drawn  from  a non- 
random  sample  of  physicians  from 
one  state,  and  the  findings  obviously 
may  not  be  representative  of  prac- 
tices in  other  areas.  In  addition, 
many  other  aspects  of  arrhythmia 
management  might  have  been  ex- 
amined, and  the  results  of  a larger 
and  more  detailed  survey  would  be 
of  interest.  The  present  survey  was 
kept  relatively  brief  in  an  effort  to 
maximize  the  response  among 
surveyed  physicians. 
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Fibromyalgia  syndrome  (FS)  is  a 
musculoskeletal  problem  that  has 
become  more  and  more  widely 
recognized.  There  are  three  types: 
primary  (PFS  idiopathic),  secon- 
dary (associated  with  another 
disorder),  and  post-traumatic 
(PTFS).  The  latter  condition.  PTFS, 
is  especially  intriguing  since  quite 
often  litigation  is  involved,  and 
doubt  is  cast  as  to  whether  the  pa- 
tient is  actually  suffering.  Accusa- 
tions of  malingering  have  been 
made.  A retrospective  chart  review 
of  14  PTFS  patients  was  made  in 
an  effort  to  ascertain  the  likelihood 
of  malingering. 

Over  the  past  two  years,  14  pa- 
tients (three  male,  11  female)  were 
treated  for  PTFS.  The  mean  age 
was  37  years  for  both  men  and 
women.  All  had  classic  PTFS  with  a 
chronic  musculoskeletal  problem 
that  started  immediately  after  a 
traumatic  event,  classic  myofascial 
tender  points,  poor  sleep,  and  nor- 
mal standard  laboratory 


tests.  Twenty-three  per  cent  went  to 
trial;  77  per  cent  settled  out  of 
court.  All  were  given  a monetary 
award.  The  vast  majority  (77  per 
cent)  returned  to  a rheumatologist 
for  continued  treatment,  suggesting 
that  patients  who  meet  strict  FS 
criteria  are  not  malingering  and 
are  indeed  in  need  of  medical  help. 


i i A ll  were  given  a 
il  monetary  award. 
The  vast  majority  (77  per 
cent)  returned  to  a rheu- 
matologist for  continued 
treatment,  suggesting  that 
patients  who  meet  strict 
FS  criteria  are  not  mal- 
ingering . . . y y 


Introduction 

Fibromyalgia  Syndrome  (FS)  is  a 
common  yet  relatively  newly- 
recognized  musculoskeletal  problem 
that  recently  has  been  the  subject  of 
many  studies  and  reviews  (1-4).  FS  is 
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characterized  by  polymyalgias,  mus- 
cle tautness  and  muscle  stiffness,  ac- 
companied by  well-defined  and 
amply  described  tender/trigger 
points,  fatigue  and  non-restorative 
sleep.  Neuropathic  symptoms  (e.g. 
numbness,  tingling,  lancinating  pain) 
and  anxiety  are  also  frequent  pro- 
blems in  FS  patients  (5). 

Three  major  types  of  FS  exist. 
The  first  type,  idiopathic  or  primary 
fibromyalgia  (PFS),  occurs  for 
unknown  reasons,  but  is  aggravated 
by  such  factors  as  overuse,  stress, 
poor  sleep,  weather  changes,  etc.  No 
other  medical  problem  is  recognized 
in  patients  with  primary  FS. 

In  contrast,  the  second  type, 
secondary  or  concomitant  FS,  oc- 
curs in  patients  with  well-recognized 
medical  problems,  usually  chrorric 
in  nature,  but  it  is  otherwise 
clinically  identical  to  primary  FS. 

The  third  type  of  FS,  and  the 
variety  about  which  this  paper  is 
concerned,  is  called  post-traumatic 
FS  (PTFS).  It  occurs  in  the  setting  of 
an  acute  injury,  after  which  signs 
and  symptoms  of  FS  appear.  Fre- 
quently, such  patients  are  engaged 
in  litigation  to  obtain  funds 
necessary  to  compensate  them  for 
their  medical  bills  and  loss  of  in- 
come while  unable  to  work. 

Because  monetary  matters  are  in- 
volved, there  is  a tendency  on  the 
part  of  some  individuals  (not  sur- 


TABLE  1 

Criteria  for  Diagnosis  of  Fibromyalgia 
Syndrome 


Obligatory  Criteria 

— Chronic,  diffuse  achiness  or  stiffness 
affecting  three  or  more  areas  for  more 
than  three  months. 

—Tender  points  at  multiple-characteristic 
locations  (at  least  11). 

— Absence  of  other  conditions  to  explain 
musculoskeletal  symptoms. 

Minor  Criteria 

— Chronic  headache 

— Disturbed  sleep 

— Pain  in  neck,  shoulders  or  upper  back 

— Generalized  fatigue  or  malaise 

— Subjective  swelling,  numbers,  or  morn- 
ing stiffness 

Adapted  from  Goldenberg  DL.  Fibromyalgia 
syndrome:  an  emerging  but  controversial 
condition.  JAMA  1987;  257(20):2782-7. 


prisingly,  insurance  company  ad- 
justers, opposing  attorneys,  etc.)  to 
accuse  the  patient  of  malingering  or 
to  suggest  that  PTFS  patients  are  ex- 
aggerating their  pain  for  the  pur- 
pose of  monetary  gain.  If  that  were 
true,  PTFS  patients  probably  would 
not  continue  to  see  their  treating 
physicians  after  a monetary  award 
was  granted  either  by  a court  or  as 
a settlement  before  trial  (i.e.  they 
would  “take  the  money  and  run’’). 

This  article  demonstrates  that 
the  vast  majority  of  PTFS  patients 
continue  treatment  after  a monetary 
award  is  obtained,  suggesting  that 
PTFS  indeed  is  the  cause  of  much 
suffering,  and  should  be  treated  as  a 
bona  fide  medical  disorder. 

Patient  Population 

PTFS  was  diagnosed  in  14  patients 
(11  women,  three  men)  in  a general 
rheumatology  practice  between 
1985  and  1989.  The  mean  age  was 
37  for  women  and  37  for  men. 

The  vast  majority  of  PTFS  patients 


(12  of  14)  seen  in  this  four-year 
period  were  injured  in  auto  acci- 
dents, but  one  case  was  precipitated 
by  a fall,  and  another  was  a work- 
related  injury.  All  the  patients  com- 
plained of  fatigue,  nonrestorative 
sleep,  polymyalgias,  and  polyar- 
thralgias. In  addition,  they  reported 
an  inability  to  work  or  perform  ac- 
tivities of  daily  living  such  as  shop- 
ping, running  the  sweeper,  doing 
laundry,  washing  dishes,  and  lifting 
without  precipitating  a flare-up  of 
their  generalized  painful  condition, 
necessitating  a long  rest  period  to 
help  control  the  pain.  None  of  the 
patients  had  any  signs  of  inflam- 
matory arthritis,  although  signs  of 
degenerative  joint  disease  were  pre- 
sent in  four  patients  (Fleberden’s 
nodes  in  two  women  (ages  49  and 
66)  and  in  one  43-year-old  man). 

Left  knee  crepitus  was  present  in  a 
36-year-old  man  who  had  a high 
school  sports  injury.  These  findings 
were  felt  to  be  consistent  with  the 
patients’  ages  and  past  history,  and 


Figure  1.  Myofascial  trigger  points  for  fibromyalgia  syndrome.  If  six  points  are  unusually 
tender,  diagnosis  is  likely.  Key:  a-Supraspinatus  tendon,  b-Costochondral  junction  (especial- 
ly at  second  rib),  c-Lateral  epicondyle  of  humerus,  d-Iliac  crest,  e-Greater  tronchanteric 
bursa  of  femur,  f-Medial  fat  pad  of  knee,  g-Splenius  muscle  of  head,  h-Nuchal  ligament, 
i-Trapezius  muscle,  j-Infraspinatus  tendon,  k-Rhomboid  muscle,  1-Erector  muscle  of  lum- 
bar spine,  m-Multifidus  muscle,  n-Middle  gluteus  muscle,  and  O-Piriform  muscle. 
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were  not  causing  symptoms  prior 
to,  or  subsequent  to,  the  accident. 

All  patients  fulfilled  the  criteria 
for  FS  outlined  in  Table  1,  and  also 
fulfilled  the  new  FS  criteria  propos- 
ed by  the  National  Multicenter 
Fibromyalgia  Criteria  Committee  (of 
which  this  author  is  a member)  (5). 

A careful  “tender  point  count” 
was  made  on  each  patient.  This  en- 
tailed manual  palpation  of  typical 
defined  anatomic  areas,  many  of 
which  are  illustrated  in  Figure  1.  In 
addition,  other  areas  such  as  the 
low  cervical  area,  located  at  the  an- 
terior aspects  of  the  inter-transverse 
spaces  at  C5-C7  and  the  paraspinous 
area  three  cm.  lateral  to  the  midline 
at  the  level  of  the  mid-scapulae, 
were  palpated.  Other  “control”  or 
typically  non-tender  areas  were  also 
examined.  These  included,  but  were 
not  limited  to,  the  forearm,  thumb- 
nail and  mid-foot  areas.  A patient 
who  was  tender  at  the  “control" 
sites  or  who  complained  of  pain 
wherever  he/she  was  touched  would 
not  meet  classic  FS  criteria. 

In  addition  to  a tender  point 
count,  dolorimetry  testing  was 
done.  A dolorimetry  is  a pressure 
algometer.  It  is  a spring-loaded 
gauge  attached  to  a rod  with  a soft 
rubber  stopper  at  one  end.  The 
other  end  of  the  rod  is  attached  to 
the  spring  (Figure  2).  The  patient 
undergoes  testing  by  having  certain 
anatomic  areas  placed  in  contact 
with  the  rubber  stopper.  The  shaft 
of  the  instrument  is  then  advanced 
slowly  (about  one  kg.  per  second) 
by  the  examiner,  and  progressively 
greater  pressure  is  applied  until  the 
patient  complains  of  pain.  At  that 
point  a numerical  value  is  assigned 
to  the  area  tested.  Higher  numbers 
(e.g.  five  kg.  or  greater)  indicate  that 
the  particular  anatomic  area  is 
relatively  insensitive  to  the  pressure. 
Lower  numbers  (typically  two  kg.  or 
less)  suggest  tenderness  or  sensitivi- 
ty to  pressure. 

In  order  to  help  distinguish  bet- 
ween the  malingerer  and  a patient 
who  is  truly  in  pain,  and  to  avoid 
confusing  FS  with  other  pain  states 
such  as  psychogenic  rheumatism 
and  somatization  disorders,  three 
“control”  sites  were  tested  in  addi- 
tion to  the  six  sites  that  tend  to  be 
sensitive  to  pressure  in  FS  sufferers. 
Low  values  in  the  “control”  sites 
would  tend  to  rule  out  FS  even  if 
other  typical  sites  were  tender.  The 
“control”  sites  were  the  right 


Figure  3.  Dolorimetry  Testing  Sites.  Key:  “Control”  Sites  — C, -forearm,  C2-3rd  metatar- 
sal, and  Cj-thumbnail.  “Typical  Tender”  Sites  — T,-occiput,  T2-paraspinous,  T}-2nd 
costochondral  junction,  T,-lateral  humeral  epicondyle,  T, -medial  knee  fat  pad,  and 
T6-trapezius. 
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TABLE  2 

Characteristics  of  PTFS  Patients 


Number  of 

Date  of  Date  of  Visits  Since 

Date  of  Diagnosis  Award  (A)  Award  (up  to 

Pt.  No.  Age  Sex  Injury  of  PTFS  or  Settlement  (s)  Nov.,  1989) 


1 

41 

F 

6/85 

8/85 

2/89  (A) 

3 

2 

36 

M 

12/84 

4/86 

2/88  (S) 

3 

3 

41 

F 

7/86 

1/87 

1/89  (S) 

3 

4 

23 

F 

2/87 

10/87 

12/88  (S) 

0 

5 

30 

F 

4/87 

12/87 

4/89  (S) 

0 

6 

35 

F 

10/84 

10/86 

12/87  (S) 

11 

7 

30 

F 

7/86 

9/87 

2/89  (S) 

1* 

8 

28 

F 

1/85 

5/86 

1/88  (A) 

10 

9 

32 

M 

8/87 

4/88 

12/88  (S) 

6 

10 

66 

F 

8/84 

4/85 

11/87  (S) 

7 

11 

31 

F 

5/85 

10/85 

9/87  (S) 

0** 

12 

34 

F 

11/85 

8/87 

9/88  (A) 

8 

13 

43 

M 

11/84 

12/87 

2/89  (S) 

0 

14 

49 

F 

3/85 

2/89 

9/89  (S) 

2 

* Patient  markedly 

improved.  Being  seen  by  family 

doctor. 

‘ Patient  left  the  area. 

Being  followed  by  another  rheumatologist. 

thumbnail  with  the  thumb  placed 
on  a flat  surface  like  a desk  or  table, 
the  dorsal  distal  third  part  of  the 
right  forearm,  and  the  mid-point  of 
the  dorsal  right  third  metatarsal.  The 
six  typical  tender  sites  were  also 
located  on  the  right  side  of  the 
body  (by  convention).  These  are  the 
occipital  area,  trapezius  muscle  at 
the  mid-point  of  the  upper  border, 
paraspinous  muscle,  second 
costochondral  junction,  lateral 
humeral  epcondyle,  and  the  medial 
knee  fat  pad  (Figure  3). 

All  14  patients  had  abnormal 
dolorimetry,  with  at  least  four  of  the 
six  typical  tender  sites  having  scores 
of  two  kg.  or  less.  None  of  the  pa- 
tients had  “control”  site  values  of 
four  kg.  or  less. 

Laboratory  testing  such  as  a 
complete  blood  count,  Westergren 
erythrocyte  sedimentation  rate,  elec- 
trolytes, liver  function  tests,  kidney 
function  tests,  anti-nuclear  antibody, 
and  rheumatoid  factor  were  all 
negative  or  within  normal  limits. 
None  of  the  men  was  HLA-B27 
positive.  Bone  scans,  x-rays,  CT 
scans,  and  electromyograms  were 
performed  where  indicated.  None 
was  revealing. 

None  of  the  14  patients  was 
thought  to  be  suffering  from  any 
other  active  disease  at  the  time  of 
evaluation,  nor  did  any  of  the  pa- 
tients appear  to  be  malingering  or 
exaggerating  his  or  her  symptoms 
for  the  purpose  of  secondary  gain. 
Therefore,  I made  the  diagnosis  of 
PTFS  and  initiated  therapy. 

Treatment 

The  treatment  of  FS,  regardless  of 
the  variety,  can  be  difficult,  and 
many  approaches  exist  (7,10).  Often, 
the  diagnosis  is  delayed.  In  this 
series  the  mean  length  of  time  from 
the  date  of  injury  to  date  of 
diagnosis  of  PTFS  was  17.3  months. 
Table  2 illustrates  the  time  frames  in 
question  as  well  as  other  patient 
data.  Despite  this  delay  in  treatment, 
many  patients  were  helped, 
although  the  details  of  their 
response  to  treatment  is  outside  the 
scope  of  this  paper.  The  treatment 
included  reassurance  that  the  FS 
patients’  pain  was  real  and  that  it 
should  cause  concern  but  not 
worry.  I stressed  that  the  patients 
must  become  active  participants  in 
their  treatment  and  not  merely 
passive  recipients  of  medical  care. 
Support  from  family  and  friends  was 


encouraged  as  it  is  very  helpful,  if 
not  essential.  I also  explained  that 
no  single  "miracle  drug”  cures  FS, 
but  that  certain  medications  can  be 
very  helpful.  Most  frequently  used 
medications  were  tricyclic  agents, 
especially  at  bedtime.  These  includ- 
ed amitriptylene,  nortriptylene  and 
doxepin.  Recently  (10),  cycloben- 
zaprine  has  been  found  to  be  very 
helpful  at  bedtime  in  doses  ranging 
from  10-40  mg.  It  too  is  a tricyclic 
agent,  but  it  also  has  direct  muscle 
relaxant  properties.  Other  muscle 
relaxants  and  mild-to-moderate  nar- 
cotic analgesics  such  as 
acetaminophen  with  codeine  or  pro- 
poxyphene have  also  been  used. 
Many  patients  have  required  such 
physical  therapy  modalities  as 
massage,  acupressure,  ultrasound, 
hot  packs,  “spray  and  stretch” 
treatments,  and  aerobic  condition- 
ing. Despite  the  use  of  all  of  the 
above  modalities,  some  patients 
continued  to  have  active  FS  with 
tenderness  of  specific  muscles  or 
muscle  insertions,  and  muscle 
tautness  and  stiffness.  These  patients 
were  good  candidates  for  injection 
of  a local  anesthetic,  with  or 
without  a glucocorticoid  prepara- 
tions, into  trigger  points.  I usually 
injected  the  affected  areas  with  two 
ml  of  one-per  cent  lidocaine  or  pro- 
caine with  or  without  two  to  five 
mg.  triamcinolone  hexacetonide. 

This  usually  gave  prompt,  albeit 


temporary,  relief,  and  was  followed 
by  local  application  of  heat  and 
avoidance  of  such  aggravating  fac- 
tors as  overuse  of  muscles  and  insuf- 
ficient sleep.  In  some  patients,  the 
beneficial  effects  of  these  injections 
lasted  for  weeks  or  months,  which 
far  exceeded  the  half-life  of  the  in- 
jected medications.  Interruption  of 
pain-spasm-pain  cycle  is  thought  to 
be  a mechanism  of  action  of  these 
injections. 

Followup 

Patients  under  active  care  tended  to 
be  seen  every  four  to  six  weeks 
and,  when  the  FS  got  under  better 
control,  the  interval  between  visits 
lengthened.  Although  the  FS  pa- 
tients made  progress,  there  were  no 
cures.  FS  can  be  worsened  by  such 
aggravating  factors  as  stress,  over- 
work, etc.  The  stress  of  impending 
litigation  may  have  contributed  to 
the  slow  progress  of  some  patients. 

As  outlined  in  Table  2,  nine  of 
14  patients  (64  per  cent)  continued 
to  be  seen  in  my  office  for  the  con- 
tinued treatment  of  their  PTFS  after 
receiving  a cash  settlement  or  cash 
award  from  a civil  court.  The 
monies  awarded  ranged  from 
$45,000  to  $300,000.  One  patient 
(no.  11)  moved  out  of  the  tri-state 
area  and  is  currently  being  followed 
by  another  rheumatologist.  Three 
patients  (21  per  cent)  (nos.  four,  five 
and  13)  did  not  keep  their  follow-up 
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appointments  and  have  been  lost  to 
followup.  Patient  number  seven  was 
judged  so  much  improved  after  one 
subsequent  visit  that  she  was  refer- 
red back  to  her  local  doctor,  and  is 
being  managed  successfully  by  him. 
Of  the  nine  patients  who  have  con- 
tinued treatment  with  me,  five  have 
resumed  employment  (three  full 
time,  two  part  time),  four  have  been 
discharged  from  physical  therapy  as 
having  been  improved  and  given 
home  exercise  programs,  and  six 
have  ceased  using  narcotic- 
containing  analgesics.  However, 
there  are  times  when  FS  symptoms 
become  worse  (periods  of  stress, 
sudden  weather  changes,  periods  of 
over-activity),  and  more  intense 
treatment  becomes  necessary.  Many 
of  the  problems  can  be  handled 
over  the  phone,  but  patients  were 
seen  in  the  office  before  their 
regular  appointments  when 
necessary. 

Discussion 

FS  is  a very  common 
musculoskeletal  disorder  that  literal- 
ly affects  millions  of  people  in  this 
country.  It  is  a soft-tissue 
rheumatism  condition  that  is 
becoming  increasingly  well- 
recognized  as  a cause  of  chronic 
pain  and  discomfort,  lost  days  from 
work,  and  decreased  work  efficien- 
cy. It  has  been  estimated  that  FS 
may  be  the  third  most  common 
rheumatic  disorder  (11),  and  is  likely 
to  confront  physicians  of  all 
specialities.  My  experience  parallels 
that  of  Mazanec  (12)  in  that  a great 
number  of  my  patients  suffer  from 
FS.  Nationally,  the  maledemale  ratio 
is  1:10.  In  the  upper  Ohio  Valley  it 
is  about  1:3  (13)-  In  PTFS,  no  such 
statistics  are  available  to  date,  but 
the  patient  population  in  this  study 
demonstrates  a male: female  ratio  of 
3:11  or  1:3.7,  which  is  very  similar 
to  the  PFS  profile  in  this  area. 

The  PTFS  patients  appeared  to 
be  helped  by  treatment,  but  several 
obstacles  to  treatment  are  found 
when  dealing  with  these  patients,  as 
opposed  to  other  accident  victims 
who  have  sustained  more  obviously 
debilitating  problems  such  as  the 
loss  of  a limb,  blindness,  or 
multiple-organ  system  trauma.  One 
obstacle  is  the  delay  in  diagnosis. 
The  longer  a chronic  pain  state  ex- 
ists, the  more  difficult  the  treat 


ment.  The  hope  of  full  recovery 
diminishes  with  time.  With  better 
recognition  of  PTFS,  hopefully 
diagnosis  can  be  made  quickly,  and 
appropriate  treatment  initiated. 

Another  roadblock  confronting 
PTFS  patients  is  the  perception  that 
they  are  malingering  or  are  exag- 
gerating their  symptoms.  There  is 
no  doubt  that  such  exaggeration 
exists,  but  it  is  rare.  After  reviewing 
my  records  I can  honestly  say  that 
in  the  nearly  eight  years  of  private 
practice  I can  count  on  the  fingers 
of  my  hands  the  number  of  people 
who  I felt  had  either  psychogenic 
rheumatism,  a somatization  disorder, 
or  who  were  out-and-out  malinger- 
ing. Secondary  gain  is  another  issue. 
Patients  with  FS  are  in  pain  and 
want  relief.  Moreover,  they  want 
those  closest  to  them  to  offer  com- 
fort. It  is  not  inconceivable  that 
some  may  adopt  certain  forms  of 
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behavior  that  help  them  obtain 
those  goals,  especially  if  they  have 
been  told  that  there  was  nothing 
wrong  with  them,  or  were  made  to 
feel  in  some  way  responsible  for 
their  disorder.  The  physical  examina- 
tion and  dolorimeter  testing  in  these 
patients,  however,  demonstrated  that 
these  patients  have  a definable  soft- 
tissue  rheumatism  disorder,  and  that 
there  was  no  evidence  of  malinger- 
ing. On  the  contrary,  the  patients 
with  PTFS  were  very  helpful  to  the 
examiner.  They  would  very  accurate- 
ly and  reproducibly  provide  a 
tender  point  profile  that  fulfilled 
diagnostic  criteria  for  fibromyalgia. 

A third  area  which  can  cause 
confusion  and  render  treatment  less 
than  optimally  effective  is  the  sub- 
ject of  litigation.  Increased 
musculoskeletal  pain  prior  to  a trial 
or  settlement  meeting  can  be  view- 
ed in  many  ways.  I tend  to  interpret 
these  FS  flare-ups  as  exacerbations 


of  a painful  state  brought  about  by 
the  stress  involved  in  legal  pro- 
ceedings. Those  wrho  feel  such  pa- 
tients are  dishonest  might  interpret 
an  increase  in  symptoms  as  a ploy 
to  obtain  a larger  award.  The  only 
way  to  settle  this  disagreement  is  to 
analyze  what  happens  once  PTFS 
patients  are  done  with  litigation  and 
have  obtained  monies  to  be  used  to 
defray  past,  present  and  future 
medical  expenses  incurred  as  a 
result  of  their  injuries.  The  vast 
majority  of  such  patients  (71  per 
cent)  are  still  under  the  care  of  a 
rheumatologist.  They  have  not  been 
ordered  by  the  court  to  be  seen  for 
treatment.  They  come  willingly. 
While  there  is  no  cure  for  PTFS, 
there  is  good  treatment  which 
should  and  must  begin  within  an  at- 
mosphere of  mutual  trust  and 
respect. 
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A 56-year-old,  quadriplegic  man 
presented  to  a physician's  office 
with  a large , left  pleural  effusion. 

He  subsequently  was  found  to  have 
a gastropleural  and  gastrocolic 
fistula.  These  two  very  rare  com- 
plications of  benign  peptic  ulcer 
disease  are  discussed  with  special 
reference  to  patients  with  profound- 
ly altered  sensation. 

Introduction 

Benign  peptic  ulcer  disease  can 
cause  a wide  variety  of  complica- 
tions. Perforation  into  an  adjacent 
viscus  or  potential  space  can  result 
in  fistulae  formation. 

Gastrointestinal  fistulae  are  uncom- 
mon complication  of  ulcer  disease, 
and  gastropleural  fistulae  are  a very 
rare  occurrence.  We  report  a unique 
case  of  simultaneous  gastrocolic  and 
gastropleural  fistulae  in  a 
quadriplegic  male. 

Case  Report 

A 56-year-old,  quadriplegic  male  was 
admitted  to  the  hospital  in  October, 
1982,  with  cough,  low-grade  fever, 
weight  loss,  and  altered  mental 
status.  He  was  a cervical 
quadriplegic  following  a mining  ac- 
cident 15  years  prior  to  admission. 
He  subsequently  underwent  a 
uretero-ileostomy  for  a neurogenic 
bladder.  The  patient  had  chronic 
obstructive  lung  disease  secondary 
to  cigarette  smoking,  and  received 
federal  benefits  for  coal  workers’ 
pneumoconiosis.  He  was  cared  for 
at  home  by  his  wife. 

In  April,  1982  he  had  developed 
a productive  cough  and  temperature 
to  104  degrees,  and  was  treated  with 
oral  erythromycin.  A follow-up 


chest  x-ray  revealed  a large,  left 
pleural  effusion.  He  was  admitted  in 
May  to  Charleston  Area  Medical 
Center  for  evaluation.  At  that  time 
the  patient  complained  of  shortness 
of  breath  and  an  unspecified 
amount  of  weight  loss. 

Lung  examination  revealed 
dullness  at  the  left  base  and  rales 
throughout  the  left  lung  field.  Chest 
x-ray  showed  a large,  left  pleural  ef- 
fusion. Evaluation  included  PPD, 
thoracentesis  and  bronchoscopy. 
Intermediate-strength  tuberculin  skin 
test  was  nonreactive  with  nonreac- 
tive controls.  The  patient  underwent 
thoracentesis  of  900  cc  of  green- 
brown  exudative  fluid  with  white 
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cell  count  of  360/mm3  and  a lym- 
phocytic predominance  on  differen- 
tial. Bacterial  culture,  fungal  culture, 
acid  fast  bacillus  stain,  and  subse- 
quent culture  were  negative.  Reac- 
tive mesothelial  cells  were  seen  on 
spun  cytology.  There  were  no  le- 
sions seen  on  bronchoscopy,  and 
cytology  and  cultures  were  again 
negative.  The  patient  was  afebrile 
and,  because  of  lack  of  specific 
diseases,  was  observed  with  follow- 
up examination. 

A follow-up  chest  x-ray  revealed 
a recurrence  of  the  left  pleural  effu- 
sion and  a possible  left  lower  lobe 
infiltrate.  The  patient  was  readmitted 
in  June  to  Charleston  Area  Medical 
Center  for  a pleural  biopsy.  Repeat 
thoracentesis  again  revealed  an  ex- 


udative, inflammatory  effusion  with 
an  LDH  of  178  IU/dL  (serum  LDH  of 
190  IU/dL)  and  1400  white 
cells/mm3  with  68  per  cent  lym- 
phocytes and  20  per  cent 
neutrophils.  The  pleural  biopsy  con- 
tained no  granulomata  or  evidence 
of  neoplasm.  Fluid  and  biopsy 
cultures  were  again  negative.  Repeat 
5 T.  U.  PPD  was  reactive. 

Given  the  patient’s  debilitated 
state,  respiratory  status,  and  limita- 
tions of  thoracotomy  (1),  it  was  felt 
that  further  invasive  workup  would 
be  hazardous.  The  patient  was 
started  empirically  on  isoniazide  and 
rifampin  for  possible  tuberculosis. 
Due  to  intolerance,  the  isoniazid 
was  changed  to  ethambutol. 

Breathlessness,  Weight  Loss 

Over  the  next  four  months  the  pa- 
tient continued  to  complain  of 
breathlessness  and  weight  loss.  Ap- 
proximately one  week  prior  to  his 
last  admission,  he  began  having 
nausea,  vomiting,  fever  and 
hallucinations.  He  was  admitted  to 
the  hospital  in  late  October,  1982. 
His  medications  on  admission  in- 
cluded ethambutol,  rifampin, 
pyridoxine,  folic  acid,  mandelamine, 
diazepam,  and  Darvon. 

Physical  examination  revealed 
an  emaciated,  ill-appearing,  white 
male  with  an  oral  temperature  of  99 
degrees,  pulse  of  84  per  minute  and 
a blood  pressure  of  102/68  mmHg. 
Chest  examination  was  significant 
for  dullness  at  the  left  base  and  left 
lower  lung  field  rales.  Cardiac  ex- 
amination was  unremarkable.  Ab- 
dominal examination  was  significant 
only  for  an  ileostomy  drainage  bag 
in  the  right  upper  quadrant.  The  pa- 
tient had  several  decubitus  ulcers  on 
the  hip  and  buttocks.  He  was  alert 
and  oriented. 

Initial  laboratory  evaluation  in- 
cluded a complete  blood  count  with 
a hemoglobin  of  11.0  g/dL,  a 
hematocrit  of  34.8  per  cent,  a 
platelet  count  of  828,000  and  a 
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white  cell  count  of  21,000.  Differen- 
tial revealed  75  neutrophils,  three 
bands,  nine  lymphocytes,  three 
monocytes,  and  10  eosinophils. 
Routine  serum  chemistry 
demonstrated  a blood  area  nitrogen 
of  28  mg/dL,  creatinine  of  1.2 
mg/dL,  sodium  of  143  mEq/L, 
potassium  of  3.9  mEq/dL,  chloride 
of  113  mEq/dL,  carbon  dioxide  of 
16.1  mEq/dL,  glucose  of  212  mg/dL, 
and  an  albumin  of  2.8  g/dL.  Initial 
chest  x-ray  showed  a small  left 
pleural  effusion  and  a left  lower 
lobe  infiltrate.  There  were  many 
white  cells,  red  cells  and  bacteria  on 
urinalysis. 

The  patient  was  admitted  for 
left  lower  lobe  pneumonia  and 
possible  urinary  tract  infection. 
Given  the  persistent  left  lower  lobe 
findings,  the  patient  underwent 
computerized  tomography  of  the 
chest  which  did  not  reveal  any 
mediastinal  or  parenchymal  lesions. 

Surgery,  Cystoscopy 

Several  days  after  admission  the  pa- 
tient developed  a discharge  from  his 
urethra  and  scrotal  swelling.  He 
underwent  surgical  exploration  of 
the  scrotal  swelling,  with  removal  of 
the  right  testicle  and  a mass 
associated  with  the  epididymis.  He 
also  underwent  cystoscopy  to 
remove  a large  stone  from  his  non- 
functional urinary  bladder,  and  was 
treated  with  antibiotics  for  a bladder 
empyema. 

The  patient  developed  diarrhea 
and  underwent  gastrointestinal 
evaluation  which  included  a flexible 
sigmoidoscopy,  which  was  grossly 
normal,  and  an  upper  gastro- 
intestinal series  which  revealed  a 
large  greater  curvature  ulcer  and  an 
associated  gastrointestinal  fistula. 

The  possibility  of  a second  fistula 
was  reported.  A subsequent  chest 
x-ray  revealed  barium  in  the  left 
pleural  space. 

The  patient  was  not  deemed  a 
surgical  candidate,  and  it  was  felt 
that  conservative  management  was 
in  the  patient’s  best  interest.  Two 
chest  tubes  which  drained  feculent 
material  were  placed  in  the  left 
pleural  space.  The  cultures  grew 
Pseudomonas,  Strep  faecalis  and 
yeast.  The  patient's  general  condi- 
tion deterioriated,  and  he  expired. 


Post  Mortem  Examination 

Gross  examination  revealed  an 
emaciated,  white  male  with  signifi- 
cant muscle  wasting.  Examination  of 
the  thorax  and  abdomen  revealed 
shift  of  the  midline  mediastinal 
structures  to  the  left,  consolidation 
of  the  left  lung  with  adherence  of 
the  visceral  pleura  to  the  parietal 
pleura,  a loculated  abscess  collec- 
tion at  the  left  costophrenic  angle, 
and  an  associated  abscess  below 
that  portion  of  the  diaphragm  in- 
volving the  spleen. 

Examination  of  the  stomach 
revealed  a two-  to  three-centimeter 
communication  between  the  greater 
curvature  of  the  stomach  and  the 
left  pleural  space,  and  a second 
three-centimeter  fistula  between  the 
stomach  and  the  transverse  colon. 
There  was  no  evidence  of  malignan- 
cy or  inflammatory  bowel  disease. 
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Discussion 

Gastrointestinal  fistulae  have  been 
reported  in  association  with  a wide 
variety  of  intra-abdominal 
pathology.  Webster  and  Carey  (2) 
described  five  pathologic 
mechanisms  responsible  for  fistulae 
formation: 

The  first  includes  developmen- 
tal errors  in  gut  formation  or  the 
formation  of  gut-derived  organs. 

The  second  group  is  the  result  of 
penetration  of  the  intestinal  tract 
and  adjacent  structure  by  trauma  or 
surgery.  These  can  be  present  up  to 
several  years  after  the  event.  The 
third  category  includes  fistulae 
formed  by  an  external  inflammatory 
process  such  as  tumor  or  radiation 
which  cause  adherence  of  two  adja- 
cent walls.  This  process  can  lead  to 
degeneration  of  the  common  wall, 
resulting  in  fistula  formation.  The 
fourth  type  involves  perforation 
from  within  the  gut  due  to  an  in- 
flammatory process  such  as  tumor, 
ulcer  disease,  diverticulitis  or  inflam 


matory  bowel  disease.  This  can 
cause  either  direct  perforation  into 
adjacent  tissue  or  abscess  formation 
outside  the  lumen  and  subsequent 
penetration  and  fistula  formation. 
The  final  type  is  the  result  of  an 
intra-abdominal  abscess. 

Benign  Peptic  Ulcer  Disease 

In  the  above  case  the  cause  was 
benign  peptic  ulcer  disease.  The 
presence  of  two  simultaneous 
fistulae  in  the  stomach  suggests  an 
inflammatory  process  within  the 
stomach.  The  upper  gastrointestinal 
series  showed  a large  ulcer  crater 
associated  with  the  gastrocolic 
fistula,  and  post  mortem  examina- 
tion revealed  no  evidence  of 
neoplasm  or  inflammatory  bowel 
disease.  This  case  represents  unusual 
and  late  complications  of  benign 
peptic  ulcer  disease. 

Gastropleural  fistulae  as  a result 
of  benign  ulcer  disease  are  a very 
rare  occurrence.  Markowitz  and 
Herter  (3)  describe  three 
mechanisms  of  gastropleural  fistula 
formation  including  trauma,  hiatal 
hernia  perforation,  and  perforation 
of  the  stomach  below  the 
diaphragm.  Fenwick  and  Fenwick  (4), 
in  1900,  reported  perforation  of 
the  stomach  through  the  pericardial 
and  pleural  portion  of  the 
diaphragm.  In  a review  of  the 
literature  from  1945,  Hudson  et  al.  (5) 
reviewed  25  cases  of  gastropleural 
fistulae,  21  of  which  occurred  prior 
to  1900.  In  the  majority  of  these 
cases  a subdiaphragmatic  abscess 
resulted  from  initial  gastric  perfora- 
tion and  gradual  erosion  of  the 
diaphragmatic  muscle  completing 
the  fistula.  Hudson  (6),  in  1973, 
reported  a case  of  perforation 
through  the  diaphragm  caused  by 
direct  adherence  of  the  ulcerated 
portion  of  the  stomach  to  the 
diaphragm  without  abscess 
formation. 

Gastrocolic  fistulae  caused  by 
ulcer  disease  are  also  rare.  In  a 
review  of  the  literature  from  1974 
by  Kumar  (7),  only  24  cases  were 
reported  as  a result  of  benign  ulcer 
disease,  more  common  causes  of 
these  fistulae  include  trauma, 
surgery,  cancer  and  ulcerative  colitis. 
Kumar  reported  four  cases  of 
gastrocolic  fistulae  in  patients  taking 
ulcerogenic  medications  such  as 
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aspirin  or  steroids.  Symptoms  in- 
cluded vague  dyspepsia,  vomiting 
and  weight  loss  while  the  duration 
of  symptoms  ranged  from  one  to 
four  years.  It  was  suggested  that  the 
lack  of  typical  ulcer  symptoms  may 
have  been  due  to  the  analgesic  ef- 
fect of  the  medications,  resulting  in 
late  presentation  and  diagnosis. 

There  are  several  unique 
features  of  this  case.  First,  both 
gastrocolic  and  gastropleural  fistulae 
are  rare  complications  of  peptic 
ulcer  disease.  The  simultaneous  oc- 
currence of  both  fistulae,  to  our 
knowledge,  has  never  been 
reported.  An  important  aspect  of 
this  case  is  the  patient’s 
quadriplegia.  The  patient’s  paucity 
of  symptoms  due  to  senation  loss 
resulted  in  late  presentation.  The 


diagnosis  was  further  confounded 
by  the  presentation  as  a chronic 
pleural  effusion.  Gastropleural  fistula 
is  not  listed  in  the  differential 
diagnosis  of  chronic  pleural  effu- 
sions in  any  of  the  standard  text- 
books of  pulmonary  disease. 

It  was  astounding  that  the  pa- 
tient had  silently  perforated  a gastric 
ulcer  and  presented  to  a physician’s 
office  with  a modest,  chronic 
pleural  effusion.  While  small  effu- 
sions may  accompany  sub- 
diaphragmatic  pathology,  large  effu- 
sions usually  represent  major  in- 
trathoracic  pathology.  This  case 
demonstrates  the  vagaries  of  presen- 
tation of  diseases  and  symptoms  to 
both  the  patient  and  his  or  her 
physician  when  sensation  is  absent 
or  altered. 
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President’s  Page 


“ The  report  of  the  Nominations 
Committee  will  take  place  during  the 
first  session  of  the  House  of 
Delegates  in  August. ' ’ 


Willing  Leaders 


For  the  past  several  months,  much 
of  our  time  and,  certainly,  most 
of  the  paragraphs  in  this  column, 
have  dealt  with  our  state  Legislature 
in  one  way  or  another.  There  cer- 
tainly isn't  much  doubt  that  the 
political  process  impacts  heavily  on 
our  profession.  There  is  little  ques- 
tion that  we  physicians  must 
become  even  more  involved 
politically  in  the  future.  These 
statements  are  not  any  more  true  in 
1990  than  they  were  50  years  ago. 
Nevertheless,  the  upcoming  primary 
elections  will  see  several  physician 
families  actively  running  for  public 
office.  This  is  only  the  beginning  of 
a trend  which  I predict  will  be  an 
exciting  one  to  watch. 

But  let  me  diverge  from  the 
political  scene  for  awhile  and  talk  a 
little  about  some  other  things  that 
are  going  on  in  our  Association. 
Since  I have  only  a few  months  left 
in  which  to  address  you  from  this 
page,  I would  like  to  focus  on  a few 
specific  items. 

First  of  all,  future  leaders  of  the 
West  Virginia  State  Medical  Associa- 
tion must  be  identified  now.  We 
must  not  only  generate  a willingness 
to  accept  the  demands  of  leadership 
positions,  but  also  stimulate  an  en- 
thusiasm to  do  so.  Each  component 
medical  society  has  received  a re- 
quest for  nominations  for  the  of- 
fices of  vice  president,  treasurer  and 
delegate  to  the  AMA.  We  expect  our 
elected  public  officials  to  be  highly 
motivated,  enthusiastic  and  willing 
to  do  the  work  necessary  to  get  the 
job  done.  Should  we  expect  less  of 


those  whom  we  elect  to  represent 
us  as  leaders  in  the  House  of 
Medicine? 

The  process  for  nominations 
and  elections  of  officers  will  be 
somewhat  different  this  year  than  in 
the  past.  The  report  of  the  Nomina- 
tions Committee  will  take  place  dur- 
ing the  first  session  of  the  House  of 
Delegates  in  August.  Candidates  will 
present  their  views  during  the  same 
session.  Election  will  take  place  dur- 
ing the  second  and  final  session  of 
the  House  two  days  later.  More  im- 
portantly, however,  each  candidate 
will  be  interviewed  by  the  Nomina- 
tions Committee  during  the  month 
prior  to  the  Annual  Meeting.  During 
these  interviews,  the  members  of 
that  Committee  (the  seven  Coun- 
cilors from  the  even-numbered 
councilor  districts  and  the 
councilor-at-large  acting  as  Chair- 
man) will  make  each  candidate 
aware  of  the  demands,  respon- 
sibilities and  opportunities 
associated  with  these  elected  posi- 
tions. While  nominations  from  the 
floor  will  still  be  possible,  it  is  my 
personal  feeling  that  this  practice  is 
unnecessary  and  should  be  even 
abandoned  in  future  years.  If  our 
membership  cannot  develop  interest 
in  proposing  leaders  well  in  advance 
of  the  Annual  Meeting,  we  should 
have  reservations  about  the 
seriousness  of  those  proposals. 

Secondly,  our  medical  students 
are  becoming  organized,  and  we  ex- 
pect to  be  able  to  vote  on  a propos- 
ed Constitution  and  Bylaws  for  that 
section  during  our  Annual  Meeting 


this  August.  The  Medical  Student 
Section  of  the  AMA  is  clearly  a ma- 
jor asset  for  organized  medicine  on 
a national  scale,  and  it  will  be  ex- 
citing to  have  our  own  students  ac- 
tively participating  in  a greater  way. 
Together  with  our  Young  Physicians 
Section,  formally  adopted  in  1989, 
the  Medical  Student  Section  of  the 
WVSMA  will  form  the  basis  for  our 
future  membership  and  leaders.  We 
must  begin  to  develop  a Resident 
Physician  Section  as  well. 

Recent  meetings  writh  key  ad- 
ministrative leaders  of  Blue 
Cross/Blue  Shield  of  West  Virginia 
and  Nationwide  Mutual  Insurance 
Co.,  the  Medicine  Part  B carrier  for 
West  Virginia  physicians,  offer  new 
opportunities  for  our  input  into 
policy  development.  Our  newly 
formed  Committee  for  Third-Party 
Carrier  Concerns  will  provide  an  ex- 
cellent vehicle  through  which  our 
members  can  have  direct  influence 
into  these  organizations. 

Finally,  in  an  effort  to  complete 
the  final  phase  of  a long-range 
strategic  plan  for  WVSMA,  a 
membership  survey  will  be 
distributed  within  the  next  several 
weeks.  We  must  have  an  accurate 
sense  of  what  our  membership  ex- 
pects and  needs  from  the  Associa- 
tion. We  will  be  able  then  to 
develop  a plan  of  program  develop- 
ment, designed  to  improve  member- 
ship services  as  well  as  one  which 
will  enhance  the  image  of  the  physi- 
cian throughout  West  Virginia. 

— Derrick  L.  Latos,  M.D. 
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Editorials 


The  Art  of  Compromise 


News  Item:  Six  representatives  of 
Medicine  run  for  the  West  Virginia 
House  of  Delegates  this  month. 

It  was  the  late  Senator  Everett 
Dirkson  who  defined  politics  as 
“the  art  of  compromise’— a very 
wise  man,  the  Senator.  He  was 
describing  the  resolution  of  com- 
peting interests  between  powerful 
political  groups. 

The  definition  holds  true  for 
any  political  system  with  more  than 
one  power  bloc.  The  Reichstag  of 
Nazi  Germany  and  the  Central  Com- 
mittee of  Soviet  Russia,  for  instance, 
never  had  any  need  for  the  art  of 
compromise.  No  competing  organiz- 
ed power  blocs  existed  or  were 
allowed.  As  we  have  seen  in  both 
Germany  and  Russia,  however,  there 
were  many,  many  unorganized  an- 
tithetic individuals. 

In  a not  too  dissimilar  way  we 
have  the  same  situation  in  our 
Legislature.  The  trial  attorneys  have 
loaded  up  the  judicial  committees  of 
both  the  West  Virginia  House  and 
Senate.  They  care  not  what  legisla- 
tion is  introduced.  What  legislation 
that  comes  out  for  floor  vote  is 
what  pleases  them  and  promotes 
their  selfish  interests.  Why  com- 
promise? Where  is  the  opposition? 


There  is  now  no  voice  of 
Medicine  in  the  Legislature.  No  doc- 
tors. We  have  friends  and  potential 
friends  in  the  House  and  Senate.  We 
have  had  the  votes  to  pass  legisla- 
tion in  both  houses  if  we  could 
force  a floor  vote.  But  there  is  no 
need  to  compromise  anything  in  the 
absence  of  an  organized  opposition. 

We  need  to  implant  a nidus  of 
purveyors  of  good  medical  sense  in 
the  legislative  process.  About  such  a 
nidus  we  can  form  a political  op- 
posing force  meriting  compromise. 
We  talk  good  sense  when  we  can  be 
heard.  We  can  be  convincing  in  the 
message  we  carry  to  others  about 
Medicine  in  West  Virginia.  The  facts 
and  the  truth  cannot  help  but  be 
convincing. 

Among  the  truths  we  can  docu- 
ment is  the  fact  that  plaintiff  at- 
torneys and  judges  are  stultifying 
growth  and  endeavor  in  West 
Virginia.  They  are  squeezing  the 
very  life  out  of  West  Virginia  in 
their  pursuit  of  personal  fortune. 

It  is  the  West  Virginia  suing  in- 
dustry that  makes  this  a less  friendly 
place,  a place  where  we  must 
become  anxious  when  friend  or 
stranger  sets  foot  on  our  property. 
There  might  be  a fall — look  out  for 


that  crack  in  the  sidewalk!  A tree 
branch  could  break — careful  there, 
watch  your  head!  My  dog  might  bite 
one  of  them — down  Fido! — oh, 
what  a relief,  they  are  leaving! 

We  don’t  buy  possessions 
anymore.  We  buy  liabilities.  More 
meat  for  the  plaintiff  attorneys’ 
grinder.  Liability  insurance 
premiums  make  up  one  third  of  the 
cost  of  many  manufactured  items 
and  90  per  cent  of  the  cost  of  vac- 
cines! It  is  the  suing  industry  that 
makes  every  new  patient  into  a 
potential  liability,  an  adversary,  some 
one  we  can  picture  next  to  his  grin- 
ning attorney  at  the  plaintiff’s  table 
on  the  other  side  of  the  courtroom. 

We  have  an  opportunity  on  May  8 
to  bring  the  art  of  compromise  to 
West  Virginia  politics.  Our  can- 
didates are: 

District  8 — Barbara  W.  Sims 
District  13 — -John  C.  Huntwork 
District  22 — Robert  P.  Pulliam 
District  23 — Nancy  Kessel  and 
Richard  O.  (Rick)  McBurney 

District  30 — G.  David  Leveaux 
Please  support  these  in 
whatever  way  you  can. 

— SDW 


Landmark  Hearing 


Editor's  Note:  See  also  box,  “ Mental 
Illness  in  the  United  States:  The 
Facts,"  in  the  General  News  Section 
of  this  issue  of  the  Journal. 

he  first  of  an  unprecedented 
serie  of  public  hearings  on  the 
vital  issue  of  mental  health  focused 
on  “Mental  Illness  in  Rural 
America,”  and  was  held  April  12  at 
Southwest  State  University  in  Mar- 
shall, Minnesota — America’s  most 
rural  congressional  district. 

Sponsored  by  the  National  Ad- 
visory Mental  Health  Council  and 
the  National  Mental  Health  Leader 


ship  Forum,  the  hearing  featured  ex- 
tensive public  testimony  portraying 
mental  health  problems  found  in 
rural  America.  Statistics  show  that 
stress  and  other  problems  ex- 
perienced by  rural  individuals  are 
associated  with  a rise  in  the  in- 
cidence of  child  and  spouse  abuse, 
and  an  increase  in  depression, 
teenage  suicide  and  homelessness. 

According  to  keynote  speaker 
Lewis  L.  Judd,  M.D.,  Director  of  the 
National  Institute  of  Mental  Health 
(NIMH),  the  purpose  of  these  hear- 
ings is  to  raise  the  awareness  of 
mental  illness  to  a level  commen- 


surarte  with  its  prevalence 
throughout  the  United  States,  and  to 
focus  on  its  effects  and  treatment. 

“One  in  every  five  Americans 
will  have  a mental  disorder  at  some 
time  in  his  or  her  life.  And  yet,” 
Doctor  Judd  states,  “only  one  fifth 
of  these  individuals  receive  care. 
Some  major  causes  for  this  lack  of 
treatment  are  ignorance,  misunder- 
standing and  prejudice  that  vic- 
timize the  mentally  ill  ” 

The  stigma  of  mental  illness 
plagues  America,  but  is  especially 
evident  in  rural  communities  where 
people  do  not  have  the  anonymity 
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found  in  large  cities.  Stigma  can  be 
a strong  barrier  to  seeking  help  in 
rural  communities  and  this,  coupled 
with  the  lack  of  access  to  mental 
health  services  and  the  difficulty  in 
attracting  and  keeping  trained  pro- 
fessionals in  rural  areas,  makes  men- 
tal illness  in  rural  America  a signifi- 
cant problem. 

Congressman  Vin  Weber  (R- 
MN),  who  spoke  at  the  hearing 
about  the  financial  crises  in 
America’s  farmbelt  and  how  they  af- 
fect the  mental  health  status  of  rural 
dwellers,  pointed  out  before  the 
hearing,  “The  recent  farm  crisis  has 
taken  a heavy  toll  on  rural  citizens 
not  only  economically,  but  also  in 
terms  of  stress  and  emotional  strain. 
Recent  studies  show  that  rural 
families  rank  stress  as  their  second 
most  significant  health  concern.  It’s 
time  for  us  to  make  an  'emotional 
recovery’  in  rural  America  just  as  we 
are  making  progress  in  our 
economic  recovery.” 

“There  never  has  been  a more 
appropriate  time  to  educate  the 


American  public  about  mental  il- 
lness,” Doctor  Judd  states.  ”We  have 
made  great  progress  in  understan- 
ding and  treating  mental  illness. 
Ninety  per  cent  of  what  we  know 
about  how  the  brain  functions  has 
been  learned  in  the  last  10  years. 

“As  science  marches  ahead,  it  is 
providing  us  with  two  powerful 
weapons  to  combat  stigma — 
knowledge  and  hope.  We  must 
work  together  to  ensure  that  the 
public  understands  that  mental  il- 
lnesses are  as  real  as  other  illnesses, 
and  that  most  are  highly  treatable. 
Just  as  President  Bush  has  emphasiz- 
ed the  importance  of  total  health 
through  the  President’s  Council  on 
Physical  Fitness,  our  societal  goal  is 
to  enable  individuals  to  be  healthy 
in  both  body  and  mind.” 

Laurie  M.  Flynn,  member  of  the 
Steering  Committee  for  the  mental 
health  hearings,  said,  “The  Council 
and  Forum’s  initiative  in  holding 
these  public  hearings  is  a measure 
of  their  commitment  to  helping 
America  solve  its  mental  health  pro- 


blems and  remove  the  stigma  of 
mental  illness. 

“Most  of  us  have  known  some- 
one who  has  experienced  the  un- 
necessary suffering  caused  by  men- 
tal illness  and  the  misconceptions 
surrounding  it.  These  hearings  will 
break  the  ground  for  building  new 
hope  and  new  attitudes.”  Ms.  Flynn 
is  the  Executive  Director  of  the  Na- 
tional Alliance  for  the  Mentally  111 
(NAMI),  a position  she  has  held 
since  1985. 

The  next  hearing,  scheduled  for 
July,  1990,  in  the  Los  Angeles  area, 
will  focus  on  child  and  adolescent 
mental  illness.  Mental  disorders  in 
populations  like  the  homeless  and 
other  disadvantaged  groups,  will  be 
the  topic  of  the  last  hearing, 
scheduled  for  late  1990. 

— Guest  Editorial  adapted  from 
communications  from  the  National 
Advisory  Mental  Health  Council 
and  the  National  Mental  Health 
Leadership  Forum. 


Our  Readers  Speak 


Success 

Our  Family  Physician  of  the  Day 
Program  was  the  most  successful 
goodwill  and  public-image  program 
the  Academy  has  ever  produced. 
The  good  public  relations  gained 
and  the  thanks  that  the  employees, 
public  and  legislators  conveyed  to 
the  physicians  who  participated 
were  very  rewarding. 


The  lady  with  the  head  injury, 
the  stabbing  victim,  the  person  with 
the  malignant  thyroid  in  the  early 
stages,  and  the  emergency  ap- 
pendectomy patient  were  especially 
grateful.  The  Academy  appreciates 
the  West  Virginia  State  Medical 
Association  and  Academy  members 
for  their  help. 


We  have  been  encouraged  by 
the  Governor,  Senate  President  and 
Speaker  of  the  House  to  repeat  our 
program  in  1991  and,  with  your 
help,  we  will  do  so. 

William  B.  Ferrell,  Jr. 

Executive  Director 
West  Virginia  Chapter,  American 
Academy  of  Family  Physicians 
4760  Fire  Creek  Road 
Charleston,  WV  25313-2244 
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David  Haden 


Bob  Blake 


Kelly  Griffith 


Jack  Grimm 


John  Thompson 


Group  medical  insurance 
tailored  to  meet  your  needs. 

Whether  your  company  is  small  with  less  than 
10  employees,  or  large  with  self-insurance  needs, 
RMI,  Ltd.  can  tailor  a group  medical  insurance 
program  just  for  you. 

Jack  Grimm  is  our  group  medical  insurance 
specialist,  and  like  all  the  members  of  our  team, 
maintains  a high  level  of  industry  knowledge  in 
his  area  of  expertise. 

So  if  you’re  considering  a change  in  group 
medical  insurance,  go  no  further  than  RMI,  Ltd. 
We  are  licensed  with  over  87  insurance 
companies.  We  promise  to  provide  you  with  not 
only  the  best  insurance  program  for  your  needs, 
but  dedicated  personal  service  as  well. 

Call  RMI,  Ltd.  And  rest  insured. 


P.O.  Box  1126  Charleston,  WV  25324 
304-346-3024. 

In  Clarksburg,  304-623-0696. 


General  News 


Rockefeller  Aide,  Pharmacologist 
1990  Convention  Speakers 


A legislative  assistant  to  Senator  Jay 
Rockefeller,  D-W.Va.,  and  the  Chair- 
man of  the  Department  of  Phar- 
macology at  Marshall  University 
School  of  Medicine  will  be  among 
the  speakers  for  WVSMA’s  123rd  An 
nual  Meeting. 


Earlier  House  Sessions 
Set  for  1990  Convention 

The  first  session  of  the  House  of 
Delegates,  Wednesday,  August  15, 
1990,  during  the  WVSMA  Annual 
Meeting  will  begin  45  minutes 
earlier  than  in  past  years. 

This  year,  the  first  House  ses- 
sion will  begin  at  2 P.M.  instead 
of  2:45  PM. 

The  second  House  session, 
Saturday,  August  18,  will  begin  at 
1 PM.  instead  of  at  2 P.M.  as  in  the 
past. 

The  earlier  starting  times 
were  set  in  order  to  provide  more 
time  for  conducting  Association 
business. 

The  earlier  time  for  the  first 
session  primarily  was  set  in  order 
to  allow  more  time  for  the 
nomination  of  officers,  with  the 
election  of  officers  to  be  held  at 
the  second  session.  Officers 
customarily  have  been  nomi- 
nated, and  elected,  during  the  se- 
cond session  (see  page  210). 

WVSMA  President  Derrick  L. 
Latos,  M.D.,  during  his  1989  con- 
vention Presidential  Address, 
recommended  the  nomination  of 
officers  on  Wednesday  in  order  to 
provide  more  time  for  delegates 
to  become  familiar  with  the  slate 
of  candidates. 

Doctor  Latos  said  other  pro- 
gram additions  also  are  being 
planned  for  both  House  sessions. 


Gary  O.  Rankin,  Ph.D. 


The  convention  will  be  held 
August  15-19  in  White  Sulphur 
Springs  at  the  Greenbrier. 

Karen  L.  Pollitz,  legislative  assis- 
tant for  Senator  Rockefeller,  will 
speak  on  “Government  Intervention 
in  Health  Care”  during  the  Friday 
morning,  August  17,  general  session. 

It  was  announced  earlier  that 
Ronald  E.  Alexander,  J.D.,  LL.M., 
Akron  (Ohio)  attorney,  will  speak  on 
“Litigation  and  its  Effect  on  Physi- 
cians” during  the  Friday  morning 
session  also. 

Alexander  and  Ms.  Pollitz,  in  ad- 
dition to  other  speakers  to  be  an- 
nounced, also  will  participate  in  a 
panel  discussion  following  the  in- 
dividual presentations. 

Gary  O.  Rankin,  Ph.D.,  Pro- 
fessor and  MU  Pharmacology  Chair- 
man, will  speak  during  the  Saturday 
morning,  August  18,  session.  His 
subject  will  be  “Polypharmacy:  The 
Excessive  Use  of  Drugs.” 

Staffs  Subcommittee 

Ms.  Pollitz  staffed  the  Senate  Finance 
Committee’s  Subcommittee  on 
Medicare  and  Long  Term  Care, 
chaired  by  Senator  Rockefeller.  She 


developed  Medicare  physician  pay- 
ment reform  legislation,  enacted  in 
the  101st  Congress,  and  provides 
staff  support  for  the  Pepper  Com- 
mission, the  bipartisan  Congres- 
sional panel  charged  with  develop- 
ing recommendations  on  access  to 
health  insurance  and  long-term  care, 
of  which  Senator  Rockefeller  also  is 
Chairman. 

Prior  to  joining  Senator 
Rockefeller,  Ms.  Pollitz  was 
legislative  assistant  for  Congressman 
Sander  Levin  (1987-89).  In  that  posi- 
tion she  was  responsible  for  helping 
assemble  issues  considered  by  the 
Subcommittee  on  Health,  Commit- 
tee on  Ways  and  Means.  She  also 
developed  legislation  expanding 
Medicare  coverage  for  mental  health 
care,  enacted  in  the  100th  Congress, 
and  monitored  issues  relating  to 
Medicaid,  AIDS  and  other  public 
health  and  social  service  concerns. 

Ms.  Pollitz  held  other  Congres- 
sional legislative  appointments  from 
1984  to  1987  and,  prior  to  that,  was 
research  associate,  Department  of 
Issue  Development,  with  Common 
Cause. 

She  was  graduated  from  Oberlin 
(Ohio)  College  in  1980,  and  received 
an  M.P.P.  degree  in  1982  from  the 
Graduate  School  of  Public  Policy, 
Universitv  of  California,  Berkeley,  in 
1982. 

Dean,  Graduate  Education 

At  MU  School  of  Medicine,  Doctor 
Rankin  also  is  Associate  Dean  for 
Graduate  Education,  and  a member 
of  the  Dean’s  Advisory  Committee 
and  the  Medical  Journal  News, 
Publications  and  Research  Day 
committees. 

He  was  graduated  from  the 
University  of  Arkansas  at  Little 
Rock,  and  received  his  Ph.D.  degree 
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^ Ballots  are  distributed  for  vote  by  special 
session  of  the  WVSMA  House  of  Delegates 
in  Charleston  the  afternoon  of  March  10  on 
whether  to  become  involved  in  a constitu- 
tional challenge  of  SB-576.  The  proposal 
was  defeated  26-23.  (See  WESGRAM,  March 
10.) 


^ Professor  Henry  M.  Holzer,  left,  of  the 
Brooklyn  Law  School,  has  a discussion  with 
Leonard  Morse,  M.D.,  of  Worcester, 
Massachussetts.  They  were  two  of  the 
speakers  for  an  informational  meeting  the 
morning  of  March  10  to  discuss  the  con- 
stitutionality of  SB-576.  The  meeting  was 
sponsored  by  LIFE  (Legislative  Investigation 
Fund  Effort)  for  West  Virginians.  (As  noted 
above,  see  WESGRAM,  March  10.) 


in  Medicinal  Chemistry  in  1976  from 
the  University  of  Mississippi.  Before 
joining  the  Marshall  faculty  in  1978, 
he  held  teaching  posts  at  the 
University  of  Mississippi  and  the 
Medical  College  of  Ohio. 

Doctor  Rankin  is  Chairman  of 
the  Subcommittee  on  Professional 
Utilization  and  Training,  American 
Society  for  Pharmacology  and  Ex- 
perimental Therapeutics,  and  Vice 
President  of  the  Ohio  Valley 
Chapter,  Society  of  Toxicology. 

The  pharmacologist  was  named 
Yeager  Professor,  1987-1991,  at  Mar- 
shall, and  has  received  a number  of 
teaching  and  other  awards  from  MU 
including  the  Outstanding  Depart- 


ment in  Preclinical  Years  Award  in 
1986-89. 

It  also  was  announced  previous- 
ly that  Raymond  L.  Woosley,  M.D., 
Ph.D.,  from  Georgetown  University 
Medical  Center  will  speak  during 
the  Saturday  morning  scientific  ses- 
sion. “Indications  for  Antiar- 
rhythmic  Drugs  After  CAST”  will  be 
the  title  of  his  talk.  Doctor  Woosley 
is  Professor  and  Chairman  of  Phar- 
macology at  Georgetown. 

Convention  Schedule 

The  first  general  session  will  be 
held  Thursday  morning  following 
opening  exercises  and  the  keynote 
Thomas  L.  Harris  Address. 


Other  subjects  tentatively  plann- 
ed to  be  covered  during  the  three 
general  sessions  include  Infant  Car- 
diac Surgery,  The  Changing  Role 
and  Views  of  Physicians,  Physicians 
and  Their  Families,  and  Antibiotics. 

C.  John  Tupper,  M.D.,  as  an- 
nounced previously,  who  will  be  in- 
stalled as  President  of  the  American 
Medical  Association  in  June,  will  ad- 
dress the  Annual  Meeting  during  the 
first  session  of  the  WVSMA  House 
of  Delegates  Wednesday  afternoon, 
August  15.  Doctor  Tupper  is  an  in- 
ternist from  Davis,  California. 

The  convention  will  follow  the 
usual  schedule  including  the  open- 
ing House  session  Wednesday  after- 
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noon,  the  keynote  address  Thursday 
morning,  general  and  scientific  ses- 
sions Thursday,  Friday  and  Saturday 
mornings,  section  and  society 
meeting  primarily  Friday  afternoon, 
and  the  second  House  session  Satur- 
day afternoon. 

Michael  M.  Stump,  M.D.,  Elkins 
pathologist,  will  be  installed  as  new 
WVSMA  President  during  the  se- 
cond House  session.  He  will  suc- 
ceed Derrick  L.  Latos,  M.D.,  Wheel- 
ing nephrologist. 

Program  Committee 

Members  of  the  1990  Annual 
Meeting  Program  Committee  are 
Drs.  James  L.  Comerci,  Wheeling, 
Chairman;  Graciano  Cendana, 
Charleston;  Thomas  H.  Chang  and 
James  L.  Bryant,  Clarksburg;  C. 
Richard  Daniel,  Beckley;  Michael  J. 
Lewis,  Morgantown;  Michael  A. 
Morehead,  Parkersburg;  Maurice  A. 
Mufson,  Huntington;  Edward  Pinney, 
Martinsburg;  Mabel  M.  Stevenson, 
Huntington,  and  Doctor  Stump. 


New  AABB  Manual 

The  10th  edition  of  the  Technical 
Manual  of  the  American  Association 
of  Blood  Banks  (AABB)  has  been 
published.  The  AABB  Technical 
Manual  is  used  as  a resource  docu- 
ment for  the  performance  of 
laboratory  tests  to  insure  blood 
transfusion  safety.  It  discusses  both 
technical  and  theoretical  aspects  of 
all  phases  of  routine  blood  banking. 

This  new  edition  has  been  up- 
dated, revised  and  enlarged,  and 
contains  numerous  special  features 
including:  extensive  instructions 
about  microplate  techniques;  review 
of  various  serologic  problems  en- 
countered in  pretransfusion  testing; 
suggestions  about  how  to  comply 
with  the  revised  standards  on  com- 
patibility testing;  chapters  on 
Biosafety,  Tissue/Organ  Transplanta- 
tion, and  Transfusion-Transmitted 
Diseases;  and  120  methods  in  an  ex- 
panded section. 

The  10th  edition  complies  with 
the  13th  edition  of  Standards  for 
Blood  Banks  and  Transfusion  Ser- 
vices. The  Technical  Manned  is 
available  for  $40  from  the  Associa- 
tion’s Sales  Office,  1117  North  19th 
Street,  Suite  600,  Arlington,  Virginia 
22209,  (703)  528-8200. 


Shriners’  Crippled  Children  Clinic 


A mini-clinic  to  examine  and 
evaluate  children  for  treatment  will 
be  held  by  Beni  Kedem  Temple  in 
conjunction  with  the  Lexington  Unit 
of  the  Shriners  Hospitals  for  Crippl- 
ed Children. 

The  clinic  will  be  held  Tuesday, 
May  15,  9 A.M.  to  4 P.M.,  at  Beni 
Kedem  Temple,  100  Quarrier  Street, 
Charleston. 

Children  will  be  accepted  for 
treatment  of  congenital  orthopedic 
deformities,  problems  resulting  from 
orthopedic  injuries,  and  diseases  of 
the  bones,  joints  and  muscles.  All 


children  from  infancy  to  18  years  of 
age  are  eligible  for  treatment  if,  in 
the  opinion  of  the  hospital  staff, 
there  is  a reasonable  possibility  that 
treatment  will  benefit  the  child  and 
that  treatment  at  another  facility 
would  place  a financial  burden  on 
the  patient’s  family  or  guardian. 

Referrals  from  physicians  in  the 
area  aw^are  of  any  child  who  could 
benefit  from  treatment  and  meet  the 
criteria  for  admission  to  the  Shriners 
Hospitals  are  welcome.  For  addi- 
tional information  contact  Beni 
Kedem  Temple  at  304/343-9405. 


Mental  Illness  in  the 
United  States:  The  Facts* 


• One  in  five  individuals  will  have 
a mental  illness  at  some  point  in 
their  lives,  but  only  one  fifth  of 
adults  with  mental  disorders  are 
receiving  any  type  of  care. 

• One  in  four  families  will  have  a 
member  who  will  experience  a 
mental  illness. 

• While  the  U.S.  spends  1.7  per  cent 
of  its  total  annual  health  care  dollars 
on  research  related  to  physical  ill- 
nesses, only  0.9  per  cent  is  spent  on 
mental  health  research. 

• Only  37  per  cent  of  all  health  in- 
surance policies  have  inpatient 
coverage  for  mental  illnesses  that 
equals  inpatient  coverage  for 
physical  illnesses.  And  shockingly, 
only  six  per  cent  have  comparable 
outpatient  coverage. 

• Anxiety  disorders  are  the  most 
common  form  of  mental  illness  af- 
fecting almost  10  per  cent  of  the 
adult  population.  At  some  point  in 
their  lives,  26  million  people  will 
have  an  anxiety  disorder. 

• Depressive  disorders  are  second 
most  common,  affecting  nearly  six 
per  cent  of  the  adult  population,  or 
10  million  Americans.  At  some  point 
in  their  lives,  15  million  people  will 
suffer  from  depression. 


• Dementias  such  as  Alzheimer’s 
Disease  wrhich  lead  to  loss  of 
memory  and  other  intellectual  or 
functional  disabilities,  affect  at  least 
three  to  four  million  Americans. 

• Schizophrenia,  the  most  chronic 
and  disabling  of  mental  illnesses,  af- 
flicts about  one  per  cent  of  the  adult 
population.  At  some  point  in  their 
lives,  about  2.7  million  people  will 
develop  schizophrenia. 

• Antisocial  personality  disorder, 
characterized  by  frequent  rule  viola- 
tions, contrary  and  aggressive 
behavior  that  begins  in  childhood 
or  early  adolescence  and  continues 
into  adulthood,  affects  about  0.8  per 
cent  of  the  adult  population  or  1.4 
million  people  within  any  given  six 
months. 

• Suicide,  now  the  second  leading 
cause  of  death  among  adolescents. 
The  suicide  rate  for  young  people 
between  ages  15  and  19  has  tripled 
during  the  past  30  years.  On  average, 
one  youth  commits  suicide  every 
1.75  hours. 


* Source:  National  Advisory  Mental 
Health  Council  and  National  Men- 
tal Health  Leadership  Forum.  See 
also  editorial.  “ Landmark  Hear- 
ing." on  Page  209- 
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Dr.  Biswas  Not  Responsible 
for  Birth  Defects 


Editor’s  Note:  The  following  letter, 
reprinted  with  permission  of  the 
author,  a Huntington  surgeon,  ap- 
peared in  late  March  in  several 
state  newspapers.  The  Journal  is 
reprinting  the  letter  without  com- 
ment for  the  information  of  our 
readers.  Because  of  its  length,  it 
was  placed  in  the  General  News 
Section  instead  of  in  the  Editorial 
Section. 


This  letter  concerns  the  unfortunate 
case  of  the  Robinson  baby,  which 
was  recently  granted  a $15.25 
million  verdict  against  Dr.  Kanoj 
Biswas.  I say  unfortunate  advisedly, 
since  the  fallout  from  this  case  will 
adversely  affect  all  in  our  state. 

Since  William  Druckman,  the 
baby’s  attorney,  has  seen  fit  to  air 
the  matter  in  the  Huntington 
Herald-Dispatch,  and  his  assistant, 
Barbara  Lupton,  chose  to  air  it  dur- 
ing a hearing  in  the  House  of 
Delegates  on  the  malpractice  crisis, 
the  other  side  of  the  story  also 
needs  to  be  sold.  It  appears  that 
both  lawyers  are  ashamed  of  this 
verdict  in  some  way;  otherwise  why 
would  they  be  spending  so  much 
time  trying  to  justify  it  in  public? 
They  have  every  reason  to  be 
ashamed. 

I am  not  an  obstetrician,  do  not 
deliver  babies,  and  do  not  know 
Biswas.  I am  just  an  exceedingly 
concerned  and  worried  specialist 
surgeon  from  a nearby  city.  I am 
not  in  a position  to  judge  whether 
the  doctor  performed  any  act  of 
omission  or  commission  which  may 
have  harmed  the  baby. 

This  is  almost  irrelevant,  since 
the  infant  was  found  to  be  so 
genetically  abnormal  (malformed  in 
many  ways),  that  no  matter  how  it 
was  delivered,  it  would  still  never 
live  a normal  life. 

Specifically,  the  child  has 
Williams  syndrome,  a complex  con- 
genital abnormality  totally  unrelated 
to  the  method  of  birth.  This  syn- 
drome is  characterized  by  a large 
number  of  vascular  and  other  ab- 
normalities which  lead  to  a subnor- 
mal mentality,  a low  IQ,  abnormal 


growth  and  development,  and  an  in- 
ability to  live  an  independent  life. 

Amongst  other  serious  defects, 
this  baby  has  enlargement  of  the  left 
ventricle  of  the  heart,  narrowing  the 
outflow  tract  of  the  left  ventricle 
(subvalvular  aortic  stenosis),  coarcta- 
tion of  the  aorta  (a  severe  narrowing 
above  where  the  valve  is),  and 
absence  of  the  left  common  carotid 
artery  branch  from  the  aortic  arch 
(meaning  it  had  only  three  of  the 
usual  four  arteries  supplying  the 
brain  with  blood). 

When  the  baby  was  born,  the 
Apgar  Score  (an  index  of  brain  func- 
tion and  oxygenation),  and  arterial 
or  cord  blood  gases  together  show- 
ed that  the  child  had  only  mild 
anoxia  at  the  time  of  birth.  This  had 
cleared  completely  by  day  three.  All 
the  above  indicates  that  the  child 
had  responded  normally  to  the 
trauma  of  birth  and  was  doing  well. 

This  is  unlike  the  behavior  of  a 
child  which  has  been  traumatized 
during  the  birth  process.  In  fact,  the 
evidence  for  such  trauma  is  very 
scant.  The  baby  had  a swelling  on 
the  top  of  his  head  known  as  a 
caput,  which  happens  in  many  nor- 
mal children  during  birth,  and  had  a 
very  small  laceration  of  the  scalp, 
consistent  with  the  type  of  delivery 
which  he  had. 

The  child’s  problems  appeared 
to  begin  on  about  day  four,  when 
he  developed  a high-pitched  cry,  ir- 
ritability and  became  jittery.  This 
plainly  did  not  have  anything  to  do 
with  the  method  of  birth,  but  had 
more  to  do  with  the  change  in  cir- 
culation brought  about  by  closure 
of  the  "ductus  arteriosus,”  which 
happens  around  this  time,  accom- 
panied by  the  absence  of  a left 
carotid  artery. 

During  the  conduct  of  the 
court  case,  every  opportunity  was 
given  to  Lupton  and  Druckman  to 
present  evidence  on  behalf  of  the 
baby,  but  every  material  evidence 
favorable  to  the  doctor  was  not  per- 
mitted to  be  presented  to  the  jury. 
Plainly  there  was  some  miscarriage 
of  justice  at  this  point. 

Now  to  try  and  bring  some  ob- 
jectivity into  the  situation,  this 


baby’s  unfortunate  genetic  disaster 
left  it  irreparably  damaged, 
something  for  which  neither  Biswas 
nor  his  insurance  company  should 
be  held  responsible.  It  is  unlikely 
the  baby  was  made  any  worse  by 
the  injury  which  it  is  alleged  to 
have  suffered  during  birth. 

Regardless  of  its  manner  of  delivery, 
this  baby  was  predestined  to  be  a 
severe  burden  on  the  unhappy 
parents  and  the  state  and  federal 
governments. 

Now  comes  the  question  of 
who  should  pay  for  this  situation. 
Manifestly  the  parents  and  their 
lawyers  feel  that  the  most  available 
“deep  pockets”  should  do  so.  Un- 
fortunately, this  turned  out  to  be  the 
doctor  and  insurance  company, 
though  I understand  that  the 
hospital  has  also  chipped  in  a not 
insignificant  sum  of  over  $900,000. 

The  question  is  really  whether 
ethically  or  morally,  any  of  these 
“deep  pockets”  should  be  responsi- 
ble for  a genetically  abnormal  in- 
fant. Certainly  not  to  the  tune  of 
$15.25  million. 

Should  this  entire  settlement  be 
paid,  the  lawyers  would  receive  for 
a matter  admitted  in  the  House  to 
have  been  above  2,000  hours’  work 
(50  weeks,  which  I doubt)  the 
magnificent  sum  of  $4,845  million. 
That  yields  a payment  of  $2,422  an 
hour — not  shabby.  One  can  see  why 
malpractice  attorneys  enjoy  what 
they  do. 

As  for  the  Robinson  family, 
even  putting  the  balance  in  rock- 
steady treasury  bonds  at  an  average 
and  conservative  yield  of  seven  per 
cent  annum,  the  income  from  the 
remaining  $11,205  million  would  be 
$784,350  per  year. 

Now  comes  the  problem  of  the 
message  that  this  settlement  gives  to 
various  people.  Firstly,  on  the 
general  public,  it  leads  to  pressure 
for  more  and  bigger  suits,  and 
higher  and  higher  judgments.  The 
public  is  led  to  believe  that  these 
numbers  are  in  fact,  realistic,  since  it 
happened  in  their  back  yard. 

To  the  doctors,  it  yields  very 
different  messages:  “The  patient  is 
my  enemy.  I have  to  guard  myself 
against  him  or  her  at  all  times,  and 
therefore,  I must  practice  defensive 
medicine,  with  all  the  colossal  costs 

(Continued  next  page) 
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involved,  and  insure  myself  at  even 
greater  cost. 

“I  must  quit  delivering  babies, 
since  anything  that  the  good  Lord 
or  the  lifestyle  of  the  parents  wishes 
onto  the  baby  will  be  blamed  upon 
me.  When  that  has  occurred,  I can 
look  forward  to  a demoralizing  suit, 
evil  and  destructive  publicity  and  a 
settlement  in  excess  of  $15  million, 
which  will  clearly  affect  my 
psychological  and  financial  status 
and  my  family  relationships  and  will 
drive  me  away  from  medicine,  if  1 
have  not  already  left.” 

This  same  message  comes  home 
to  all  doctors  hearing  details  of  the 
suit,  not  only  obstetricians  and  fami- 
ly practitioners  delivering  babies. 


The  other  messages  are  going 
to  be  that  new  doctors  will  not  be 
coming  to  the  state — current  ones 
are  leaving  at  100  per  year — and 
students  will  progressively  avoid 
medicine  as  a career,  with  a resul- 
tant decrease  in  the  quality  of  ap- 
plicants for  the  profession  and  a 
decrease  in  availability  of  care,  let 
alone  competent  care. 

I trust  that  these  thoughts  will 
plant  a few  seeds  which  might  lead 
to  a modification  of  the  appalling 
tort  system  under  which  we  labor  in 
West  Virginia. 

John  A.  Hunt,  M.D. 

220  13th  Street 

Huntington,  WV  25701 


John  E.  Beane,  M.D. 
AAFP  President 

John  E.  Beane,  M.D. , of  Parkersburg, 
was  elected  President  of  the  West 
Virginia  Chapter  American  Academy 
of  Family  Physicians  at  its  38th  an- 
nual scientific  assembly  held 
recently  in  Charleston. 

Doctor  Beane  is  a founding 
member  of  Rosemar  Medical 
Associates,  which  opened  in 
Parkersburg  in  1970.  A native  of 
Gassaway,  Doctor  Beane  graduated 
from  West  Virginia  University  and 
the  WVU  School  of  Medicine. 

Former  President  Wilbur  Z. 

Sine,  M.D.,  of  Morgantown  was 
elected  Chairman  of  the  Board. 
Doctor  Sine  has  practiced  family 
medicine  in  Morgantown  for  11 
years.  He  is  a graduate  of  Fairmont 
State  College  and  WVU  School  of 
Medicine. 

Other  officers  elected  are: 
President-Elect,  John  Merrifield, 

M.D.,  Dunbar;  Vice  President, 
Michael  J.  Lewis,  M.D.,  Morgantown; 
and  Secretary,  Dennis  R.  Niess,  M.D., 
Wheeling. 

Joseph  A.  Smith,  M.D.,  Dunbar, 
was  re-elected  Treasurer. 

Drs.  David  R.  Hess,  Bridgeport, 
and  Harry  Fortner,  Logan,  were 
elected  to  serve  three-year  terms  on 
the  Board  of  Directors. 

Daniel  J.  Dickman,  M.D., 
Charleston,  was  elected  as  the  Resi- 
dent Member  of  the  Board  of  Direc- 
tors. Henry  Preston,  Huntington, 
and  Cathy  Patterson,  Morgantown 
were  elected  as  student  members  of 
the  Board. 


Rail-to-Trail 

A rail-to-trail  weekend  is  being  of- 
fered by  the  American  Lung  Associa- 
tion of  West  Virginia  that  doubles  as 
a fund-raiser.  The  May  11-13 
weekend  activities  include  biking, 
camping,  historical  sight-seeing,  and 
a steam-driven  train  ride.  For  a 
registration  of  $15  and  supporting 
pledges  to  the  ALAWV  of  $250,  fat- 
tire  bikers  are  invited  to  spend  the 
weekend  trekking  the  Greenbrier 
River  Trail. 

For  more  information  and  to 
register,  contact  Lucian  Schrader  at 
the  ALAWV  (304)  342-6600. 


Photo  by  Ron  Snow 


March  30  was  proclaimed  Doctors’  Day  in  West  Virginia  by  Governor  Gaston  Caperton. 
Governor  Caperton  (above)  presents  the  proclamation  during  March  29  ceremonies  in  his 
office  at  the  Capitol  in  Charleston  to  Mrs.  Denny  Fischer,  left,  Bridgeport,  Southern  Medical 
Association  Auxiliary  Councilor  from  West  Virginia,  and  Mrs.  Lil  Gordon,  Clarksburg,  SMA 
Auxiliary  Vice  Councilor  from  West  Virginia.  Doctor’s  Day  was  adopted  nationally  by  the 
SMA  Auxiliary  in  1935  after  being  introduced  by  the  Georgia  State  Medical  Auxiliary.  The 
Georgia  Auxiliary  approved  the  observance  in  1934.  March  30  is  the  date  of  the  discovery 
of  anesthesia  by  Dr.  Crawford  W.  Long  of  Georgia,  in  1842. 
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75  Cents 

Per-Page  Limit  for  Copying 
Records  Starts  June  6 


Editor's  Note:  As  of  June  6,  1990, 
West  Virginia  physicians  can  no 
longer  charge  more  than  75  cents 
per  page  for  copying  of  existing 
medical  records  or  they  would  be 
in  violation  of  Senate  Bill  No.  610, 
which  was  approved  during  the  last 
session  of  the  Legislature.  The 
following  is  a legal  evaluation  of 
the  bill  by  WVSMA  Counsel  Don  R. 
Sensabaugh,  Jr. 


Senate  Bill  No.  610  modifies  Article 
29  regarding  copies  of  health  care 
records  to  be  furnished  to  patients 
in  the  following  manner: 

(1)  It  requires  the  health  care 
provider  to  provide  a complete 
copy  of  his  records,  including  office 
notes,  upon  written  request  by  the 
patient  or  the  patient’s  agent  or 
representative,  but  does  not  allow 
the  physician  to  provide  instead  of 
a copy  of  the  actual  record,  a sum- 
mary of  the  record  unless  a sum- 
mary is  actually  requested  by  the 
patient.  The  previous  statute  allow- 
ed the  doctor  to  provide  a summary 
instead  of  a copy  and  did  not  in- 
clude offices  notes. 

This  change  still  allows  a physi- 
cian to  provide  a summary  if  the 
patient  requests  it,  but  if  the  patient 
wants  a complete  copy  of  his 
record,  the  doctor  must  provide  a 
complete  copy  (with  the  exception 
of  psychiatric  records,  where  a sum- 
mary will  be  allowed).  This  is  not  a 
significant  change  since  the  courts 
have  uniformly  held  that  a patient  is 
entitled  to  a complete  copy  of  his 
records,  and  that  a physician  cannot 
arbitrarily  send  a summary  or 
withhold  office  notes  if  the  patient 
actually  wants  a copy.  From  a risk 
management  viewpoint,  it  is 
preferable  to  send  an  actual  copy 
rather  than  a summary  anyway. 

(2)  Section  l6-29-l(d)  is  a new 
section  providing  that  the  entire  ar- 
ticle does  not  apply  to  records  sub- 
poenaed or  otherwise  requested 
through  the  court  process.  This 
means  that  a lawfully  issued  sub- 
poena by  the  court  would  take 


precedence  over  the  provisions  of 
this  article.  In  my  opinion,  this  is 
really  a clarification  of  the  law.  In 
the  past,  the  courts  have  not  been 
bound  by  the  provisions  of  this 
statute  in  ordering  the  production 
of  records  deemed  relevant  to  legal 
matters.  Therefore,  this  change  is 
probably  of  little,  if  any, 
significance. 

(3)  Section  16-29-  1(f)  is  a new' 
provision  which  exempts  any 
records  maintained  by  health  care 
providers  regarding  AIDS-related  ill- 
nesses that  are  governed  by  the 
AIDS-related  medical  testing  records 
confidentiality  act  from  the  provi- 
sions of  this  article. 

This  means  that  any  release  of 
records  regarding  AIDS  tests,  results 
or  AIDS-related  illnesses  will  be 
governed  by  the  AIDS-related 
medical  testing  records  confiden- 
tiality act,  and  not  this  act.  The 
AIDS  act  requires  strict  confiden- 
tiality as  delineated  in  the  act.  This 
act  has  been  previously  summarized 
by  this  firm  in  an  article  published 
in  the  West  Virginia  Medical 
Journal. 

(4)  Section  16-29-2  is  a new 
section  added  to  the  prior  law 
which  permits  the  charges  for  copy- 
ing medical  records  which  had 
already  been  reduced  to  written 
form  to  75  cents  a page.  This  is  a 


new  provision  which  limits  the 
charges  a health  care  provider  can 
charge.  Previously,  the  law  in- 
dicated that  a health  care  provider 
could  charge  for  all  reasonable  ex- 
penses incurred  in  copying  records. 
Many  physicians  charged  in  excess 
of  75  cents  a page  because  they  had 
a policy  of  reviewing  the  records 
before  they  were  copied,  and  charg- 
ed for  their  time  in  reviewing  the 
records.  This  provision  will  no 
longer  allow  a physican  to  charge 
for  his  time  in  reviewing  the 
records  prior  to  their  being  copied 
or  for  the  time  of  the  person  in  co- 
pying the  records  over  and  above 
75  cents  a page.  If,  however,  a 
physician  produces  a record,  i.e. 
such  as  a summary  as  requested  by 
a patient  or  answer  specific  ques- 
tions of  the  patient  in  letter  form, 
he  is  not  limited  to  the  75  cents- 
per-page  charge.  Actual  postage  cost 
for  mailing  requested  medical 
records  may  be  billed. 

(5)  Any  violation  of  the  act  can 
result  in  an  assessment  of  legal  and 
court  costs  against  the  provider. 
(16-29- 1(e)  (This  is  unchanged  from 
the  prior  law.) 

In  summary,  writh  the  exception 
of  the  limitation  on  the  charges  for 
copying,  the  Bill  really  changes  little 
with  regard  to  the  patient’s  right  to 
copies  of  his  own  medical  records. 
The  danger,  of  course,  in  the  provi- 
sion limiting  the  charges  for  copies 
is  that  in  the  future,  if  the  cost  of 
copying  is  more  than  75  cents  per 
page,  physicians  will  be  required  to 
provide  copies  of  records  for  less 
than  cost  unless  they  go  to  the 
Legislature  and  get  this  law  changed. 


“I’m  glad  that’s  over.  An 
inch  either  way  and  I’d  have 
been  out  of  my  specialty.” 
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Continuing 

Education 

Programs 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  part  of  1990.  The  pro- 
grams were  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  Director 
of  Continuing  Medical  Education; 
Patricia  Penn,  WVU  Assistant  to  the 
Dean/Continuing  Medical  Education; 
Judith  A.  Bradle,  Program  Manager, 
WVU  Charleston  Division;  and 
Sharon  Hall,  Director  of  Continuing 
Education,  Charleston  Area  Medical 
Center  (also  in  charge  of  WVU 
Charleston  Division  on-campus 
CME).  The  schedule  is  presented  as 
a convenience  for  physicians  in 
planning  their  continuing  education 
program.  (Other  national,  state  and 
district  medical  meetings  are  listed 
in  the  Medical  Meetings  Department 
of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME  ac- 
tivities may  be  obtained  by  calling 
Doctor  Chick  at  (304)  696-7018; 

Penn  (304)  293-3937;  Bradle, 

(304)  347-1363;  and  Hall,  (304) 
348-9580. 

CAMC/WVU  Health  Sciences 
Center-Charleston 

May  7,  Sports  Medicine 

Teleconference  (Treatment  of  On- 
Field  Head  & Neck  Injuries)  (•) 

May  12,  Noise-Induced  Hearing  Loss  (•) 

May  14,  Laparoscopic 
Cholecystectomy  (•) 

May  21,  High-Risk  Obstetrics 
Teleconference  (Obstetrical 
Emergencies)  (•) 


Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  («)/WVU  Health 

Sciences  Center-Charleston  (A) 

(Check  locally  for 
additional  information) 


CME  Outreach 
Programs 

Cedar  Grove,  □ Upper  Kanawha 
Health  Association,  9 A.M. — May  8, 
Diagnosis  & Management  of  Atypical 
Skin  Disorders,  Nolan  Parsons,  M.D. 

(A) 

Fairmont,  ★ Fairmont  General 
Hospital,  7:30.  PM. — May  1,  AIDS 
Update,  Raymond  Smego,  M.D. 

Fairmont,  ★ Fairmont  Clinic, 

1 PM. — May  16,  View  of  Antibiotic 
Therapy,  Raymond  Smego,  M.D. 

Gassaway,  □ Braxton  County  Mem- 
orial Hospital,  6:30  PM. — May  2, 
Emergency  Management  of  Eye  In- 
juries, Richard  Rashid,  M.D.  (A) 

Logan,  □ General  Hospital,  11:30 
A.M. — May  4 (tba) 

Madison,  □ Boone  Memorial 
Hospital,  6:30  P.M.— May  8, 

Emergency  Management  of  Eye  In- 
juries, Richard  Rashid,  M.D.  (A) 

Man,  □ Appalachian  Regional 
Hospital,  7 PM. — May  15,  Eye 
Trauma  & Emergencies,  David  Allara, 
M.D.  (•) 

Martinsburg,  ★ VA  Medical  Center, 
3 PM. —May  3,  Therapy  of  Con- 
gestive Heart  Failure,  Anthony 
Morise,  M.D. 

Montgomery,  □ General  Hospital, 
12  PM. — May  2,  Breast  Reconstruc- 
tion, Hans  Lee,  M.D.  (•) 

New  Martinsville,  ★ Wetzel  Co. 
Hospital,  11:30  A.M. — May  10,  The 
Colonic  Polyp,  Ronald  Gaskins,  M.D. 


Oak  Hill,  □ Plateau  Medical  Center. 
7 PM. — May  10  (no  program)  (A) 

Parkersburg,  ★ Camden-Clark 
Hospital,  7 A.M. — May  9,  Common 
ENT  Problems,  Stephen  Wetmore, 
M.D. 

Petersburg,  ★ Grant  Memorial 
Hospital,  Noon  — Hypertensive 
Emergencies,  Karakh  Dedhia,  M.D. 

Point  Pleasant,  □ Pleasant  Valley 
Hospital,  Noon — May  24  (tba)  (•) 

Ripley,  □ Jackson  General  Hospital, 
12  Noon — May  11,  Laparoscopic 
Gall  Bladder,  Roberto  Kusminsky, 
M.D.  (•) 

Ronceverte,  □ Humana  Hospital 
Greenbrier  Valley,  1 PM. — May  16 
(tba)  (•) 

Spencer,  □ Roane  General  Hospital, 
12:30  PM. — May  15,  Laparoscopic 
Gall  Bladder,  Ned  Tiley  M.D.  (•) 

Summersville,  □ Summersville 
Memorial  Hospital,  6 PM. — May  1, 
Update  on  Treatment  of  Rheumatoid 
Arthritis,  John  W.  Byrd,  M.D.  (A) 

Waynesburg,  PA,  ★ Greene  County 
Memorial  Hospital,  7 P.M.— May  22, 
Thrombolytic  Therapy,  Abnashjain, 
M.D. 

Weston,  ★ Stonewall  Jackson  Me- 
morial Hospital,  Noon— The  Elderly 
Heart  Patient,  D.  Z.  Morgan,  M.D. 

Wheeling,  ★ Ohio  Valley  Medical 
Center,  8 A.M. — May  12,  Chronic 
Venous  Insufficiency,  Donald 
McDowell,  M.D. 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  11  A.M. — May  23, 
Cardiac  Rehabilitation,  David  Blair, 
M.D.  (A) 

White  Sulphur  Springs,  □ Green- 
brier Clinic,  4 PM. — May  15,  Silent 
Ischemia,  Donald  Lilly,  M.D.  (A) 

Williamson,  □ Williamson  Memorial 
Hospital,  6 PM. — May  17,  Pediatric 
Respiratory  Emergencies,  J.  Michael 
Waldeck,  M.D.  (A) 
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o 

o 


Poetry  Corner  y 


May 


3 —  W.  Va.  Head  Injury  Foundation,  South 
Charleston. 

4 —  W.  Va.  Head  Injury  Foundation, 
Morgantown. 

5— 6 — Wilderness  Medicine  Seminar 
(HealthNet,  Emergency  Management 
Specialists,  Inc.,  & CAMC  Emergency 
Dept.),  Charleston,  New  River  (May  6). 

6— 10 — Am.  Trauma  Society,  Washington, 
DC. 

12 — WVSMA/  CNA  Loss  Control  Seminar 
(First  Generation),  Hagerstown,  MD 
15 — Head  & Neck  Lecture  Series  IV  (Eye 
& Ear  Clinic  of  Charleston,  Inc.,  Dept,  of 
Surgery',  WVU  Health  Sciences  Center, 
Charleston  Division.) 

20-23 — Am  Thoracic  Society,  Boston 

June 

3-7 — Am.  Assoc,  of  Immunologists,  New 
Orleans. 

19 — Head  & Neck  Lecture  Series  IV  (Eye 
& Ear  Clinic  of  Charleston,  Inc.,  Dept,  of 
Surgery,  WVU  Health  Sciences  Center, 
Charleston  Division.) 

24-28 — AMA  Annual  Meeting,  Chicago. 
27-30 — Am.  Academy  of  Child  & Adoles- 
cent Psychiatry,  Boston. 

July 

7 —  WVSMA  / CNA  Loss  Control  Seminar 
(First  Generation),  Morgantown. 

17 — Head  & Neck  Lecture  Series  IV  (Eye 
& Ear  Clinic  of  Charleston,  Inc.,  Dept,  of 
Surgery,  WVU  Health  Sciences  Center, 
Charleston  Division.) 

August 

15-19 — 123rd  Annual  Meeting,  WV 
State  Medical  Assoc.  White  Sulphur 
Springs. 

September 

7 — W.  Va.  Urological  Society,  Morgan- 
town. 

October 


Regrets 

It  takes  four  minutes. 

So  they  say, 

From  the  time  the  setting  sun 
Touches  the  horizon 
Until  the  blazing  blister 
Has  gone  away. 

There  is  a green  flash, 

So  they  say, 

When  the  last  blip 
Of  that  golden  orb 
Disappears  in  the  lip 
Of  the  westward  bay. 

I didn  ’t  see  it. 

The  end  of  a day, 

The  end  of  my  life. 

I worked  hard  from  sun-up  to  mid- 
day, 

I enjoyed  my  triumphs  in  the  after- 
noon, 

Then  the  sunset  years  came 
And  were  gone  all  too  soon. 

I had  dared  to  think  the  sun  would 
never  set, 

Was  unprepared , 

And  gave  myself  to  vanity; 

Not  returning  love  to  those 
Who  most  loved  me. 

I would  never  witness  the  green 
flash. 

I had  wasted  my  sunset  years. 

Robert  L.  Smith,  M.D. 
Morgantown 


Through  Darkness 
Only 

Through  darkness  only 
Can  one  see  light's  ray 
There's  no  formula  to  life 
One  has  to  chart  one’s  plight. 

A choice  of  crossing  is  vital 
For  every  happening  is  individual 
Nature  changes  with  each  season 
Every  endeavor  does  have  a reason. 

A make-believe  is  only  a fantasy 
Well-spent  life  is  a true  ecstasy 
That's  what  Easter  is  all  about 
To  keep  up  with  life's  bout. 

To  live  and  die  is  man 's  fate 
Life  and  death  are  nature’s  mate 
For  through  darkness  only 
Can  one  sense  life’s  fragility. 

Romeo  Y.  Lim,  M.D. 
Charleston 


We  request  physician  contributions  to 
Poetry  Corner.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.D., 
Editor,  The  West  Virginia  Medical  Jour- 
nal, Box  4106,  Charleston,  WV  25364. 


8-11 — Am.  Academy  of  Family  Physicians, 
Dallas. 

For  More  Information  . . , 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 
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Obituaries 


THOMAS  J.  BEYNON,  M.D. 

Dr.  Thomas  J.  Beynon,  former 
Medical  Director  of  Weirton  Medical 
Center  and  a family  physician  in 
Weirton,  died  March  in  a Weirton 
hospital.  He  was  50. 

Doctor  Beynon  was  Weirton 
Medical  Center  Medical  Director 
from  1976  to  1989,  and  reopened 
his  private  practice  in  Weirton  in 
June,  1989. 

He  served  as  the  Hancock 
County  Health  Department  Director, 
Medical  Adviser  to  Hancock  County 
Schools,  and  as  the  team  football 
doctor  for  Weir  High  School. 

Doctor  Beynon  was  graduated 
from  Bethany  College,  and  received 
his  M.D.  degree  in  1965  from  West 
Virginia  University  School  of 
Medicine.  He  interned  at  Ohio 
Valley  Medical  Center  in  Wheeling, 
and  did  his  residency  in  internal 
medicine  at  West  Penn  Hospital  in 
Pittsburgh.  He  opened  his  private 
practice  in  Weirton  in  1970. 

He  was  a U.  S.  Army  veteran  of 
the  Korean  Conflict. 

Doctor  Beynon  was  a member 
of  the  Hancock  Medical  Society, 
West  Virginia  State  Medical  Associa- 
tion and  American  Medical 
Association. 

Survivors  include  the  wife,  Mrs. 
Carolyn  K.  Beynon;  two  sons, 
William  and  Thomas  Beynon,  both 
at  home;  a daughter,  Jennifer 
Beynon,  a sophomore  at  Fairmont 
State  College;  and  his  mother,  Mrs. 
Naomi  H.  Beynon,  Weirton. 

Memorial  contributions  may  be 
made  to  Weirton  United  Way  or 
Weir  High  School  Boosters  Club. 

DONALD  R.  GILBERT,  M.D. 

Dr.  Donald  R.  Gilbert,  who  practic- 
ed in  Charleston  for  22  years  before 
semi-retiring  in  North  Carolina  in 
1972,  died  March  22  in  a Spartan- 
burg, South  Carolina,  hospital.  He 
was  72. 

Survivors  include  the  wife, 

Mrs.  Edith  S.  Gilbert;  two  daughters, 
Julie  Wood,  Winston-Salem,  North 
Carolina,  and  Jean  Ann  Trull, 
Greensboro,  North  Carolina;  two 
sons,  Donald  Gilbert,  San  Diego, 
California,  and  Steve  Gilbert,  Mill 
Spring,  North  Carolina;  four  step- 
sons, John  W.  Lankford,  Spartan- 
burg; Mark  W.  Henson,  Spindale, 


North  Carolina;  and  Steve  and  Joel 
Henson,  both  of  Landrum,  South 
Carolina;  and  one  brother,  Gerald 
Gilbert,  Jasper,  Georgia. 

WILLIAM  T.  LAWSON,  M.D. 

Dr.  William  T.  Lawson,  retired  Fair- 
mont general  practitioner,  died 
February  21  in  a Fairmont  hospital. 

He  was  77. 

Doctor  Lawson,  born  in 
Boothsville  (Marion  County),  prac- 
ticed in  Fairmont  from  1946  until 
his  retirement  in  1979. 

He  served  two  terms  (1968-72) 
on  the  Council  of  the  West  Virginia 
State  Medical  Association,  and  was  a 
past  President  of  the  Marion  County 
Medical  Society. 

A past  President  of  the  staff  of 
Fairmont  General  Hospital,  Doctor 
Lawson  was  a member  of  the  West 
Virginia  Chapter,  American  Academy 
of  Family  Physicians,  and  an 
honorary  member  of  the  Marion 
County  Medical  Society,  West 
Virginia  State  Medical  Association 
and  American  Medical  Association. 

He  was  graduated  from  Fair- 
mont State  College,  received  his 
M.D.  degree  in  1943  from  the 
Medical  College  of  Virginia  where 
he  served  his  internship,  and  served 
with  hospitals  of  the  U.S.  Army  in 
Europe  during  World  War  II 
(1944-46). 

Survivors  include  the  wife,  Mrs. 
Mamie  H.  Lawson;  a daughter,  Mrs. 
Charles  R.  Kinder,  Richmond, 
Virginia;  a son,  William  T.  Law- 
son,  Jr.,  Fayetteville,  North  Carolina, 
and  one  sister,  Mrs.  William  Yanger, 
Pitts-burgh. 


County  Society 


WESTERN 

The  Western  Medical  Society  met 
February  13  in  Ripley  at  Jackson 
General  Hospital. 

WVSMA  President  Derrick  L. 
Latos,  M.D.,  was  guest  speaker.  He 
talked  about  the  role  of  the  medical 
profession  in  WVSMA  and  the 
legislation  that  was  currently  under 
consideration. 

The  Society  met  again  March  13 
in  Ripley  at  McCoy’s  Motor  Lodge. 
Edmund  C.  Settle,  Jr.,  M.D., 
Charleston  psychiatrist,  gave  a very 
comprehensive  explanation  of  the 
etiology  and  treatment  of  panic 
attack. — A.  H.  Morad,  M.D.,  Secretary. 


THE  BUTT. 

With  every  puff, 
your  health  could  be 
going  up  in  smoke. 

If  you’d  like 
to  kick  the  habit  but 
you  need  help,  call 
your  local  American 
Cancer  Society. 

It  could  be  the  first 
step  to  quitting 
for  life. 


CANCER 

SOCIETY* 


I 
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New  Members 


The  following  physicians  were 
welcomed  in  February  as  new 
members  of  the  West  Virginia  State 
Medical  Association. 

Brooke 

Leticia  Velarde,  M.D. 

P.  O.  Box  667 
Follansbee,  WV  26037 

Eastern  Panhandle 

Daryl  Larusso,  M.D. 

P.  O.  Box  3236 
Martinsburg,  WV  25401 

Kanawha 

Arundhati  Kshirsager,  M.D. 

1227  Leone  Lane 
Dunbar,  WV  25064 

John  Snidow,  M.D. 

301  Medical  Arts  Building 
Charleston,  WV  25301 

Ellen  Szego,  M.D. 

2037  Parkwood  Road 
Charleston,  WV  25314 

Parin  Tarakji,  M.D. 

424  Division  Street 

South  Charleston,  WV  25309 

Monongalia 

Gregroy  A.  Timberlake,  M.D. 
Department  of  Surgery 
WVU  Medical  Center 
Morgantown,  WV  26506 

Ohio 

Gregory  S.  Merrick,  M.D. 

164  Elm  Crest  Drive 
Wheeling,  WV  26003 

Ashok  Navalgund,  M.D. 

P.  O.  Box  6502 
Wheeling,  WV  26003 

Parkersburg  Academy 

Thomas  Durnell,  M.D. 

2625  Dudley  Avenue 
Parkersbuerg,  WV  26101 

Students 

Julia  E.  Martin 
Route  10,  Box  392 
Morgantown,  WV  26505 


The  Following  physicians  were 
welcomed  in  March  as  new 
members  of  the  West  Virginia  State 
Medical  Association. 

Cabell 

Paul  Blair,  M.D. 

1616  13th  Avenue 
Huntington,  WV  25701 

Stuart  Fox,  M.D. 

2915  Third  Avenue 
Huntington,  WV  25701 

David  Kurtz,  M.D. 

1115  20th  Street 
Huntington,  WV  25703 
Kathy  O’Hanlon,  M.D. 

1616  13th  Avenue 
Huntington,  WV  25701 

Kuldeep  Pandit,  M.D. 

Department  of  Medicine 
Marshall  University 
Huntington,  WV  25701 
Terrence  Triplett,  M.D. 

1115  20th  Street 
Huntington,  WV  25703 

James  Wallingford,  M.D. 

1115  20th  Street 
Huntington,  WV  25703 

Central 

Robert  Samuel  Bujard,  Jr.,  M.D. 
Route  9,  Box  79 
Buckhannon,  WV  26201 

Greenbrier  Valley 

Everett  J.  Kennedy,  M.D. 

200  Maplewood  Avenue  @ Fairlea 
Ronceverte,  WV  24970 

Thomas  Kowalkowski,  M.D. 

119  Maplewood  Avenue 
Fairlea,  WV  24902 

Mercer 

R.  Arthur  Gindin,  M.D. 

Medical  Arts  Clinic,  Suite  #22 
Princeton,  WV  24740 

Philip  B.  Robertson,  M.D. 

201  12th  Street  Extension 
Princeton,  WV  24740 

Peggy  Schell,  D.O. 

209  East  Grandview 
Princeton,  WV  24740 


Monongalia 

Janet  L.  Hurst,  M.D. 

Department  of  Radiology 
WVU  Medical  Center 
Morgantown,  WV  26506 

Antoinette  H.  Jakobi,  M.D. 
Department  of  Behavioral  Medicine 
WVU  Medical  Center 
Morgantown,  WV  26506 

Rawhi  A.  Omar,  M.D. 

Department  of  Pathology 
WVU  Medical  Center 
Morgantown,  WV  26506 

Kathleen  C.  Perkins,  M.D. 
Department  of  Pediatrics 
WVU  Medical  Center 
Morgantown,  WV  26506 

Lee  A.  Pyles,  M.D. 

Department  of  Pediatrics 
WVU  Medical  Center 
Morgantown,  WV  26506 

Alef  K.  Sayed,  M.D. 

Department  of  Pathology 
WVU  Medical  Center 
Morgantown,  WV  26506 

Elizabeth  A.  Smego,  M.D. 
Department  of  Medicine 
WVU  Medical  Center 
Morgantowm,  WV  26506 

Marie  Steiner,  M.D. 

Department  of  Pediatrics 
WVU  Medical  Center 
Morgantown,  WV  26506 

Patton  Van  Nickell,  M.D. 

Department  of  Psychiatry 
WVU  Medical  Center 
Morgantown,  WV  26506 

Ohio 

Ajit  S.  Modi,  M.D. 

1025  Main  Street, 

Hawley  Building  #4l6 
Wheeling,  WV  26003 

Debra  J.  Panucci,  M.D. 

5 Winifred  Knoll 
Wheeling,  WV  26003 

Parkersburg 

Hemant  Modi,  M.D. 

600  18th  Street 
Parkersburg,  WV  26101 
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WESPAC  Members 


Listed  below  are  additional  1990 
WESPAC  members  reported  to  the 
Journal  since  those  published  in  the 
March  Issue.  New  WESPAC  members 
will  be  listed  next  month. 

Boone 

Robert  B.  Atkins 

Brooke 

Patsy  P.  Cipoletti  Jr. 

Cabell 

Homer  L.  Christian 
*G.  William  Lavery 
Craig  M.  Morgan 
Woodrow  W.  Mills 

Central  WV 

‘Greenbrier  D.  Almond 
Robert  S.  Bujard  Jr. 

“Ernest  Flores 
‘Gary  G.  Gammon 
‘William  D.  Given 
Charles  T.  Lively 
Porfirio  R.  Pascasio 
‘Rigoberto  Ramirez 

Eastern  Panhandle 

D.  Ewell  Hendricks 
‘David  Morris 
Edward  Pinney 
Edward  P.  Quarantillo  Jr. 

Michael  W.  Strider 

Greenbrier  Valley 

Haven  N.  Wall  Jr.  Hancock 
Lubin  C.  Alimario 
Karen  M.  Gross 

Harrison 

‘Thomas  Chang 
‘Cordell  A.  De  La  Pena 
‘Erlinda  A.  De  La  Pena 
Julian  D.  Gasataya 
‘Frank  C.  Gyimesi 
‘Robert  D.  Hess 
*M.  V.  Kalaycioglu 
Joseph  C.  Kassis 
Leon  R.  LaPointe 
Teodoro  G.  Medina 
Louis  F.  Ortenzio,  Jr. 

John  M.  Ratino 

David  L.  Waxman 

Amos  W.  Wilkinson  Logan 

Logan 

Prasada  Rao  Boppana 
Ray  M.  Kessel 
Ramanathan  Padmanaban 
Chanchai  Tivitmahaisoon 

Kanawha 

M.  B.  Ayoubi 

* ‘James  W.  Caudill 
L.  Douglas  Curnutte 

* W.  Alva  Deardorff 
‘Cecilio  V.  Delgra 


‘Donald  E.  Farmer 
Michael  O.  Fidler 
Edmundo  E.  Figueroa 
Glenn  R.  Goldfarb 
‘William  L.  Harris 
Vera  L.  Hoylman 
‘James  W.  Kessel 
C.  W.  Kim 
‘Chandra  M.  Kumar 
‘Hans  Lee 
Sidney  C.  Lerfald 
Mary  Lou  Lewis 
Barbara  U.  Morgan 
Lee  L.  Neilan 
Desingu  S.  Raja 
Arunthathie  Rajaratanam 
‘Richard  C.  Rashid 
Paul  R.  Santrock 
William  G.  Sale 
Victor  T.  Selvaraj 
Horatio  A.  Spector 

L.  Blair  Thrush 
‘Herbert  A.  Tipler 
John  W.  Vaughan 
N.  Andrew  Vaughan 
Happy  Verma 

A.  Don  Wolff 

Marion 

E.  G.  Cadogan 
J.  A.  Rizzo 

Marshall 

Kenneth  J.  Allen 

M.  F.  Anwar 

Mason 

Benjamin  J.  Sol 
‘John  A.  Wade  Jr. 

McDowell 

‘Muthusami  Kuppusami 

Mercer 

Edward  Aycoth 
Rekha  Chand 
Stephen  A.  DeGrav 
‘Generoso  D.  Duremdes 
Gunther  H.  Frey  E.  Lyle  Gage,  Jr. 
John  E.  Van  Gilder 
Alan  A.  Roscnbloom 
‘Theodore  P.  Werblin 

Mingo 

Diane  E.  Shafer 
Rao  Vempaty 

Monongalia 

Dougals  G.  Burnette 
‘Amitava  Ghosal 
Roger  E.  King 
‘Michael  J.  Lewis 
‘Stephen  R.  Powell 
V.  K.  Raju 

‘Gregory  A.  Timberlake 

Ohio 

Vincente  P.  Almario  Jr. 

Regina  Barberia 
Michael  Blatt 
‘David  A.  Bowman 
Robert  A.  Caveney 
‘James  L.  Comerci 


‘Terry  L.  Elliott 
Barton  K.  Hershfield 
Donald  H.  Hofreuter 
James  A.  Jacob  Jr. 

David  H.  Liebeskind 
Fredeswinda  Mejia 
‘Steven  C.  Miller 
H.  David  Millit 
Howard  Neiberg 
‘Alan  M.  Ruben 
Charles  H Staab  III 
Richard  F.  Terry 
Byron  L.  Van  Pelt 
Harry  S.  Weeks  Jr,  MD 
Bennett  E.  Werner 

Parkersburg 

M.  David  Avington 
Odilon  S.  Olivas 
Alfred  Prieto 
Harry  L.  Amsbary 

Raleigh 

‘Lewis  N.  Fox 
‘Lewis  W.  Gravely 
‘Anne  D.  Hooper 
‘Raquel  S.  Israel 
*R.  C.  Jereza 
‘Walter  E.  Klingensmith 
‘R.  Lindsay  Lilly  Jr. 
‘Donald  L.  Rasmussen 
‘Ramesh  Shah 
‘Nancy  R.  Webb 
*Syed  Zahir 

South  Branch  Valley 

Felino  V.  Barnes 
* ‘Clarence  E.  King 
Robert  E.  Roberts 
Charles  J.  Sites 

Tygarts  Valley 

‘Michael  M.  Stump 

Western 

‘Aaron  D.  Cottle 
James  S.  Kessel 

Wetzel 

Donald  A.  Blum  Auxiliary 
*Sustainer  Member 
* * Extra  Miler 

Auxiliary 

Cabell 

Pamela  Morgan 

Eastern  Panhandle 

Sarah  Townsend 

Kanawha 

‘Nancy  M.  Kessel 

Ohio 

Laura  Andreini 
‘Lynn  Comerci 
‘Esther  Weeks 

Parkersburg 

Myla  Amsbary 
Dawn  Rudolph 

Raleigh 

Mrs.  Syed  A.  Zahir 
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Service  is  the  cornerstone 
of  our  business. 


• Comprehensive  Major 
Medical 

• Professional  Office 
Overhead 

• Term  Life 

• Medicare  Supplement 

• Disability  Income 

• Hospital  Indemnity 

Call  Us.  1-800-344-5139 
Extension  708 

McDonough 

Caperton 

Insurance 

Group 


Upon  a foundation  of 
experience  and 
professionalism, 
McDonough  Caperton  has 
built  a regional  insurance 
brokerage  firm  assisting 
clients  nationwide.  Our 
mission  is  to  provide  a 
distinctive  service  of 
outstanding  value  that  will 
remain  the  cornerstone  of 
our  business  as  we  move 
forward. 


Corporate  Headquarters  One  Hillcrest  Drive.  East.  P.O  box  1551, Charleston,  WV  25326-1551,  Telephone.  (304)  346-061 1 Fax  (304)  347-069 7 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky.  Ohio,  Pennsylvania,  Virginia.  West  Virginia  and  Bermuda 


Health  Sciences  ^®st  v'!?nia 

University 

Center  News  ▼ 


Compiled  from  material  furnished  by  the  Health 
Sciences  Center  News  Service,  Morgantown,  W. 
VA.  Health  Sciences  Center  News 


New  Hypertension 
Clinic  Opens 

In  recent  years,  WVU  School  of 
Medicine  has  emerged  as  one  of  the 
leading  centers  of  blood  pressure 
research  in  the  eastern  United 
States.  A new  hypertension  clinic  at 
the  WVU  Health  Sciences  Center 
makes  this  expertise  available  to 
patients. 

Hypertension  affects  more  than 
60  million  Americans  and  is  a 
leading  contributor  to  stroke  and 
heart  disease.  West  Virginia  has  a 
particularly  high  incidence  of 
hypertension,  according  to  health 
surveys. 

“The  clinic  will  focus  on  the 
evaluation  and  management  of 
hypertension,"  said  Dr.  Ronald 
deAndrade,  Jr.,  Director  of  the 
clinic. 

“The  clinic  offers  a multi- 
disciplinary approach  to  the 
diagnosis  and  treatment  of  all  forms 
of  this  disease,"  he  said. 

The  clinic  is  staffed  by  Dr. 
Henry  Overbeck,  cardiology;  Dr. 
Theodore  Kotchen,  endocrinology; 
Dr.  Michael  Elnicki  and  Dr.  Kim  Jor- 
dan, comprehensive  medicine;  and 
Dr.  Michael  Sorkin  and  deAndrade, 
nephrology. 

“All  of  the  clinic’s  physicians 
are  involved  in  each  patient’s  case. 
We  are  trying  to  provide  what  a 
single  physician  cannot,”  said 
de  Andrade. 

Overbeck,  who  serves  as  Con- 
sulting Editor  of  the  journal 
Hypertension,  and  Kotchen  are  na- 
tionally known  for  their  research 
relating  to  the  potential  causes  of 
hypertension. 

High  dietary  salt  intake,  kidney 
disease  and  obesity  may  contribute 
to  high  blood  pressure,  which  may 
affect  the  eyes,  kidneys  or  heart. 


“The  origins  of  hypertension 
have  been  attributed  to  abnor- 
malities in  the  endocrine,  central 
nervous,  cardiac  and  renal  systems, 
and  that  is  why  the  multi- 
disciplinary approach  is  so  impor- 
tant," said  deAndrade. 

There  are  two  types  of 
hypertension.  Essential  hyperten- 
sion, which  usually  precedes  many 
other  disease  symptoms,  is  usually 
treatable  with  diet,  lifestyle 
modification  and  medication. 

Secondary  hypertension,  which 
accounts  for  approximately  five  per 
cent  of  all  cases,  is  caused  by 
another  underlying  disease.  It  may 
be  “very  resistant"  but  is  potential- 
ly curable  with  proper  diagnosis. 

Some  forms  of  secondary 
hypertension  include  renovascular 
hypertension,  Cushings  Syndrome, 
primary  aldosteronism  and 
pheochromocytoma,  a tumor  of  the 
adrenal  glands  that  make  hormones. 

In  addition  to  the  multi- 
disciplinary approach,  the  clinic  will 
eventually  offer  24-hour  ambulatory 
blood  pressure  monitoring. 

The  monitoring  involves  the 
placement  of  a small  blood  pressure 
cuff  on  a patient's  arm  that  records 
blood  pressure  over  a 24-hour 
period. 

“No  one  has  offered  this  device 
in  our  area.  It  is  a diagnostic  tool  of 
the  future.  Currently  high  blood 
pressure  analysis  and  diagnosis  are 
based  only  on  the  pressure  record- 
ed in  a doctor’s  office."  said 
deAndrade. 

“The  device  will  be  extremely 
important  in  dealing  with  ‘whitecoat 
hypertension,’  ” he  explained, 
which  is  hypertension  that  occurs 
only  when  a patient  is  in  a doctor’s 
office. 

He  added  that  the  opposite  ef- 
fect also  has  been  described  where 
a doctor’s  office  has  a calming  ef- 
fect on  a patient,  and  blood 
pressure  reads  lower  than  normal. 

“With  the  help  of  the  monitor, 
we  will  know  whether  or  not  these 
patients  need  to  be  treated  for  high 
blood  pressure,"  said  deAndrade. 


Cerebral  Palsy  Team 
Helps  Spasticity 

A multidisciplinary  team  of 
neurosurgeons,  neurologists, 
pediatric  neurologists,  orthopedists 
and  physical  therapists  at  the  WVU 
Health  Sciences  Center  is  applying 
an  effective  technique  to  alleviate 
spasticity  in  children  with  cerebral 
palsy. 

There  are  three  types  of  distur- 
bances in  muscle  tone — spasticity 
which  is  muscle  spindle  dependent; 
rigidity;  and  dystonia  and 
choreoathetosis. 

The  technique — selective  dorsal 
root  section — can  help  patients  with 
less-severe  spasticity  improve  func- 
tion, including  walking.  Patients 
more  severely  spastic  can  be  made 
more  comfortable  and  easier  to  care 
for.  The  procedure  is  contrain- 
dicated if  there  is  excessive 
weakness  or  contractures  because  it 
may  impair  functional  abilities. 

This  procedure  previously  has 
not  been  available  in  the  state. 

The  WVU  team  is  currently  ac- 
cepting patients  for  screening. 
Physicians  with  questions  or  refer- 
rals may  contact  Howard  H.  Kauf- 
man, M.D.,  at  1 -800- WVA-MARS . 


AIDS  Class  Slated 

AIDS  and  sexually  transmitted 
diseases  will  be  the  topics  of  a new 
course  offered  by  the  Safety  and 
Health  Studies  Department  at  WVU 
in  Fall  1990. 

Special  Topics:  AIDS  and  Other 
Sexually  Transmitted  Diseases, 

Health  Education  191-B  or  391-B. 
will  be  offered  for  undergraduate  or 
graduate  credit  under  the  instruc- 
tion of  Peggy  Kovac,  AIDS  educa- 
tion specialist  at  WVU. 

The  course  will  meet  on 
Tuesdays  from  7 p.m.  - 9:50  p.m.  in 
the  WVU  Health  Sciences  Center. 
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MAY  IS  BETTER  HEARING  AND  SPEECH  MONTH! 


William  C Morgan,  Jr.,  M.D. 

Diplomate,  American  Board  of  Otolaryngology 


OTOLOGY:  DISEASES  & SURGERY  OF  THE  EAR 

304-345-7100 


• Forensic  Otology 

• Audiological  Services 

• Hearing  Aid  Dispensing 


St.  Francis  Medical  Plaza 
331  Laidley  Street,  Suite  602 
Charleston,  WV  25301 


We  can  be  flexible 
with  your  schedule. 


The  Army  Reserve  knows 
that  your  time  is  valuable,  so, 
for  a small  portion  of  it,  we 
offer  you  the  following: 

■ schedules  to  suit  your 
requirements 

■ opportunities  to  explore 
other  phases  of  medicine 

■ opportunities  to  participate 
in  a variety  of  programs  with 
medical  leaders  from  all  over 
the  country 

■ rank  and  privileges  of  an  Army 
officer 

Find  out  how  accommodating  we 
can  be  when  it  comes  to  your  time, 


and  about  the  variety  of 
opportunities  and  advantages  the 
Reserve  can  offer  you.  If  you’d 
like  to  know  more  about  Army 
Reserve  medicine,  contact  one 
of  our  experienced  Army 
Reserve  Medical  Counselors. 
They  can  arrange  for  you  to 
talk  to  an  Army  Reserve 
physician  and  visit  a Reserve 
Center  or  medical  facility. 

Call  collect: 

Or  write: 


BE  ALL  YOU  CAN  BV 

ARMY  RESERVE 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


WVSMA  President 
Ceremony  Speaker 

Derrick  L.  Latos,  M.D.  President  of 
the  West  Virginia  State  Medical 
Association,  and  Dr.  James  H.  (Red) 
Duke  will  be  the  featured  speakers 
for  special  commencement-related 
activities  of  the  MU  School  of 
Medicine. 

Doctor  Latos  will  speak  to 
graduates  at  the  school’s  Investiture 
Ceremony  at  8 P.M.  May  11  at  the 
Huntington  Civic  Center.  The 
ceremony  also  features  the  hooding 
of  graduates  and  faculty  and  student 
award  presentations. 

Doctor  Latos,  a nephrologist, 
has  served  as  Medical  Director  of 
the  Wheeling  Dialysis  Center,  a divi- 
sion of  Wheeling  Hospital,  since 
1977.  A Clinical  Professor  of 
Medicine  at  West  Virginia  University 
School  of  Medicine,  he  holds  an 
academic  staff  appointment  at  Ohio 
Valley  Medical  Center  where  he  was 
a past  medical  staff  president. 

Doctor  Duke,  a Professor  of 
Surgery  at  the  University  of  Texas 
Health  Science  Center  at  Houston, 
will  present  the  ceremonial  Last 
Lecture  at  8 P.M.  May  10  at  the  Hun- 
tington Museum  of  Art. 

Doctor  Duke  founded  Houston’s 
Hermann  Hospital’s  Life  Flight 
Operations  in  1982,  and  remains 
Medical  Director  of  its  medical 
emergency  services.  He  is  a foun- 
ding member  of  the  American 
Trauma  Society,  and  was  named 
“Surgeon  of  the  Year”  by  the  James 
F.  Mitchell  Foundation  in  1988.  He 
is  the  host  of  the  nationally  syn- 
dicated “Texas  Health  Reports”  and 
the  PBS  television  series 
“Bodywatch.” 

Doctor  Duke’s  presentation  will 
be  entitled  “Doctor  Duke’s  Prescrip- 
tion for  Stress  Management.” 

Both  events  are  free  and  open 
to  the  public. 


First  WV  Student 
to  be  in  Program 

John  Carl  III  of  the  MU  School  of 
Medicine  has  become  the  first  West 
Virginia  medical  student  ever  to 
earn  a spot  in  the  prestigious 
Cloister  Program. 

This  research  scholars  program 
is  co-sponsored  by  the  Howard 
Hughes  Medical  Institute  and  the 
National  Institutes  of  Health,  the 
largest  private  and  largest  public 
biomedical  research  organizations  in 
the  world. 

Carl,  a Huntington  resident  and 
a native  of  Moorefield,  was  chosen 
from  97  applicants  representing  51 
medical  schools.  He  and  35  fellow 
research  scholars  will  spend  a year 
working  with  leading  researchers 
from  the  National  Institutes  of 
Health  (NIH)  in  Bethesda,  Maryland. 

Dr.  Patrick  I.  Brown,  Associate 
Dean  for  Academic  and  Student  Af- 
fairs at  Marshall,  called  Carl  an  ex- 
cellent, well-motivated  student  who 
will  gain  a great  deal  from  the  pro- 
gram. “John  obviously  made  quite 
an  impression  when  he  participated 
in  the  NIH  summer  research  pro- 
gram last  year,”  he  said. 

“I  think  his  selection  underlines 
what  we’ve  said  at  Marshall  for 
years,  which  is  that  the  intensive, 
highly  personalized  educational  ex- 
perience students  receive  here  helps 
not  only  those  who  enter  primary- 
care  medicine  but  also  those  who 
feel  they  need  to  explore  other 
career  options,”  he  added. 

Carl  said  his  interest  in  the 
Cloister  Program  was  sparked  by  his 
work  at  the  NIH  last  summer.  Dur- 
ing this  one-year  break  in  his  formal 
medical  education,  he  hopes  to  con- 
tinue studying  the  actions  of  cancer- 
causing  substances. 

“Last  summer  I was  studying 
the  chemical  kinetics  of  car- 
cinogenic compounds,”  he  said. 
’’With  the  new  project,  I hope  to 
look  more  at  the  biological  implica- 
tions of  that.” 

Once  Carl  arrives  in  Bethesda, 
he  will  be  assigned  a research  ad- 


marshalMjniversjty 


visor.  He  then  will  be  able  to  inter- 
view people  in  as  many  as  20  or  30 
labs  before  choosing  his  project  for 
the  year. 

Carl  will  receive  a salary  for  his 
work,  as  well  as  round-trip  transpor- 
tation expenses.  In  addition,  the 
Cloister  Program  will  fly  him 
anywhere  in  the  United  States  to  at- 
tend a professional  meeting  and 
anywhere  in  the  world  to  present 
his  research  results. 


Summer  Research 
Spot  for  Szarek 

John  L.  Szarek,  Ph.D.,  of  the  School 
of  Medicine  has  been  accepted  into 
the  summer  faculty  research  pro- 
gram of  the  United  States  Air  Force. 

Szarek,  an  Assistant  Professor  of 
Pharmacology,  will  serve  for  10 
weeks  as  a summer  fellow  at  the 
School  of  Aerospace  Medicine  at 
Brooks  Air  Force  Base  in  San  An- 
tonio, Texas. 

He  will  work  with  Lt.  Col. 
George  Wolf  in  the  school’s  Hyper- 
baric Medicine  division,  which 
studies  the  effects  of  high-pressure 
oxygenation  on  the  body. 

Approximately  150  positions  are 
available  each  year  in  the  program, 
which  is  conducted  by  Universal 
Energy  Systems.  The  program’s  ob- 
jectives are  to  encourage  continuing 
research  of  interest  to  the  Air  Force 
at  participants’  institutions  and  to 
increase  interaction  between 
academic  and  Air  Force  scientists. 

Szarek ’s  research  at  Marshall  ex- 
plores the  pharmacology  of  the 
lungs.  Before  joining  the  Marshall 
faculty  in  1986,  he  held  research 
and  teaching  positions  at  the 
University  of  Vermont,  the  Universi- 
ty of  Kentucky  and  the  University 
of  Illinois. 

He  received  his  Ph.D.  from  the 
University  of  Kentucky  College  of 
Pharmacy,  and  bachelor’s  degrees 
from  the  University  of  Illinois  and 
the  University  of  Illinois  College  of 
Pharmacy. 
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OB/GYN 


Practice  Opportunities  in 
the  Bluegrass  State 


King's  Daughters’  Medical  Center, 
a 340-bed  regional  referral  center, 
is  seeking  an: 

Obstetrician/Gynecologist 


for  its  Maternal/Child  Health 
Department 


•Gross  Professional  Fee  Guarantee 
•Reasonable  Cost  of  Living 
•Practice  Management  Advisor 
•Quality  Lifestyle 


KDMC  is  located  in  close 
proximity  of  reknowned  Kentucky 
horse  tracks,  West  Virginia 
ski  slopes  and  Cincinnati,  Ohio. 


Responses,  including  C.V., 
should  be  sent  to: 

John  Marks,  Vice  President 
Professional  Services 
King's  Daughters’  Medical  Center 
2201  Lexington  Avenue 
Ashland,  Kentucky  41101 


ICP 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1’2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1 '3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  1 k tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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Just  What  the 


Doctor  Ordered! 


You  can  boost  efficiency  and  cash  flow  with  the  POST+ 
Medical  Accounts  Receivable  Package.  As  a health 
care  provider,  you  know  the  importance  of  organized  health 
care  records-and  you're  aware  of  the  time  and  effort  it  takes  to 
keep  them  in  order.  Now  POST+  can  make  that  job  simpler, 
more  efficient,  and  more  profitable  with  features  like: 

• Hardware  and  Software  from  ONE  Reliable  Source 

• Comprehensive  Accounts  Receivable  System 

• Two-Way  Telecommunication  of  Insurance  Claims 

• On-Site  Training/Conversion  Support 

• Outstanding  Service/Monthly  Maintenance 

• Ongoing  Software  Enhancements 

Call  POST+  today.  When  you  see  what  our  system  can  do, 
you'll  agree  that  the  POST+  Accounts  Receivable 
Package  is  the  perfect  prescription  for  your  practice. 


PROVIDER  OFFICE  SERVICES  & TELECOMMUNICATIONS,  INC. 

200  Kanawha  Boulevard,  East  • Charleston,  West  Virginia  25323 
Call  toll-free  from  anywhere  in  West  Virginia:  1 -800-358-POST 

Endorsed  by  Blue  Cross  and  Blue  Shield  of  West  Virginia,  Inc. 


JAMES  T.  SPENCER,  JR.,  M.D 
ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  FACS 
F.  THOMAS  SPORCK,  M.D.,  FACS. 
CHARLES  D CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
SUSAN  D.  ENGLE,  M.S. 
MARY  SUE  HAAS,  M.A. 


EAR,  NOSE  & 
THROAT  ASSOCIATES 

OF  CHARLESTON,  INC. 


HEAD  AND  NECK 
MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  - P O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 
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Classified 


PRIMARY  CARE  PRACTICE  OPPORTUNITY: 

Opening  available  July  1,  1990,  for  a BC-BE 
Family  Practitioner  interested  in  a rural  non- 
hospital based  family  practice,  for  Monroe 
Health  Center,  Union  (Monroe  County),  West 
Virginia.  A modern  facility,  equipped  with  full 
laboratory,  X-ray  and  excellent  support  staff. 
Monroe  county  is  a beautiful  rural  communi- 
ty, located  25  miles  south  of  the  famous 
Greenbrier  Hotel  in  White  Sulphur  Springs. 
Salary  plus  comprehensive  benefit  package 
including  paid  malpractice.  For  more  infor- 
mation write  to:  Shirley  Neel,  Monroe  Health 
Center,  PO  Box  590,  Union,  West  Virginia 
24983,  or  call  (304)772-3064. 


102-BED  HOSPITAL  in  Western  New  York,  of- 
fering cash  collected  first-year  minimum  in- 
come of  $80,000,  6 months  office  overhead, 
and  malpractice.  OB/GYN’s  provide  sub- 
specialty backup.  Possible  University  affilia- 
tion. Call:  Wanda  Parker  at  (800)  221-4762,  or 
collect  (212)  599-6200.  E.G.  Todd  Associates, 
535  Fiftn  Avenue,  New  York,  NY  10017 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  orthopedic 
surgeon  for  rapidly  growing  practice.  Salary 
of  130,000,  malpractice,  other  benefits.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect 
(212)  599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


WESTERN  PENNSYLVANIA  practice-solo, 
with  four  other  Family  Practitioners  for  call. 
Cash  collected  first-year  minimum  income 
guarantee  of  $85,000,  first  six  months’  office 
overhead  fully  paid.  104-bed  hospital,  43,000 
annual  admissions,  37-member  staff.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect, 
(212)599-6200.  E.G.  lodd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  general 
surgeon.  Salary  of  $100,000,  office  overhead, 
malpractice,  other  benefits.  Call:  Wanda 
Parker,  at  (800)221-4762,  or  collect,  (212) 
599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  Pediatrician. 
Salary  of  $75,000,  office  overhead,  malprac 


tice,  other  benefits.  Call  Wanda  Parker  at  (800) 
221-4762,  or  collect  (212)  599-6200.  E.G.  Todd 
Associates,  535  Fiftn  Avenue,  New  York,  NY 
10017. 


177-BED,  SOUTH  CENTRAL  PENNSYLVANIA 
HOSPITAL  seeking  board  certified/eligible 
emergency  physician.  21,000  ED  visits/year. 
Salary  of  $100,000,  4 weeks  vacation,  2 weeks 
CME.  Call:  Wanda  Parker  at  (800)  221-4762,  or 
collect,  (212)  599-6200.  E.  G.  Todd  Associates, 
535  Fifth  Avenue,  New  York,  NY  10017. 


PEDIATRICS:  Thirty-year-old,  multi-specialty, 
non-profit  quality  oriented  group  practice  85 
miles  south  of  Pittsburgh  seeks  board  eligi- 
ble/certified pediatrician.  Position  available 
immediately.  Excellent  clinical  facilities  with 
comprehensive  ancillary  services.  CME  op- 
portunities. No  investment,  excellent  finan- 
cial package  with  fringes.  College  town,  near- 
by university  and  medical  center,  sports  and 
recreational  area.  For  more  information,  send 
CV  to:  Fairmont  Clinic,  P.  O.  Box  1112,  Fair- 
mont, WV  26554  or  call  (304)  367-0940. 


OHIO:  Emergency  physician  - $50  — 65  per 
hour.  ACLS  certification  required.  ALLS 
preferred.  Primary  care  experience  a plus.  Ex- 
cellent medical  staff  backup  for  major 
medical/surgical  emergencies.  Moderate 
volume  ER.  Double  coverage  during  peak 
periods.  Benefits  include  four  weeks  vaca- 
tion. incentive  bonus  during  the  first  year, 
paid  malpractice  and  an  incentive  plan.  Con- 
tact: Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  37,  Traverse  City, 
Ml  49684;  1-800-253-1795  or  in  Michigan 
(1-800-632-3496. 


BEAVER,  PENNSYLVANIA:  Seeking  director, 
assistant  director,  full-time  and  part-time 
emergency  physicians  for  475  bed  Level  II 
trauma  center.  Double  and  triple  coverage 
provided  during  peak  periods.  Outstanding 
compensation  and  paid  malpractice  in- 
surance. Benefits  available  to  full-time  staff. 
Board  eligibility  or  certification  in  emergen- 
cy medicine  or  primary  care  specialty,  and 
ACLS  required.  Contact:  Karen  Remai, 
Emergency  consultants,  Inc.,  2240  South  Air- 
port Road,  Room  37,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-253-1795. 


95-BED  HOSPITAL  — Southern  West  Virginia 
— Seeking  Family  Practitioners,  Surgeon,  In- 
ternist/Cardiologist and  part-time  or  rull-time 
Orthopedist.  Solo  or  supported  practice.  Nice 
clinic  adjoining  hospital— JCAH  — lovely 
resort  area— unlimited  outdoor  activities.  Call 
(304)  466-1000  (Joe  Monk). 


WEST  VIRGINIA,  RIPLEY:  ED  staff  positions 
available  at  hospital  in  thriving,  growing  com- 
munity of  3,500.  Annual  ED  volume  is  8,500 
at  this  95-bed  facility.  Excellent  location,  mid- 
way between  Charleston  and  Parkersburg,  on 
1-77.  Small  town  atmosphere  with  conve- 
nience of  living  close  to  big  cities.  Family- 
oriented  activities  are  abundant  in  this  area. 
Spectrum  offers  you  a competitive  area  of 
reimbursement  plus  overage,  high-limit  oc- 
currence malpractice  insurance  coverage, 
allowance  for  CM  E and  relocation  expenses. 
For  more  information,  please  send  CV  or  call 
Ric  West,  D.O.,  RR  #1,  Box  70,  Millwood,  WV 
25262,  304-372-2731  or  Cathy  Long,  Spectrum 
Emergency  Care,  Inc.,  P.  O.  Box  2r352,  St. 
Louis,  Mo  63141,  1-800-325-3982,  ext.  3015. 


OPHTHALMOLOGIST  — MARYLAND: 

Regional  referral  center  serving  200K  people 
in  picturesque  community  in  Appalachian 
Mountain  chain  of  Maryland  seeks  board- 
qualified  OPH  to  join  lucrative  pricate  prac- 
tice. Three  person  call  coverage  available  & 
handsome  compensation  package. 
Washington,  D.C.,  Baltimore  & Pittsburg  are 
readily  accessible.  Call  Mary  Wynkoop, 
404-641-6410,  or  send  CV  to  me  at  Tyler  & Co., 
9040  Roswell  Road,  Suite  550,  Atlanta,  GA 
30350. 


CLASSIFIED  RATES:  43  cents  per 
word,  minimum  of  $22  per  ad.  50  cents 
per  word  for  confidential  ad, 
minumum  of  $27  per  ad.  10%  discount 
for  6 insertions.  Payment  in  advance 
required. 

DEADLINE:  Copy  nust  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the 
August  issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Jour- 
nal, P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 


THE  MYERS  CLINIC  — Philippi,  West  Virginia 

Notice:  Seeking  Ob/Gyn  Board  Certified  or  Board  Eligible  and/or  Family  Practice  with  0b. 

Also:  Seeking  Locum  Tenen— Ob/Gyn  or  Family  Practice  with  Ob. 

1-800-346-2800  In  State. 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  1-(304)  457-2800 

Out-of-State. 

Radiology:  Surgery: 

Pediatrics: 

Halberto  G.  Cruz,  M.  D.  J.  W.  Woodford,  M.  D. 

E.  G.  Kreider,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Pathology: 

Family  Practice: 

Fulvio  Franyutti,  M.  D.  Internal  Medicine: 

Charles  L.  Arnett,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

James  A.  Arnett,  M.  D. 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

JAMES  B.  HAZLETT,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  (614)  695-2511  • New  Martinsville  area,  455-2222  • Wellsburg-Steubenville  area,  737-3700 
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INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

T.  Gary  Kenamond,  M.  D. 

M.  L.  Wells,  DO.  (New  Martinsville) 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

Gastroenterology 

T.  E.  Chvasta.  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates,  Inc. 

Pulmonary 

T.  V.  Burke,  M.  D. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

ENDOCRINOLOGY 

C.  McCool,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 


THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 

ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

J.  Melia,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Atharl,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

D.  Simbra,  M.  D. 

Kathryn  M.  Clark,  O.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

A.  G.  Matadar,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield.  M.  D.  (New  Martinsville) 
G.  E.  Sella,  M.  D.  (Colerain) 

W.  G.  Bell,  M.  D.  (Wellsburg) 

PODIATRY 

B.  Blank,  D.P.M. 


DERMATOLOGY 

M.  Baron,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 

S.  Govindan,  M.  D. 

Pediatric  Neurology 

Rajav  R.  Varma,  M.  D.  (consultant) 

BEHAVIORAL  MEDICINE 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

R.  Paolini,  D.  O. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-invasive) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 

Physical  Therapy 

Cardiac  Ultrasound 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine.1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1 .  USP  PI  Update.  September/ October  1988.  p 120. 

2 Br  J Clin  Pharmacol  1985:20  710-713. 

3.  Data  on  file.  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  J987:22(suppl  136)  61-70. 

5.  Am  J Gastroenterol  1989:84:769-774. 


AXID  ® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  1.  Active  duodenal  ulcer- for  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy- for  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H2-receptor  antagonists. 
Precautions:  General -1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tesfs-False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions  -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects- Pregnancy  Category  C— Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women,  it  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrabons.  Because  of  growth  depression  in  pups  reared  by  beated 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  L/se-Safety  and  effecbveness  in  children  have  not  been 
established. 

Use  in  Elderly  Pat/enTs — Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions:  Clinical  tnals  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizabdine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizabdine,  Lilly) 


Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  ( >500 IU/L)  in  SGOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuation  of  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  unbeated  subjects. 

CNS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  conbolled  clinical  dials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hematologic-Fatal  thrombocytopenia  was  reported  in  a patient 
beated  with  nizabdine  and  another  H2-receptor  antagonisL  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/nregumenfa/- Sweating  and  urticaria  were  reported  significantly 
more  frequenby  in  nizabdine-  than  in  placebo-treated  pabents.  Rash  and 
exfoliabve  dermabbs  were  also  reported. 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  adminisfration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensibvity  reachons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [091289] 

Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

NZ-2924-B-04931 0 © 1990,  ELI  LILLY  AND  COMPANY 

Axid*  (nizabdine,  Lilly) 


«s% 


Family  therapy 
for  colic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That's  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.’ 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  ••  Active  therapy 
p values  (active  vs  placebo)  NS  = Not  significant  *p<  0 05  t P < 0 02  t p < 0 01 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it's  naturally  flavored- 
something  else  they’ll  appreciate. 


NEW 


Phazyme 
Drops  S'0* 

Helps  you  through 
the  colic  phase. 


1 Kanwaljit  SS  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic 
Practitioner  1988.232  508 
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West  Virginia  State  Medical  Associati 


All  Physicians  Board  Certified 


342-0124 


From  Left  to  Right:  Charles  D.  Crigger,  M.D.;  F.  Thomas  Sporck,  M.D.,  F.A.C.S.; 
Roger  P.  Nichols,  M.D.;  James  T.  Spencer,  Jr.,  M.D.  and 
Ronald  L.  Wilkinson,  M.D.,  F.A.C.S. 


We're  also  pleased  to 
announce  our  newest 
associate... 


Terry  L.  Good,  M.D. 
(effective  July  1990) 


% 


lAssoc. 
of  Charleston,  Inc. 


We  are  pleased  to  announce  the  opening  of  our  new  facility 
in  Medical  Office  Building  North,  adjacent  to  the  new  St. 
Francis  Surgery  Center  and  located  at  the  corner  of  Court 
and  Donnally  Streets  (effective  }uly  1,  1990). 

Complete  Medical/Surgical  Care  of  Ears,  Nose  & Throat 
Including  Respiratory  Allergies 


1 


There  Are  Two  Things 
Yon  Don’t  Get 
With  Our 
Group  Coverage : 


Fuss 


With  Blue  Cross  and  Blue  Shield  of 
West  Central  West  Virginia  (Parkersburg), 
you  get  complete  health  care  coverage 
for  your  group  — without  a lot  of  adminis- 
trative paperwork.  You’ll  have  all  the 
advantages  of  the  nation’s  #1  medical/ 
surgical  coverage,  plus  optional  paid 


prescription,  dental  and  vision  coverage, 
in  a plan  that  can  be  custom-designed 
to  fit  your  needs  and  your  budget.  And 
there’s  no  need  to  fuss  about  frequent 
rate  increases:  we  can  offer  a 12 -month 
rate  guarantee  to  groups  of  15  or  more. 


Forms 


Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9-line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 
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Scientific  Newsfront 


Inappropriate  Antibiotic  Use  and  the 
Development  of  Clostridium  Difficile  Colitis 


STEVEN  YARINSKY,  M.D. 

Chief  Resident  in  Surgery,  Marshall 
University  School  of  Medicine  Huntington, 
West  Virginia . and  from  the  Surgical  Ser- 
vice, Veterans  Administration  Medical 
Center,  Huntington 
WILLIAM  E.  WHEELER,  M.D. 

Associate  Professor  of  Surgery,  MU  School 
of  Medicine , and  Chief,  Surgical  Service, 

VA  Medical  Center,  Huntington 

A three-year,  retrospective, 
community-wide  study  reviewed  all 
patients  (n  = 60)  with  positive 
Clostridium  difficile  stool  cy  to  toxin 
assays.  The  appropriateness  of  an- 
tibiotic administration  in 
hospitalized  patients  (n  = 48)  who 
developed  antibiotic-associated  col- 
itis (A AC)  was  studied.  Only  25  per 
cent  had  antibiotics  used  ap- 
propriately with  positive  culture 
results  and  organisms  susceptible  to 
tbe  antibiotic(s)  given.  Another  25 
per  cent  of  cases  had  positive 
cultures,  but  tbe  organisms  were 
not  susceptible  to  the  antibiotics  us- 
ed. Cultures  exhibited  no  growth  or 
were  not  obtained  in  50  per  cent  of 
cases,  but  empiric  antibiotic  ad- 
ministration led  to  the  development 
of  AAC. 

Our  results  point  toward  inap- 
propriate antibiotic  use  as  being  a 
major  factor  in  the  development  of 
AAC.  AAC  is  rarely  fatal  but  has 
significant  morbidity,  and  is  expen- 
sive to  treat.  Judicious  use  of  an- 
tibiotics may  decrease  the  incidence 
of  AAC. 

Antibiotic-associated  colitis  (AAC), 
also  termed  pseudomembranous 
colitis,  represents  a spectrum  of 
clinical  disease  following  the  ad- 
ministration of  almost  any  antibiotic 
ranging  from  mild  diarrhea  to 
severe,  watery  diarrhea,  abdominal 
pain,  and  even  death.  The  hallmark 
of  AAC  is  the  endoscopic  finding  of 
the  distinctive  yellowish  plaques 
studding  the  colonic  mucosa  (1). 


One  theory  describing  the 
development  of  AAC  states  that  an- 
tibiotics produce  a change  in  the 
fecal  flora.  If  toxigenic  strains  of 
C.  difficile  are  present  in  the  bowel 
lumen,  over-growth  occurs,  with  the 
release  of  potent  exotoxins  that 
cause  mucosal  cell  death.  The  in- 
flammatory response  leads  to  diar- 
rhea. (2). 

In  contrast,  simple  or  benign 
antibiotic-associated  diarrhea  may  be 
responsible  for  80  per  cent  of  cases 
of  diarrhea  which  develop  after  the 
use  of  antibiotics.  Symptoms  in  this 
disorder  are  usually  milder  than 
those  in  AAC,  and  the  etiology  is 
known.  Treatment  of  this  benign, 
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diarrheal  condition  is  aimed  at  switch- 
ing to  less  offending  antibiotics  and 
towards  giving  supportive  care.  C. 
difficile  and  its  toxins  cannot  be 
identified  in  these  patients’  stools  (3). 
Past  reports  have  examined  AAC 
on  a surgical  service  (4).  We  studied 
AAC  in  the  general  medical  com- 
munity to  show  the  types  of  an- 
tibiotics associated  with  this  condi- 
tion, and  to  determine  the  ap- 
propriateness of  antibiotics  of  an- 
tibiotic use  in  patients  with  AAC. 

Patients  and  Methods 

The  laboratories  of  the  Marshall 
University  School  of  Medicine  serve 
as  the  reference  laboratory  for  the 
cytotoxicity  assays  for  the  Hun- 
tington community.  Records  of  all 


positive  assays  (n  = 62  positive  out  of 
367  tests)  for  three  years  from 
January,  1984,  through  November, 
1986,  were  collected,  and  all 
available  charts  reviewed. 

The  cytotoxicity  test  was  per- 
formed as  follows.  Stool  filtrate  was 
overlaid  onto  human  diploid  tissue 
culture  cells,  MRC-5.  Cells  were  ex- 
amined for  cytopathogenic  effects 
(CPE),  which  included  loss  of 
cellular  adhesion  and  contraction  of 
cytoplasm,  after  12-24  hours.  Addi- 
tional stool  filtrate  was  with  specific 
C.  difficile  antitoxin  added  to  the 
media.  The  assay  was  deemed 
positive  if  in  the  absence  of  antitox- 
in, CPE  was  present,  but  CPE  was 
prevented  by  antitoxin.  This  stan- 
dard tissue  culture  cytotoxic  assay 
detects  minute  amounts  of  Toxin  B, 
probably  the  most  clinically  impor- 
tant of  several  toxins  produced  by 
toxigenic  C.  difficile  strains. 

A commercial  Rapid  Latex  Ag- 
glutination Test  (RLAT)  which  pur- 
ports to  detect  Toxin  A is  available  (5). 
Recent  data  suggest  that  the 
RLAT  may  bind  an  antigen  which  is 
distinct  from  Toxin  A,  and  which  is 
produced  by  both  toxigenic  and  non- 
toxigenic  strains  of  C.  difficile  (6,7). 
False  positive  RLAT  results  may  lead 
to  incorrect  therapy  in  some  patients. 
We  therefore  elected  to  use  the 
cytotoxic  assay  as  the  standard  to 
identify  cases  of  AAC. 

There  were  62  positive  assays 
performed  on  stool  from  60  pa- 
tients. Twelve  patients  (20  per  cent) 
were  diagnosed  and  managed  as 
outpatients;  48  patients  (80  per 
cent)  were  hospitalized  at  the  time 
of  diagnosis.  Thirty-seven  of  the  in- 
patient charts  were  available  for 
review. 

Results 

AAC  following  antibiotics  use  on 
tbe  surgical  services: 

Only  three  of  the  37  inpatients  who 
developed  AAC  had  had  antibiotics 
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administered  for  surgical  pro- 
phylaxis. In  one  case,  antibiotics 
were  given  for  two  days  for  an  un- 
complicated carotid  endarterectomy. 
Antibiotics  given  for  three  days  after 
an  aortocoronary  bypass  procedure 
resulted  in  AAC  in  the  second  case. 
The  third  surgical  patient  received 
two  mechanical  and  prophylactic 
oral  antibiotic  bowel  preparations 
over  five  days  for  a postponed  col- 
ectomy. 

Although  few  in  number,  these 
observations  on  surgery  patients  sug- 
gest that  prolonged  or  inappropriate 
prophylactic  antibiotic  use  may  lead 
to  the  development  of  AAC. 

AAC  following  antibiotic  use  on  the 
medical  services: 

The  remainder  of  patients  studied 
were  admissions  on  medical  ser- 
vices. Antibiotic  use  appeared  ap- 
propiately  indicated  in  25  per  cent 
of  cases  where  positive  cultures 
were  obtained  with  organisms 
susceptible  to  antibiotic(s).  In  25  per 
cent  of  cases,  positive  cultures  were 
obtained,  but  the  organisms  were 
resistant  to  the  antibiotic(s)  ad- 
ministered. In  50  per  cent  of  cases, 
cultures  showed  no  growth  or  were 
not  obtained,  but  antibiotics  were 
given  empirically. 

The  male-to-female  ratio  was  12 
(20  males,  40  females).  The  average 
patient  age  was  63+/-21  years 
(mean  + / — standard  deviation)  with  a 
median  of  70  years  of  age  (mean 
age,  males,  68;  females,  75).  A 
subset  of  young  women  in  the 
reproductive  years  who  were  given 
antibiotics  for  obstetrical  complica- 
tions developed  AAC.  Severe 
underlying  disease  was  present  in 
many  of  the  elderly.  Five  patients 
expired,  one  with  autopsy  evidence 
that  pancolitis  caused  his  demise.  Of 
note,  only  two  patients  in  this  series 
were  given  clindamycin  (Cleocin), 
corroborating  other  studies  that 
demonstrated  that  most  antibiotics 
(with  the  exception  of  vancomycin) 
have  the  potential  to  cause  AAC  (8). 
Antibiotics  implicated  as  causative  to 
AAC  for  our  patients  are  listed  in 
Table  1. 

Six  patients’  records  did  not  list 
the  offending  antibiotics.  Most  pa- 
tients received  more  than  one  an- 
tibiotic; one  patient  was  given  10 
antibiotics  prior  to  developing  AAC 
symptoms.  Both  orally  and 
parenterally  administered  antibiotics 
were  implicated  in  producing  AAC 


TABLE  1 

Antibiotics  Administered  to  31  of  37 
Patients  in  the  Huntington  Study. 
Specific  Offending  Antibiotics  for 
Six  Patients  Were  Unavailable. 

Penicillins 

ampicillin-1 

piperacillin-3 

carbenicillin-3 

amoxicillin-2 

ticarcillin-1 

ticarcillin/ 

clavulanate-1 

dicloxacillin-2 

oxacillin-2 

Cephalosporins 

cefoxitin-o 
cephalexin-8 
cefamandole-4 
cefoperazone-5  - 
cefazolin-9 

cephradine-l 

ceftriaxone-I 

cefadroxil-1 

moxalactam-1 

Aminoglycosides 

gentamycin-5 
oral  neomycin-2 

tobramycin-3 

Others 

metronidazole-4 
nitrofurantoin-1 
nalidixic  acid-2 
erythromycin  base-2 
sulfamethoxazole  and 
trimethoprim-10 

clindamycin-2 
nystatin  oral 
suspension-1 
lincomycin-1 
tetracycline-1 

(Table  1).  Antiperistaltic  agents  were 
given  to  28  of  37  patients  (76  per 
cent)  in  our  series  with  no  evidence 
of  efficacy  in  stopping  the  diarrhea. 
Diphenoxylate  with  atropine 
(Lomotil),  loperamide  (Imodium), 
paregoric,  and  dicyclomine  (Bentyl) 
were  agents  used.  Several  patients 
received  more  than  one.  Kaolin  and 
pectin  mixture  (Donnogel)  was  used 
with  diminishing  stool  frequency  in 
three  patients.  Metoclopramide 
(Reglan)  was  given  to  two  patients, 
and  aluminum  hydroxide  gel  (Mylan- 
ta)  to  one  patient,  without  beneficial 
results. 

Treatment  modalities  varied. 
Either  no  treatment  or  stopping  an- 
tibiotics was  the  approach  in  11  pa- 
tients. Antibiotics  were  continued, 
and  no  other  treatment  initiated  in 
six  of  these  11  patients.  In  the  other 
five,  antibiotic  administration  was 
halted  when  the  cytotoxin  assay 
results  returned.  One  patient  in 
each  of  these  groups  died. 

Diarrhea  resolved  in  three  of 
five  patients  whose  antibiotics  were 
discontinued  with  no  further 
therapy  instituted.  None  of  the  six 
patients  who  continued  on  an- 
tibiotics post  diagnosis  had 
documented  relief  of  symptoms. 

Oral  metronidazole  (Flagyl)  was 
given  to  seven  patients,  and  17  pa- 
tients of  the  37  reviewed  were 
treated  with  oral  vancomycin.  All  of 


the  patients  in  this  group  had  their 
offending  antibiotics  discontinued, 
and  most  achieved  symptomatic  im- 
provement. One  patient  improved 
with  cholestyramine  (Questran) 
alone  with  stopping  antibiotics. 
Another  patient  was  given  lac- 
tobacillus  cultures,  and  his  an- 
tibiotics were  stopped.  Treatment 
consisted  of  a yogurt  diet  and  in- 
travenous hydration  with  stopping 
antibiotics  in  another  patient.  The 
latter  two  had  resolution  of 
diarrhea. 

Discussion 

C.  difficile,  a spore-forming,  gram- 
positive, obligate  anaerobic  bacillus, 
is  isolated  from  stool  of  three  to  five 
per  cent  of  healthy  adults  (“car- 
riers”). Many  of  these  strains  do  not 
produce  toxin,  however.  It  also  in- 
habits the  intestinal  tract  of  horses, 
camels,  donkeys,  hamsters,  guinea 
pigs,  and  seals  (3).  Asymptomatic 
carriage  may  be  present  in  as  high 
as  15  per  cent  of  hospitalized  pa- 
tients and  in  up  to  70  per  cent  of 
healthy  newborns. 

The  organism  is  a transferable 
enteric  pathogen,  and  the  Center  for 
Disease  Control  recommends  enteric 
precautions  for  symptomatic  pa- 
tients (9).  Both  toxigenic  and  non- 
toxigenic  stains  of  C.  difficile  exist. 
The  organism  was  recognized  as  a 
toxigenic  species  in  1935,  but  it  was 
not  implicated  in  causing  AAC  until 
1977  (10). 

Symptoms  of  AAC  appear 
within  one  to  30  days  (up  to  six 
weeks)  after  starting  antibiotic 
therapy  (Table  2)  (4,11,12).  There  is 
an  age-related  susceptibility  since 
AAC  is  rarely  seen  in  children 
despite  frequent  antibiotic  use.  In- 
terestingly enough,  infants  appear  to 
have  a gut  protected  from  toxin 
since  25-70  per  cent  have  colons 
colonized  with  C.  difficile,  with 
positive  stool  cytotoxic  assays,  but 
no  symptoms  (10,13). 

Toxigenic  strains  of  C.  difficile 
produce  several  toxins  (Table  3). 
Toxin  B is  a potent  cytotoxin, 
clinically  most  important  for  pro- 
ducing AAC.  Toxin  A is  1,000  fold 
less  cytotoxic  than  toxin  B in  tissue 
culture  assay.  Toxin  A is  lethal  to 
certain  rodents,  and  causes  mucosal 
fluid  secretion  and  intestinal  hemor- 
rhage experimentally  (10,14).  C.  dif- 
ficile is  most  severe  in  the  rec- 
tosigmoid region,  but  it  may  affect 
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mucosa  from  terminal  ileum  to  rec- 
tum (10).  Pseudomembranes  are 
small  or  large,  easily  dislodged, 
discrete,  yellow-white  plaques  or 
nodules,  readily  identified  on  en- 
doscopic examination.  They  consist 
of  masses  of  fibrin,  mucus,  necrotic 
epithelial  cells,  and  leukocytes  that 
adhere  to  inflamed  colon  mucosa. 

Endoscopy  is  unnecessary  to 
make  the  diagnosis  of  AAC  since  a 
positive  stool  cytotoxin  assay  has 
become  the  procedure  of  choice  (1). 
The  assay  is  more  sensitive  and 
cost  efficient  (about  $35 


TABLE  2 

Clinical  Signs  and  Symptoms  of  Anti- 

biotic-Associated  Colitis  (4, 

11,  12). 

Watery  green,  foul- 

smelling  diarrhea 

95-100% 

Abdominal  pain 

19-50% 

Fever 

up  to  80% 

Leukocytosis 

up  to  60% 

Leukemoid  reaction 

10% 

Hematochezia  less  than  10% 

Decreased  albumin, 

transferrin  levels 

frequent 

Plain  Abdominal  x-ray  findings 

haustral  thickening 
small  bowel  dilatation 
colonic  thumbprinting 

Serious  (but  rare)  complications: 

toxic  megacolon 
colon  perforation 

in  our  lab)  than  sigmoidoscopy. 

Only  12  of  18  endoscopic  examina- 
tions in  our  series  (66  per  cent) 
were  diagnostic. 

Patients  prone  to  develop  AAC  are 
greater  than  60  years  old  and  have 
other  medical  conditions.  These  in- 
clude neoplasm,  diabetes  mellitus, 
renal  failure,  hepatic  failure,  other 
infections,  or  they  are  receiving 
hyperalimentation  (general 
debilitated  state),  radiation, 
chemotherapy  or  immunosup- 
pressive agents  including  steroids  (4). 

Treatment  of  antibiotic- 
associated  colitis  involves  stopping 
offending  antibiotics  if  possible. 

Mild  cases  may  improve  with  this 
measure  alone,  but  most  cases  need 
to  have  other  measures  instituted  for 
cure.  The  use  of  antiperistaltic 
agents  is  controversial,  and  these  are 
condemned  by  many  because  their 
action  may  worsen  symptoms  by 
decreasing  intestinal  motility.  This 
concentrates  toxin  in  the  colon 
lumen,  increasing  the  risk  of  toxic 
megacolon.  These  agents  do  not 
shorten  the  disease  course,  and  in- 
testinal fluid  continues  despite 
decreased  stool  frequency  (15). 

Colestipol  and  cholestyramine 
are  exchange  resins  or  binding 
agents  that  bind  and  inactivate 
cytotoxin.  Colestipol  is  more  effec- 
tive than  cholestyramine  in  treating 


TABLE  3 

Characteristics  of  Toxins  Produced  by  Clostridium  difficile  (4) 


Toxin  A 

Toxin  B 

Enterotoxin 

Cytotoxin 

Molecular  weight 

440-550,000 

50-470,000 

Chemical 

Properties 

Heat  and  Acid 

Heat  and  Acid 

Labile  Protein 

Labile  Protein 

Inactivated  by 
Protease 

Inactivated  by 
Protease 

Effect  in 
Animals 

Lethal  l.M.  in  Mice 

Lethal  l.M.  in  Mice 

Increased  Vascular 

Increased  Vascular 

Permeability 

Permeability  at 
High  doses 

Hemorrhagic  enteritis 

Hemorrhagic  Enteritis 

Increased  Intestinal 
Fluid  Secretion 

Mechanism 

Not  Known 

Not  Known 

of  action 

No  Enzyme  Activity 
Identified 

Activates  Guanylate 
Cyclase 

Disrupts  Actin 
Filaments 

Inhibits  Adenylate 
Cyclase 

AAC.  Cholestyramine  also  binds  van- 
comycin. These  agents  are  not  as 
predictable  as  vancomycin  (16).  Van- 
comycin is  the  oral  antibiotic  of 
choice  for  the  treatment  of  AAC.  All 
strains  of  C.  difficile  are  sensitive, 
and  the  recommended  dose  is 
125-500  mg  daily  for  seven  to  10 
days.  Cost  is  about  $280  for  10 
grams.  Good  results  are  achieved  in 
97  per  cent  of  patients  within  48 
hours.  The  lowest  dose  should  be 
highly  effective  since  with  this 
regimen,  stool  concentrations 
reach  1,000-4,000  times  the 
organism’s  minimal  inhibitory  con- 
centration. Relapse,  seen  in  10-20 
per  cent  of  patients,  may  be  due  to 
sporulations  or  to  reinfection.  Treat- 
ment of  relapse  involves  a second 
course  of  oral  vancomycin  (15).  One 
report  demonstrates  cure  of  relapse 
with  donor  fecal  enemas  (17). 

Other  orally  effective  antibiotics 
include  metronidazole  (about 
$ 50/10-day  course)  and  bacitracin 
(about  $150/10-day  course). 
Metronidazole  may  cause  AAC,  and 
bacitracin  has  frequent  relapses,  but 
has  a specific  use  in  patients  allergic 
to  vacomycin  (15).  No  patient  in  our 
series  received  bacitracin. 

Our  series  demonstrates  that  in- 
appropriate antibiotic  therapy  may 
be  responsible  for  the  development 
of  AAC  in  up  to  75  per  cent  of 
cases.  In  susceptible  patients,  often 
elderly  women  with  underlying 
medical  problems,  anything  given 
that  alters  the  fecal  flora  might  be 
considered  a truly  “unfriendly”  act. 
Many  cases  of  AAC  might  be  avoid- 
ed by  the  judicious  use  of 
antibiotics. 
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Generic,  Trade  Names 

aluminum  hydroxide  gel  (Mylanta) 


amoxicillin 

ampicillin 

atropine 

carbenicillin 

cefadroxil 

cefamandole 

cefazolin 

cefoperazone 

cefoxitin 

ceftriaxone 

cephalexin 


(Amoxil) 

(Polycillin) 

(Lomotil) 

(Geopen) 

(Cefadroxil) 

(Mandol) 

(Ancef) 

(Cefobid) 

(Mefoxin) 

(Rocephin) 

(Keflex) 
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cephradine 

(Velosef) 

cholestyramine 

(Questran) 

clindamycin 

(Cleocin) 

dicloxacillin 

(Dynapen) 

dicyclomine 

(Bentyl) 

gentamicin 

(Garamycin) 

kaolin  and  pectin  mixture 

(Donnagel) 

loperamide 

(Imodium) 

lincomycin 

(Lincocin) 

metoclopramide 

(Reglan) 

metronidazole 

(Flagyl) 

moxalactam 

(Moxam) 

nalidixic  acid 

(NegGram) 

neomycin  oral 

(Neobiotic) 

nitrofurantoin 

(Macrodantin) 

nystatin  oral  suspension 

(Mycostatin) 

oxacillin 

(Prostaphlin) 

piperacillin 
sulfamethoxazole  and 

(Pripacil) 

trimethoprim 

(Bactrim) 

ticarcillin 

(Ticar) 

ticarcillin/clavulanate 

(Timentin) 

tobramycin 

(Nebcin) 
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Laser  thermal  balloon  angioplasty 
was  performed  in  22  arteries,  in- 
cluding iliac,  superficial  femoral, 
and  popliteal  arteries.  The  length  of 
the  lesion  varied  from  < two  cm. 
to  12  cm.  The  yag  laser  was  used 
initially,  followed  by  conventional 
balloon  angioplasty. 

Initial  failure  to  recanalize  was 
noted  in  27  per  cent,  and  nine  per 
cent  failed  within  24  hours,  i.e.  a 
primary  failure  rate  of  36  per  cent. 
Initial  failure  was  noted  in  67  per 
cent  of  lesions  > five  cm.  The 
primary  failure  rate  was  100  per 
cent  in  lesions  > 10  cm.  and  82 
per  cent  in  lesions.  >five  to  10  cm. 


There  was  no  primary  failure  in  le- 
sions < five  cm.  The  successfully 
treated  group  (14  lesions,  65  per 
cent  of  the  series),  were  followed 
three  to  13  months  (mean  seven 
months)  with  a success  rate  of  86 
per  cent.  The  combined  primary 
and  secondary  failure  rate  was  45 
per  cent.  The  overall  success  rate 
was  zero  per  cent  for  lesions  over 
five  cm.,  and  92  per  cent  for  le- 
sions < five  cm.  Six  complications 
occurred  (27  per  cent).  Two  of  these 
were  major  complications  (nine 
per  cent). 

In  conclusion,  the  primary  and 
secondary  failure  rate  was  unaccep- 
table for  lesions  > five  cm.  LTBA 
probably  should  be  confined  to  le- 
sions < five  cm.,  and  these  patients 
should  be  followed  closely  for  their 
long-term  success.  The  widespread 
application  of  LTBA  cannot  be 
justified  without  further  long-term 
clinical  and  laboratory  investiga- 
tion. Conversely,  the  potential  of 
this  technique  should  not  be 
dismissed  out  of  hand. 
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Center 

Initial  experimental  and  clinical 
results  in  peripheral  arteries  with  a 
laser-heated,  fiberoptic  catheter  sug- 
gested that  laser  thermal  balloon 
angioplasty  (LTBA)  may  be  a safe 
and  effective  adjunct  or  alternative 
to  conventional  balloon  angioplasty 
and/or  bypass  by  increasing  the  in- 
itial clinical  success  rate  in  lesions 
such  as  total  occlusions  that  are  dif- 
ficult or  impossible  to  treat  by  con- 
ventional means  (1-3).  Specifically, 
this  technique  has  the  potential  for 
increasing  the  number  of  patients 
for  whom  angioplasty  is  suitable  by 
safely  recanalizing  lesions  that  can- 
not be  treated  by  conventional 
means  (1). 

The  concept  of  laser  ablation  of 
atherosclerotic  disease  has  generated 
great  expectations  among  the  public, 
and  has  received  enthusiastic 
coverage  in  the  lay  press.  Although 
laser  angioplasty  has  been  studied 
extensively  in  the  laboratory,  little 
objective  clinical  data  are  available 
to  evaluate  its  potential,  and  the 
long-term  success  of  this  modality  is 
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still  unknown.  This  study  will  docu- 
ment our  initial  experience  at  the 
Charleston  Area  Medical  Center  with 
laser  probe  (hot  tip)-assisted 
balloon  angioplasty  in  peripheral 
arteries. 

Materials  and  Methods 

Patient  series: 

Twenty-two  peripheral  arteries 
in  19  patients  were  studied.  Their 
age  ranged  from  46  to  86  years, 
with  a mean  of  67  years.  There 
were  12  males  and  seven  females. 
Nine  patients  had  diabetes  mellitus, 
and  12  were  smokers.  Eleven  were 
hypertensive,  and  nine  had  a history 
of  coronary  artery  disease.  The 
treated  lesions  included:  10  super- 
ficial femoral  artery  (SFA),  nine  iliac 
artery,  and  three  popliteal  artery  oc- 
clusions. All  lesions  were  total  or 
sub-total  occlusions.  The  length  of 
the  lesion  varied  from  less  than  two 
centimeters  to  12  centimeters.  In- 
dications for  surgery  were:  severe 
disabling  claudication  in  nine  (41 
per  cent),  rest  pain  in  eight  (36  per 
cent),  and  limb  salvage  in  five  (23 
per  cent).  Followup  ranged  from 
three  to  13  months,  with  a mean  of 
seven  months.  All  procedures  were 
performed  in  the  operating  room 
under  epidural  anesthesia  with  a 
portable  fluoroscopy  system. 

Methods 

Preoperative  evaluation  included 
segmental  doppler  pressure  with 
ankle/arm  index  measurement  and 
standard  arteriography.  The  laser 
angioplasty  was  recommended 
when  both  the  doppler  and 
angiography  findings  showed  total 
or  almost  total  occlusion  of  the 
peripheral  artery  in  the  presence  of 
the  previously  described  indications. 
The  systolic  pressure  of  the  com- 
mon femoral  artery  was  measured 
and  compared  with  that  of  the 
brachial  artery  to  document  the 
pressure  gradient  across  the  area  of 
the  occlusion  in  patients  for  iliac 
angioplasty.  Patients  in  whom  com- 
mon femoral  arterial  pressure 
measurement  was  not  feasible  had 
post-angioplasty  arteriography.  All 
patients  had  post-angioplasty 
segmental  doppler  pressure  measure- 
ments at  followup.  All  patients  were 
given  antiplatelet  agents  postopera- 
tively  (aspirin  five  grains  PO  daily). 


The  criteria  used  to  monitor 
primary  success  of  angioplasty  (24 
hours)  were:  (1)  the  pressure  gra- 
dient before  and  after  angioplasty. 
All  patients  dilated  had  over  15 
mmHg  gradient  prior  to  angioplasty 
with  a range  of  15  to  80.  Successful 
angioplasty  was  considered  if  the 
pressure  gradient  dropped  to  less 
than  10  mmHg.  (2)  pre-  and  post- 
angioplasty doppler  ankle/arm  in- 
dex. Successful  angioplasty  was 
achieved  if  the  index  was  improved 
by  at  least  0.1.  (3)  intraoperative 
arteriogram. 

The  following  criteria  were  us- 
ed for  successful  angioplasty  in  the 
followup:  (1)  Improvement  of  the 
doppler  ankle/arm  index  by  at  least 
0.10;  (2)  Improvement  of  patient’s 
symptoms  and/or  signs,  and  (3) 
Arteriography  for  all  patients  who 
failed. 

The  laser  balloon  angioplasty 
technique  and  protocol: 

The  laser  probe  (Model  1000, 
Trimedyne,  Inc.,  Santa  Ana,  Califor- 


i i . . . the  primary  and 
secondary  failure  rate 
was  unacceptable  for 
lesions  > five  cm.  LTBA 
probably  should  be  con- 
fined to  lesions  < five 
cm  ...  y y 


nia)  with  400  /un  core  diameter  was 
coupled  to  eight  to  13  watts  yag 
laser.  The  yag  laser  light  travels 
down  a fiberoptic  fiber  to  heat  a 
metal  alloy  tip  (one  to  two  and  a 
half  millimeter  in  diameter),  and  the 
heat  is  distributed  circumferentially 
inside  the  vessel.  All  patients  in  this 
series  required  a femoral  artery  cut- 
down  for  sheath  placement.  The 
laser-heated  probe  was  advanced 
through  an  eight  F introducer 
sheath  for  guiding  the  catheter  to 
the  obstructing  lesion,  and  the  pa- 
tient was  given  5,000  units  of 
heparin  intravenously.  Eight  to  15 
watts  of  continuous  yag  energy  was 
delivered  as  the  laser  probe  was  ad- 
vanced through  the  lesion  under 
fluoroscopy  guidance.  The  laser 
probe  was  advanced  until  the 


vessel  patency  was  documented 
angiographically.  Progression  of  the 
probe  through  the  lesion  was 
monitored  fluoroscopically  with 
small  injections  of  contrast  material. 

After  the  lumen  was  established, 
the  laser  probe  was  removed,  and  a 
standard  balloon  angioplasty  pro- 
cedure was  carried  out  with  five-to- 
eight-millimeter  balloons  as 
previously  described  (4).  A comple- 
tion arteriogram  was  obtained,  the 
catheter  and  sheath  were  removed, 
and  systemic  heparin  was  continued 
for  24  hours  unless  a hematoma 
formed  or  was  precluded  by 
bleeding. 

An  initial  failure  was  defined  by 
inability  to  recanalize  successfully 
the  entire  diseased  segment.  Primary 
failure  was  defined  as  re-occlusion 
occurring  before  hospital  discharge 
after  initial  successful  recanalization. 

Results 

The  results  are  summarized  in  the 
Table. 

Initial  failure  to  recanalize  was 
noted  in  six  of  20  lesions  (27  per 
cent),  and  two  of  22  lesions  (nine 
per  cent)  failed  within  24  hours,  i.e. 
a primary  failure  rate  of  eight  of  22 
(36  per  cent).  Initial  failure  was 
noted  in  two  of  three  lesions  greater 
than  10  centimeters  (67  per  cent), 
and  in  four  of  six  lesions  greater 
than  five  to  10  centimeters  (67  per 
cent).  The  primary  failure  was  three 
of  three  in  lesions  greater  than  10 
centimeters  (100  per  cent)  and  in 
five  of  six  lesions  greater  than  five 
to  10  centimeters  (82  per  cent). 

There  was  no  primary  failure  in  le- 
sions less  than,  or  equal  to,  five  cen- 
timeters (0  out  of  13  = 0 per  cent). 
The  successfully  treated  group  (14 
lesions, 


TABLE 

Results  of  Iliac,  Superficial  Femoral, 
and  Popliteal  Artery  Laser  Assisted 
Balloon  Angioplasty  in  Relation  to 
Length  of  Lesion 

< 5 cm  >5-10  cm 

>10  cm. 

No.  of 

lesions  13  6 

3 

Failure  to 

recanalize  % 0 (0%)  4 (67%) 

2 (67%) 

Initial 

failure  % 0 ( %)  5 (82%) 

3 (100%) 

Initial 

success  (%)  13  (100%)  1 (18%) 

0 (0%) 

Late 

success  (%)  12  (92%)  0 (0%) 

0 (0%) 
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65  per  cent  of  the  series)  was 
followed  for  three  to  13  months 
(mean  of  seven  months),  and  two  le- 
sions failed  at  three  and  four 
months,  i.e.  success  rate  of  86  per 
cent.  The  combined  primary  and 
secondary  failure  rate  was  45  per 
cent  (10  of  22),  with  an  overall 
patency  rate  of  55  per  cent.  When 
the  lesions  were  classified  according 
to  length,  the  overall  success  rate 
was  zero  per  cent  for  lesions  greater 
than  five  centimeters,  and  92  per 
cent  (12  of  13)  for  lesions  less  than, 
or  equal  to,  five  centimeters. 

Six  complications  occurred  (six 
of  22  = 27  per  cent).  Two  of  these 
were  major  complications  (nine  per 
cent),  one  a major  perforation  that 
necessitated  emergency  aor- 
tobifemoral  bypass,  and  one  throm- 
bosis which  necessitated  emergency 
femoral  popliteal  bypass.  The  other 
four  were  minor  perforations  which 
did  not  require  any  corrective 
measures.  Figures  1,  2,  and  3 are  ex- 
amples of  patients  treated  with  laser 
angioplasty. 

Discussion 

Conventional  balloon  angioplasty 
appears  to  be  an  effective  and 
durable  technique  in  selective  pa- 
tients of  peripheral  vascular  oc- 
clusive disease  (5).  Clinically,  the  hot 
tip  has  been  used  in  most  centers  as 
an  adjunct  to  standard  percutaneous 
transluminal  angioplasty  (PTA)  rather 
than  as  the  sole  therapeutic  in- 
tervention. After  the  laser  creates  a 
channel  through  an  occluded  seg- 
ment of  an  artery,  the  arterial  lumen 
is  then  enlarged  by  conventional 
balloon  dilatation  (4,6). 

In  the  initial  FDA-approved 
clinical  study  of  this  technique  in 
the  United  States,  Sanborn  et  al. 
reported  an  initial  success  rate  of  80 
per  cent  (12  of  15  vessels).  Further- 
more, 10  (83  per  cent)  of  these  12 
vessels  remained  patent  at  the  mean 
followup  of  six  months  (2). 
Cumberland  and  Sanborn  et  al.  (7) 
have  continued  to  report  excellent 
results  with  this  technique  in  a com- 
bined series  of  patients  from  their 
respective  centers.  For  example,  they 
have  documented  most  recently  a 
one-year  patency  of  77  per  cent, 
and  suggested  that  the  laser-heated 
metal  tip  may  allow  PTA  to  be  per- 
formed successfully  on  vessels  that 


Figure  la.  Pre-laser  arteriogram  of  one-cm, 
common  iliac  artery  occlusion. 


Figure  lb.  Post-laser  angioplasty  arterio- 
gram of  above  lesion.  This  lesion  is  still  pa- 
tent 12  months  later. 

previously  were  too  extensively 
diseased  for  this  procedure. 

In  spite  of  these  initial  results, 
little  objective  clinical  data  are 
available  to  evaluate  the  potential  of 
laser  angioplasty.  Therefore,  the  pre- 
sent time  seemed  appropriate  to 
question  whether  this  public  en- 
thusiasm is  justified  by  ongoing 
clinical  experience. 

Several  fundamental  questions 
need  to  be  addressed  to  place  the 
technique  of  laser  angioplasty  in 
perspective:  Is  laser  angioplasty 
safe?  Is  it  effective?  Are  the  results 
durable  and  lasting? 

Our  data  suggest  that  the  hot 
tip,  laser-assisted  balloon  angioplasty 
is  relatively  safe;  however,  significant 


Figure  2a.  Pre-laser  arteriogram  of  five- 
cm.  popliteal  artery  occlusion. 


Figure  2b.  Post-laser  angioplasty 
arteriogram  of  above  lesion. 


complications  can  arise  with  this 
procedure.  In  this  initial  experience, 
there  were  six  complications  (27  per 
cent).  Two  of  these  were  major 
complications  — one  a major  per- 
foration that  necessitated  emergency 
aortobifemoral  artery  bypass,  and 
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Figure  3.  Pre-laser  angioplasty 
arteriogram  of  over-10-cm.  lesion  which 
failed  to  recanalize. 


one  thrombosis  which  necessitated 
emergency  femoral  popliteal  bypass. 
Four  other  minor  perforations  were 
noted,  but  did  not  necessitate  any 
corrective  measures.  Perler  (8)  et  al. 
reported  that  nearly  one  third  of 
their  procedures  had  one  complica- 
tion; however,  urgent  surgical  in- 
tervention was  required  in  only  one 
case.  He  also  noted  that  laser  arterial 
perforations  occurred  in  30  per  cent 
of  their  procedures.  Clearly  there 
was  a learning  curve  inherent  in  this 
technique  since  the  rate  of  perora- 
tion was  44  per  cent  in  their  first  16 
cases,  which  dropped  to  26  per 
cent  for  the  subsequent  31  pro- 
cedures. These  minor  perforations 
can  be  a fairly  benign  occurrence. 

However,  on  the  basis  of  the 
other  key  questions,  mainly  the 


effectiveness  and  durability  of  the 
laser-assisted  angioplasty,  we  would 
have  to  argue  that  the  exact  role  of 
this  technique  in  the  treatment  of 
peripheral  arterial  occlusive  disease 
remains  to  be  defined,  and  presently 
seems  to  be  somewhat  overrated. 

The  primary  and  secondary  rates  in 
our  series  were  unacceptable  for  le- 
sions above  five  centimeters 
regardless  of  the  location  of  the  le- 
sions. Perler  et  al.  (8)  reported  that 
nearly  one  half  of  the  procedures 
performed  at  their  institution  (Johns 
Hopkins  Hospital)  were  deemed  un- 
successful by  the  time  of  discharge 
from  the  hospital.  Furthermore,  the 
condition  of  41  per  cent  of  these 
patients  was  made  worse  by  the  fail- 
ed procedure,  including  three  (18 
per  cent)  who  had  femoral  popliteal 
bypass  grafting  within  one  month. 

They  reported  that  the  substan- 
tial attrition  rate  in  arteries  that  in- 
itially were  treated  successfully  was 
even  more  disconcerting.  One-year 
patency  for  these  vessels  was  29  per 
cent,  and  if  one  considers  all  vessels 
treated  (including  initial  failures),  it 
was  14  per  cent.  These  data  conflict 
somewhat  with  the  results  of  others 
although  the  reasons  were  not  im- 
mediately apparent  (7).  It  seems  that 
patient  and  lesion  selection  have  an 
important  bearing  on  eventual 
results. 

In  the  Perler  et  al.  series,  70  per 
cent  of  their  patients  were  over  the 
age  of  60  years,  and  more  than  one 
quarter  of  them  were  older  than  70 
years  (8).  More  than  half  of  their  pa- 
tients with  claudication  had  ex- 
perienced symptoms  for  more  than 
one  year,  and  48  per  cent  of  them 
experienced  symptoms  after  walking 
less  than  one  block.  These  observa- 
tions suggest  that  they  were  treating 
significantly  advanced,  well- 
established  occlusive  disease  and,  in 
fact,  that  51  per  cent  of  the  lesions 
treated  were  greater  than  seven  cm. 
in  length.  Similar  observations  are 
noted  in  our  series.  In  other  words, 
we  have  been  treating  by  laser 
longer  lesions  that  generally  were 
considered  to  be  beyond  the  scope 
of  standard  PTA,  whereas  other 
centers  may  be  using  the  laser  for 
lesions  that  also  could  be  treated  by 
conventional  balloon  dilation.  Fur- 
thermore, whereas  others  have  been 
treating  stenotic  as  well  as  total  oc- 
clusive lesions  with  the  hot  tip 


technique,  all  the  lesions  treated  in 
our  series  were  essentially  total 
occlusions. 

Even  if  one  can  achieve  satisfac- 
tory initial  success  rate  with  the  hot 
tip  laser,  thus  sufficiently  fulfilling 
the  effectiveness  of  the  procedure, 
we  feel  that  the  durability  may  still 
remain  a crucial  problem. 

In  conclusion,  the  widespread 
application  of  laser  probe  angioplas- 
ty cannot  be  justified  without  fur- 
ther long-term  clinical  and 
laboratory  investigation.  Conversely, 
the  potential  of  this  technique 
should  not  be  dismissed  out  of 
hand.  The  message  from  our  ex- 
perience is  that  much  remains  to  be 
learned  about  the  application  of 
laser  in  the  treatment  of  peripheral 
vascular  disease. 

Proper  patient  selection,  length 
and  nature  of  the  lesion  to  be 
treated,  and  the  appropriate  forms, 
doses,  and  method  of  delivery  of 
laser  energy,  remain  to  be  defined. 
Until  these  issues  can  be  more 
thoroughly  studied,  the  widespread 
application  of  LTBA  as  a routine 
method  of  treating  patients  cannot 
be  justified,  nor  can  excessive  en- 
thusiasm encountered  in  some 
segments  of  the  population  and 
stimulated  by  some  members  of  the 
medical  profession  be  condoned. 
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Acute  mountain  sickness  (AMS)  is  a 
failure  to  adapt  to  high  altitude. 
Although  some  people  may  be  at  in- 
creased risk , most  cases  are  un- 
predictable. Much  can  be  done, 
however,  to  prevent  AMS  or  limit  its 
severity.  Staging  ascent,  sleeping 
low,  and  avoiding  overexertion  and 
respiratory  depressants  are  all 
helpful.  For  some,  drug  prophylaxis 
should  be  considered.  Treatment  is 
based  on  clinical  severity,  with  des- 
cent remaining  the  primary  treat- 
ment for  severe  cases. 


expeditions  in  the  late  1500s.  He 
described  nausea,  vomiting,  short- 
ness of  breath  and  syncope  among 
the  Spanish  troops,  and  attributed 
their  symptoms  to  the  lack  of  air  at 
the  high  elevations  (1).  In  1969, 

Singh  et  al.  observed  large  numbers 
of  Indian  soldiers  who  had  rapidly 
ascended  the  Himalayas  during  a 
conflict  with  Pakistan.  He  was  able 
to  study  extensively  1,925  men  who 
were  ill  after  exposure  to  elevations 
up  to  18,000  ft.  (2).  His  findings 
have  shed  considerable  light  on  the 
pathophysiology  of  altitude  sickness. 

Case  Summaries 

The  following  are  case  summaries  of 
two  patients  who  developed  acute 
mountain  sickness: 


The  ease  of  modern  travel  has 
brought  increasing  numbers  of 
people  to  high  elevations.  Travelers 
with  varying  degrees  of  physical 
ability  now  reach  considerable 
altitudes  without  the  acclimatization 
required  by  earlier  methods  of 
travel.  Within  a day,  skiers  reach 
Rocky  Mountain  resorts  like  Vail, 
Colorado  (8,200  ft.),  and  Park  City, 
Utah  (6,850  ft.)  from  virtually 
anywhere  in  the  United  States.  More 
exotic  locations  such  as  Mt.  Kiliman- 
jaro (19,340  ft.)  and  Everest  Base 
Camp  (17,500  ft.)  are  also  becoming 
popular  vacation  destinations.  Con- 
sequently, physicians  may  encounter 
patients  with  altitude-related  medical 
problems  even  if  their  practice  is 
located  far  from  areas  where  these 
problems  occur. 

Historical  Aspects 

Altitude  sickness  has  been  recogniz- 
ed since  ancient  times.  The  Chinese 
had  described  their  difficulties  on 
“the  Headache  Mountains”  of 
Afghanistan  by  37  BC.  Father  Jose 
de  Acosta,  a priest  with  the  Con- 
quistadores  in  the  Andes,  wrote 
about  the  effects  of  “puna”  during 


Case  1: 

CT  is  a 31-year-old  Colorado  native. 
She  has  climbed  most  of  the  state’s 


i i A Ithough  some  people 
may  be  at  increased 
risk,  most  cases  are  un- 
predictable. y y 


14,000-foot  peaks  and,  as  a member 
of  the  Mountain  Rescue  Service,  has 
performed  evacuations  under  dif- 
ficult conditions  requiring  technical 
climbing  skills.  She  has  reversible, 
obstructive  pulmonary  disease, 
diagnosed  by  spirometry.  On  a few 
occasions,  while  camping  on  high 
peaks,  she  experienced  nocturnal 
dyspnea  that  was  not  relieved  with 
an  albuterol  inhaler.  She  was, 
however,  able  to  continue  with  her 
companions. 

Last  January  she  went  on  a 
back  country  skiing  trip  outside 
Crested  Butte,  staying  at  10,500  ft.  A 
few  days  prior  to  her  departure,  she 


had  experienced  a flare-up  in  her 
asthma  associated  with  fever,  cough, 
purulent  sputum  and  mild  dyspnea 
requiring  increased  use  of  her  in- 
haler. In  spite  of  this,  she  skied  into 
the  lodge  and  throughout  the  day. 
That  night  she  awoke  acutely 
dyspneic.  She  obtained  no  relief 
from  her  inhaler  and  was  unable  to 
walk  more  than  short  distances.  Por- 
table oxygen  was  administered  by 
nasal  cannula,  and  she  was 
evacuated  that  night  to  Gunnison  by 
snowmobile.  The  next  day  she  -was 
feeling  much  better.  She  returned 
home  and  saw  her  internist,  who 
treated  her  for  an  asthma  flare-up 
and  an  acute  bronchitis. 

Case  2: 

HS  is  a 32-year-old  pulmonary 
fellow  from  Philadelphia.  A con- 
genital pectus  excavatum,  in  spite  of 
surgical  repair,  has  left  him  with 
moderate  restrictive  lung  disease 
and  a mild  obstructive  component 
(FEV1  51  per  cent,  FVC  55  per  cent 
predicted).  He  is  physically  active 
and  is  not  limited  by  respiratory 
problems.  He  skis  moderately  well. 

One  February,  he  flew  to  Col- 
orado Springs  to  meet  friends.  He 
slept  there  (6,400  ft.)  comfortably, 
and  the  next  day  drove  to 
Breckenridge  (9,500  ft.).  Sunday  he 
felt  fine,  and  had  pizza  and  beer 
with  his  friends,  lie  skied  the  next 
day,  but  while  skiing,  he  felt 
somewhat  short  of  breath  and  did 
not  have  much  appetite.  That  night 
he  noted  a dull,  throbbing  headache 
and  nausea.  Acetaminophen  and 
ibuprofen  did  not  help  much,  but  a 
Tylenol  # 3 gave  him  partial  relief. 
That  night’s  sleep  was  difficult  and 
not  refreshing.  He  could  only  ski 
part  of  the  following  day  as  the 
nausea  and  headache  progressed. 

He  accompanied  one  friend  on 
a trip  down  to  Denver  where  he  felt 
dramatically  better.  They  had  a large 
meal,  and  HS  felt  his  normal  self, 
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TABLE  1 

Normal  Effects  of  Altitude 


1.  Pulmonary 

Hypoxemia 
Increased  ventilation 
Respiratory  alkalosis 

2.  Cardiovascular 

Increased  pulmonary  and  cerebral 
blood  flow 

Increased  resting  HR,  BP,  cardiac 
output 

Vasoconstriction 
Decreased  plasma  volume 
?ANP  increased 
Decreased  maximum  HR  and 
cardiac  output 

3.  Renal 

Diuresis/natriuresis 
Increased  erythropoietin 
Decreased  renin/aldosterone 

4.  Systemic 

Decreased  V02  max 
Decreased  exercise  capacity 


later  returning  to  Breckenridge.  By 
the  next  evening,  HS’s  symptoms 
returned  with  increased  severity.  He 
was  lethargic,  irritable  and  unable  to 
eat  or  sleep.  That  night  he  went  to 
the  Emergency  Room  and  was  given 
oxygen  by  nasal  cannula,  which 
enabled  him  to  sleep.  In  the  morn- 
ing, he  flew  back  to  Philadelphia 
several  days  earlier  than  planned. 

These  cases  demonstrate  dif- 
ferent presentations  of  acute  moun- 
tain sickness.  In  the  first  example, 
pulmonary  symptoms  dominate  the 
clinical  picture  while  in  the  second 
the  complaints  are  largely 
neurologic.  One  patient  was  a 
newcomer  to  high  altitude,  but  the 
other  previously  had  spent  much 
time  there.  Factors  to  note  include 
an  untreated  respiratory  infection 
and  asthma  flare-up  for  the  first  pa- 
tient, and  restrictive  lung  disease 
plus  the  use  of  respiratory 
depressants  (alcohol  and  codeine)  in 
the  other. 

Normal  adaptation  to 
Altitude 

In  order  to  understand  mountain 
sickness,  one  needs  to  appreciate 
the  normal  effects  of  high-altitude 
exposure  (Table  1).  As  Father  de 
Acosta  noted,  oxygen  tension 
decreases  as  altitude  increases.  The 
body’s  initial  response  to  this 
hypoxia  is  increased  ventilation. 
Tidal  volume  is  increased  more  than 


TABLE  2 

AMS  Severity  Scale 


1.  Mild:  capable  of  normal  activities 

2.  Moderate:  activity  with  difficulty 

3.  Severe:  barely  ambulatory 

(must  rest) 

4.  Extreme:  neurologic  changes 

non-ambulatory 
severe  respiratory  distress 


respiratory  rate.  The  ensuing 
hyperventilation  creates  an  alkalosis 
with  decreased  pC02.  This  alkalosis 
shifts  the  oxygen-hemoglobin 
dissociation  curve  to  the  left, 
resulting  in  a higher  saturation  level 
for  a given  arterial  pC02.  That  is, 
hemoglobin  saturation  and  delivery 
of  oxygen  are  relatively  maintained 
in  spite  of  hypoxemia. 

There  is  evidence  of  increased 
sympathetic  activity  wdth  increases 
in  heart  rate  and  blood  pressure, 
vasoconstriction,  and  increased 
plasma  catecholamineine  levels  (3,4). 
This  increased  sympathetic  tone 
gradually  resolves  after  a few  days. 

Significant  fluid  shifts  occur, 
with  plasma  volume  decreasing  as 
fluid  moves  to  the  intracellular 
space.  There  are  differences  within 
the  vascular  compartment  as 
cerebral  and  pulmonary  flows  are 
increased  while  peripheral  blood 
flow  is  decreased  (2).  A diuresis  oc- 
curs, yielding  a net  loss  of  water 
and  sodium  (5).  This  “Hohen- 
diurese”  long  has  been  recognized 
by  Alpiners  as  an  important  part  of 
adaptation.  After  a few  days  at 
altitude,  renal  mechanisms  also  start 
to  compensate  for  the  respiratory 
alkalosis,  and  elevated  erythropoitin 
levels  stimulate  a rise  in  hematocrit. 
The  renin/aldosterone  axis  is 
suppressed.  Vasopressin  (ADH) 
and  cortisol  do  not  appear  to  be  in- 
creased (4,6).  Reports  conflict 
regarding  atrial  naturetic  peptide 
(ANP)  levels,  but  it  seems  that  those 
successfully  acclimating  have  less  of 
a rise  than  those  having  difficulty 
adapting  (4,6,7). 

Maximum  heart  rate,  cardiac 
output  and  oxygen  consumption  are 
all  decreased  at  altitude,  and  exer- 
cise performance  in  general  is 
decreased  by  mechanisms  that  re- 
main unclear.  Interestingly,  arterial 
oxygen  saturation  during  exercise 


continues  to  increase  weeks  after 
measureable  changes  in  ventilation 
have  plateaued  (8).  Perhaps  the 
ultimate  in  acclimatization  is 
shown  in  Nepalese  Sherpas  and 
Indians  of  the  Peruvian  Andes. 
Santolava  et  al.  (9)  found 
hematocrits  averaging  62  per  cent, 
and  blood  gases  showed  less 
hyperventilation  than  in  lowlanders, 
with  a complete  metabolic  compen- 
sation (pC02  27.5,  pH  7.40). 

Acute  Mountain  Sickness 

Developing  acute  mountain  sickness 
(AMS)  signifies  a failure  to  adapt  to 
the  physiologic  demands  of  altitude. 
AMS  should  be  viewed  as  part  of  a 
spectrum  of  disease  at  altitude.  The 
onset  characteristically  is  eight  to  24 
hours  after  ascent,  and  AMS  general- 
ly resolves  after  one  to  seven  days. 
Occasionally,  however,  it  progresses 
to  more  severe  forms  of  altitude- 
related  illness  (pulmonary  and 
cerebral  edema).  The  severity  of 
symptoms  can  be  classified  from 
one  to  four  by  functional  assess- 
ment (Table  2).  The  cardinal  symp- 
toms of  AMS  are  fatigue,  anorexia, 
nausea,  headache,  insomnia  and 
dyspnea. 

The  incidence  varies  with  con- 
ditions and  rate  of  ascent,  but  30 
per  cent  at  10,000  ft.  and  70  per 
cent  at  14,000  ft.  are  estimates  for 
those  spending  several  days  at  these 
elevations.  A recent  study  found  a 
25-per  cent  incidence  of  mild  AMS 
during  a ski  conference  at  about 
7,000  ft.  (10).  Overexertion,  cold 
and  inadequate  nutrition  are 
thought  to  worsen  AMS  symptoms. 
The  altitude  at  which  one  sleeps  is 
at  least  as  important  as  the  max- 
imum altitude  achieved. 

Those  with  AMS  have  multiple 
measureable  defects  while  ill. 

They  fail  to  initiate  a diuresis  in 
spite  of  high  ANP  levels,  and  do  not 
suppress  their  renin/aldosterone 
levels  (4,5,6).  They  show  a relative 
hypoventilation,  evidenced  by  in- 
creased sleeping  hypoxia,  a lower 
minute  ventilation,  higher  pC02, 
and  lower  p02  than  those  doing 
well  (12). 

For  the  most  part,  the  people  at 
risk  are  not  identifiable  at  sea  level. 
In  a prospective  study,  hypoxic  ven- 
tilatory response  did  not  predict 
AMS  (13).  Furthermore,  extensive 
studies  of  elite  mountaineers,  who 
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have  climbed  over  25,000  ft. 
without  supplemental  oxygen, 
revealed  no  significant  differences 
from  controls  (14). 

Hackett  (11)  found  that  a low 
vital  capacity  increases  the  risk  of 
AMS.  Chronic  cardiac  and 
pulmonary  diseases  will  heighten 
the  sensitivity  to  altitude  change. 
Those  with  coronary  artery  disease, 
valvular  heart  disease,  heart  failure, 
obstructive  lung  disease  and, 
especially  pulmonary  hypertension, 
should  be  warned  to  restrict  activity 
and  to  be  prepared  to  increase 
medications  initially  after  ascent.  Pa- 
tients with  sickle  cell  trait  and 
disease  are  at  risk  of  hypoxia- 
induced  crises  at  altitude,  but  the 
absolute  risk  is  not  known. 

These  disorders  are  present  in 
only  a minority  of  those  affected, 
and  previous  difficulty  at  altitude  is 
probably  the  best  predictor  of 
future  problems. 

Peripheral  edema  at  altitude 
most  obviously  demonstrates  altered 
sodium  and  fluid  homeostasis. 

Edema  is  noted  in  the  face,  hands 
and  feet,  and  is  more  a nuisance 
than  a real  danger.  It  resolves  with 
sodium  restriction  and  after  descent. 
Particularly  bothersome  cases  can 
be  treated  with  furoseamide  or 
acetazolamide  (3). 

The  more  serious  forms  of 
altitude  illness  are  retinal  hemor- 
rhages, high-altitude  pulmonary 
edema  (HAPE)  and  high-altitude 
cerebral  edema  (HACE).  Retinal 
hemorrhages  occur  commonly  over 
14,000  ft.  They  generally  are  asymp- 
tomatic and  resorb  without  vision 
loss  seven  to  10  days  after  descent. 
Macular  hemorrhages  may  present 
as  acute  changes  in  vision,  and  re- 
quire rapid  descent.  Studies  have 
found  no  evidence  of  increased  in- 
traocular pressure,  papilledema  or 
vessel  leakage  (after  fluorescein  in- 
jection). Neither  furoseamide  nor 
acetazolamide  was  preventive,  and 
there  was  no  correlation  with  AMS. 
Dilated  vessels  and  increased  retinal 
blood  flow  were  noted,  indicative 
of  increased  cerebral  blood  flow  (15). 

The  potentially  lethal  forms  of 
altitude  illness,  HAPE  and  HACE, 
often  occur  together.  Dickinson  (16) 
found  that  two  thirds  of  severely  ill 
trekkers,  airlifted  from  the 
Himalayas,  had  evidence  of  both 


while  only  HAPE  and  only  HACE 
were  found  in  eight  per  cent  and  26 
per  cent,  respectively. 

High-Altitude  Cerebral  Edema 

HACE  is  seen  in  about  one  per  cent 
of  those  at  11,000  ft.,  with  an  aver- 
age onset  of  10  days  after  ascent  (2). 
Signs  and  symptoms  include 
headache,  ataxia,  nausea  and 
vomiting,  mental  status  changes,  and 
irregular  (Cheyne-Stokes  type) 
respirations.  Oxygen  and  cor- 
ticosteroids provide  some  relief. 
Rapid  descent,  however,  is  critical  as 
the  neurologic  defects  may  be  per- 
manent (1).  Autopsy  studies  have 
shown  the  presence  of  edema  and 
hemorrhages.  The  pathology  is 
thought  to  result  from  hypoxia- 
induced  vasodilatation  and 
hyperperfusion  of  the  cerebral 
vasculature.  The  result  is  vasogenic 
edema,  probably  worsened  by 
arterial  surges  that  accompany  exer- 
cise and  cold  exposure. 


rh i 

1 ft 


te  more  serious 
forms  of  altitude 
illness  are  retinal  hemor- 
rhages, high-altitude 
pulmonary  edema  (HAPE) 
and  high-altitude  cerebral 
edema  (HACE).  y y 


High-Altitude  Pulmonary 
Edema 

HAPE  has  an  onset  two  to  four  days 
after  ascent  and  is  seen  in  one  to 
two  per  cent  at  10,000  to  14,000  ft. 
Symptoms  include  cough,  dyspnea 
and  extreme  fatigue.  On  examina- 
tion, cyanosis,  rales,  tachycardia, 
tachypnea  and  low-grade  fevers  are 
found.  A respiratory  infection 
should  be  considered  if  the 
temperature  is  over  38C  as  it  could 
increase  the  clinical  severity  of  the 
HAPE. 

The  pulmonary  edema  is  non- 
cardiac and  differs  from  ARDS.  If 
the  patient  survives,  the  pathologic 
changes  resolve  completely  without 
residual  defects.  Bronchial  lavages 
have  shown  very  high  protein  levels, 
with  macrophages  the  predominant 


TABLE  3 
Preventing  AMS 


1.  Stage  ascent 

2.  Sleep  low  (<8,000  ft) 

3.  Avoid 

Respiratory  depressants 

Overexertion 

Hypothermia 

4.  Maintain  nutrition 

5 Prophylactic  drugs 
Acetazolamide 
Dexamethasone 


cell  type  (17).  It  is  felt  that  a blunted 
hypoxic  ventilatory  response  and  a 
relative  hypoventilation  predispose 
individuals  to  HAPE  (18).  Anti- 
diuresis and  the  increased  cardiac 
output  of  exercise  contribute  to  a 
hyperperfused  pulmonary 
vasculature  bed.  Accelerated 
pulmonary  hypertension  results, 
followed  by  clinical  HAPE. 

Oxygen,  furoseamide  and 
vasodilators  (morphine,  nifedipine) 
may  buy  time,  but  rapid  descent  is 
critical  as  death  can  occur  in  as  lit- 
tle as  six  to  12  hours.  A descent  of 
as  little  as  1,000  to  2,000  ft.  may 
lessen  symptoms  dramatically,  and 
sleeping  below  8,000  ft.  is  probably 
protective.  Attacks  predictably  recur 
at  a given  altitude. 

Patients  who  develop  HAPE  ap- 
pear to  differ  from  others  with  AMS. 
Those  susceptible  to  HAPE  show 
blunted  hypoxic  ventilatory 
responses  and  increased  ADH 
levels  (19)  not  seen  in  milder  AMS. 

A small  study  done  on  Colorado 
skiers  found  higher  ANP  and  ADH 
levels,  lower  serum  sodiums,  and 
unchanged  renin/aldosterone  levels 
in  five  HAPE  patients  compared  to 
controls  (7). 

Treatment 

Prevention  is  the  best  treatment  of 
AMS  (Table  3)-  Prior  conditioning 
and  avoiding  overexertion  help. 
Sleeping  low  is  protective  regardless 
of  the  maximum  altitude  reached 
during  the  day.  Ascents  should  be 
staged  by  acclimating  for  two  to 
three  days  at  6,000  to  8,000  ft. 
before  a trip  to  10,000  to  14,000  ft., 
and  keeping  the  net  gain  to  1,000  ft. 
per  day  over  14,000  ft.  (20).  Resting 
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every  other  day  at  high  elevations  is 
also  recommended.  Respiratory 
depressants  such  as  narcotics,  hyp- 
notics and  alcohol  should  be  avoid- 
ed. For  some,  who  may  be  at  in- 
creased risk  or  who  will  be  quickly 
attaining  high  altitudes,  prophylactic 
drugs  may  be  beneficial. 

Multiple  small  trials  have  been 
performed  to  study  the  efficacy  of 
acetazolamide  (Diamox)  and  dex- 
amethasone  (Decadron)  in  preven- 
ting AMS  (21,  22,23).  Clearly,  the 
drugs  lessen  AMS  symptoms,  with 
acetazolamide  being  more  effective 
for  the  pulmonary  symptoms,  and 
dexamethasone  better  for  the 
cerebral  manifestations. 
Acetazolamide,  a carbonic  anhydrase 
inhibitor,  creates  a metabolic 
acidosis  and  stimulates  respiratory 
compensation.  Dexamethasone  is 
known  to  be  effective  in  vasogenic 
edema,  which  is  probably  the 
mechanism  by  which  it  decreases 
HACE  symptoms.  The  recommend- 
ed dose  of  acetazolamide  is  250  mg 
BID-QID,  with  some  authors  (24) 
favoring  a lower  dose  (250  mg  QD). 
Dexamethasone  has  been  shown  to 
be  effective  at  four  mg  QID  but  not 
at  lower  doses.  Both  should  be 
started  two  days  before  and  con- 
tinued two  days  after  ascent  (17). 

Side  effects  of  acetazolamide  are 
generally  mild  and  include  tingling 
of  the  fingers  and  face,  blurred  vi- 
sion, and  a distaste  for  carbonated 
beverages.  The  side  effects  of 
dexamethasone  are  more  severe,  and 
are  those  commonly  associated  with 
acute,  high-dose  corticosteroid  use. 
Because  of  the  side  effects,  dex- 
amethasone is  not  recommended 
for  AMS  prophylaxis. 


If  a patient  is  already  ill,  treat- 
ment is  dictated  by  the  severity  of 
the  clinical  picture.  For  mild  cases, 
rest  and  analgesics  may  be  all  that  is 
required.  Acetaminophen  or 
ibuprofen  are  preferred  over  aspirin 
since  the  latter  has  been  associated 
with  gastrointestinal  bleeding  and 
worsening  dyspnea  at  altitude  (2). 
Acetazolamide  may  also  help  mild 
cases.  For  those  more  seriously  ill, 
oxygen  supplementation  and  dex- 
amethasone are  indicated.  Quick 
descent,  however,  becomes  increas- 
ingly important  as  disease  severity 
increases. 

A recent  development  that  may 
be  valuable  when  descent  is  not  im- 
mediately possible  is  the  Gamow 
bag.  It  is  essentially  a portable 
hyperbaric  chamber,  operated  by  a 
foot  pump,  which  can  stabilize  a pa- 
tient until  evacuation  (25). 
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“In  an  attempt  to  increase  public 
awareness  about  our  activities,  a 
subsidiary  of  WVSMA  is  being 
created. 


The  Human  Interest  Side 


During  the  April  meetings  of  the 
Executive  Committee  and  Coun- 
cil, several  exciting  and  innovative 
programs  were  discussed  and  en- 
dorsed. These  projects  are  in  their 
infancy  at  the  present  time  but  will 
quickly  become  important  function- 
ing entities  in  this  Association. 

In  an  attempt  to  increase  public 
awareness  about  our  activities,  a 
subsidiary  of  WVSMA  is  being 
created.  This  not-for-profit  organiza- 
tion will  coordinate  all  areas  of 
public  education,  communications 
and  a variety  of  other  activities 
which  are  currently  being  handled 
by  several  WVSMA  staff.  It  is  intend- 
ed that  participation  from  diverse 
groups  such  as  pharmaceutical  and 
other  business/industry  concerns 
will  provide  revenue  that  will  allow 
for  major  improvements  in  our 
public  education  efforts.  This  will 
support  legislative  activities,  addi- 
tional publications  and  media 
presentations  throughout  the  state. 
Emphasis  will  be  placed  on  projec- 
ting the  human  interest  side  of  our 
profession,  and  will  also  promote 
the  visible  partnership  that  will  be 
created  by  this  undertaking.  I see 
this  as  an  excellent  opportunity  to 
have  our  Association  evolve  into  a 
more  dynamic  and  creative 
organization. 

Physicians  and  the  West  Virginia 
State  Medical  Association  have  long 
been  chastised  for  their  ineffec- 
tiveness in  public  health  education. 
To  be  honest,  many  of  us  have  not 
had  proper  training  nor  have  we 


developed  a strong  interest  in 
preventive  health.  Two  years  ago, 
the  Bayer  Corporation  provided  a 
$4  million  grant  to  the  community 
of  Wellsburg,  West  Virginia,  to 
develop  a community-based  pro- 
gram of  health  education.  This  com- 
munity was  selected  because  of  its 
extraordinarily  high  death  rate  from 
heart  disease.  That  two-year  under- 
taking has  become  highly  successful 
and  is  seen  as  a model  program  for 
health  promotion  and  wellness.  The 
WVSMA  is  embarking  on  a major 
undertaking  in  conjunction  with 
staff  from  the  Wellsburg  program 
and  faculty  from  the  West  Virginia 
University  School  of  Medicine  to  ex- 
pand this  program  on  a statewide 
basis.  A steering  committee  is  cur- 
rently developing  the  methods  that 
will  be  necessary  to  extend  this 
model  into  cities  and  towns 
throughout  West  Virginia. 

This  will  also  serve  as  an  in- 
novative approach  in  medical  educa- 
tion. Future  physicians  trained  in 
West  Virginia  will  have  considerable 
background  in  teaching  health  pro- 
motion and  disease  prevention. 
Clearly,  a public  which  is  well 
educated  regarding  health  and 
wellness  promotion  will  make  much 
wiser  use  of  limited  health  care 
resources  and  will  be  a healthier 
population. 

1 view  this  project  as  one 
which  will  bring  national  acclaim  to 
our  state  and  particularly  to  the 
many  physicians  and  community 
leaders  who  will  be  serving  as  coor- 


dinators. The  WVSMA  Auxiliary  will 
play  a key  role  in  this  endeavor. 

Someone  asked  me  recently  if  I 
was  looking  forward  to  the  end  of 
my  tenure  as  President  of  the  West 
Virginia  State  Medical  Association. 
Having  just  returned  from  nearly 
two  weeks’  travel,  I quickly 
answered,  ‘August  can’t  come  soon 
enough.”  To  be  sure,  the  physical 
and  emotional  demands  of  the  past 
several  months  have  been  intense, 
but  I can  honestly  say  that  this  year 
has  probably  been  the  most  reward- 
ing of  my  entire  professional  career. 
Being  able  to  contribute  to  such  im- 
mensely worthwhile  undertakings  as 
those  1 have  just  described  gives  me 
great  personal  pleasure. 

Sure,  I am  looking  forward  to 
August— but  not  because  it  will  be 
the  end  of  my  term  of  office. 

Rather,  in  August  we  will  start  plan- 
ning another  fishing  trip  (or  this 
year  it  might  be  a hunting  trip). 

Who  knows — with  just  a little  luck 
we  might  even  be  able  to  bring 
home  one  of  those  rare  and  elusive 
wild  West  Virginia  gobblers.  Like 
looking  forward  to  the  excitement 
of  seeing  a trophy-sized  mountain 
brook  trout  break  the  surface  of  a 
sparkling  stream,  I guess  we  con- 
tinue the  hunt  because  of  the 
challenge  that  stirs  inside  us  when 
one  of  those  teasing  creatures 
spreads  his  colorful  plumage  as  if  to 
say,  “Catch  me  if  you  can.” 

— Derrick  L.  Latos,  M.D. 
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Editorials 


Managed  Care 


Rationing  of  medical  care  will  not 
start  in  the  indefinite  future — it 
is  in  operation  now.  Dehumaniza- 
tion of  the  needy  and  not  so  needy, 
of  the  elderly  and  not  so  elderly  is 
not  on  the  way — it  is  here  now-.  Pa- 
tients are  being  referred  to  by 
government  and  other  bureaucrats 
as  clients!  More  and  more  is  the 
idea  of  euthanasia — by  whatever 
term  it  is  known — discussed  in  the 
medical  and  lay  press.  “Cost- 
effectiveness,”  “increased  access” 
and  terms  and  euphemisms  like 
“managed  care”  disguise  the 
underlying  currents  of  rationing 
and  capitation  as  a method  of 
patient-physician  assignments.  “Gate- 
keepers” are  called  for  to  limit  con- 
sumption of  resources  by  rewarding 
the  primary  physician  for  limiting 
referrals  of  patients  for  specialist 
care.  Government  appointees  now 
set  the  fees  the  physician  may 


charge,  a practice  now  being 
emulated  by  private  insurers. 

The  need  for  increased  access 
to  medical  care,  according  to  some 
pundits,  is  illustrated  best  by  the 
30  million  uninsured  and  under- 
insured. However,  as  Dr.  Richard  S. 
Wilbur  points  in  a recent  issue  of 
Cordlandt  Forum,  easy  access 
(meaning  “free”)  paradoxically  can 
discourage  those  who  most  need 
medical  attention  because  of  the 
clogging  of  the  free  medical  care 
system  by  persons  with  trivial  or 
minimal  complaints.  Many  of  us 
practicing  today  remember  the  days 
of  the  company  doctor  who  was  at 
the  beck  and  call  of  every  miner 
who  had  a dollar  per  month  check- 
ed off  his  pay  envelope.  In  theory 
the  system  was  good,  but  in  the 
practical  world  the  existence  of  free 
care  on  demand  resulted  in  an  inor- 
dinate number  of  visits  for  trivial 


complaints  which  would  have  gone 
unattended  if  the  patient  had  had  to 
pay  for  them. 

Advocates  of  total,  managed, 
universal  access  health  care  point  to 
the  uncomplicated  process  involved 
in  going  to  the  doctor  in  countries 
that  have  totally  government- 
provided  health  care.  Not  mention- 
ed is  increased  cost  or  decreased 
quality.  Not  mentioned  is  the  ob- 
vious rationing  of  medical  services. 
“Quality  issues”  currently  occupy 
the  attention  of  the  PRO  in  West 
Virginia  as  well  as  those  in  many 
other  states.  What  will  happen  to 
those  “criteria”  of  quality  care  once 
the  rationing  restrictions  are  well  in 
place?  Answer:  The  appointed 
health  care  bureacrats  will  come  up 
with  “criteria”  to  fit  any  cost-control 
limitation  program.  All  we  will 
have  to  do  is  comply  with  the 
“criteria.’— JNJ 


Our  Readers  Speak 


Common  Board  Not  Needed 


This  letter  is  a reply  to  Dr.  Stephen 
Sebert’s  letter  on  Health  Care  Policy 
for  the  1990s  [April  Journal].  He 
had  a goal  of  providing  appropriate 
medical  care  for  all  people.  He 
recommends  establishing  a single 
board  of  medicine  governing  both 
medicine  and  osteopathy.  He  states: 
“The  Board  of  Medicine  must 
regulate  osteopathic  physicians,  and 
a common  board  exam  must  be 
adopted  if  M.D.s  and  osteopaths  are 
to  provide  equal  services  and 
receive  equal  reimbursement.” 

This  comment  is  most 
derogatory  and  smacks  of  implied 
inferiority  while  reflecting  relative 


ignorance.  Osteopaths  have  equal,  if 
not  more,  medical  training  than 
allopaths  (M.D.s),  for,  besides  their 
residency  training,  most  also  have 
one  year  of  rotating  internship. 
Following  that,  there  is  national 
board  certification  for  licensure. 
There  are  national  speciality  board 
certification  examinations  as  well  as 
regulatory  groups  within  our  own 
profession. 

A common  board  of  medicine 
in  this  state  is  certainly  not  needed. 
In  fact,  as  implied  from  his 
(regulate)  statement,  it  seems  inap- 
propriately restrictive.  Besides,  out 
of  pride  and  integrity,  osteopaths 


prefer  a separate  board  of  medicine 
in  the  state. 

Without  separate  boards  of 
medicine,  certainly  there  will  be  an 
even  greater  efflux  of  physicians 
from  this  state.  Note  that  a great 
percentage  of  students  graduating 
from  the  West  Virginia  School  of 
Osteopathic  Medicine  locate  prac- 
tices in  rural  primary  care  settings. 
With  their  relocation  to  different 
states  with  less  restrictive  governing 
boards,  the  state’s  loss  would  be 
substantial. 

Joseph  E.  Ambrose,  DO. 

566  South  Mineral  St. 

Keyser,  WV  26726 

(See  ‘ ‘ Reply  ’ ’ on  next  page) 
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Reply  (See  previous  page) 


I am  sorry  that  Doctor  Ambrose 
feels  that  my  recommendation  to 
establish  a single  Board  of  Medicine 
governing  Medicine  and  Osteopathy 
“is  most  derogatory  and  smacks  of 
implied  inferiority...”  1 am  not  sure 
who  he  feels  is  being  degraded  and 
who  is  inferior.  I stated  that  M.D.s 
and  D.O.s  should  provide  equal  ser- 
vices and  receive  equal 
reimbursement. 


Presently,  there  is  no  common 
standard  by  which  M.D.s  and  D.O.s 
can  be  measured  unless  a D.O.  com- 
pletes an  M.D.  (ACGE)  residency  and 
becomes  certified  by  an  M.D. 

(ABMS)  specialty  board.  Patients  and 
third-party  payers  are  expected  to 
choose  a physician  and  determine 
reasonable  fees  with  no  objective 
means  of  comparison. 

If  we  have  equal  training  and 
provide  equal  care,  it  seems  logical 
to  me  for  us  to  have  a common 


licensing  exam  and  be  regulated  by 
the  same  board.  For  both  disciplines 
to  have  separate  but  similar  licens- 
ing, specialty  and  regulatory  boards 
appears  to  me  to  be  an  expensive 
and  confusing  duplication. 

None  of  us  likes  to  take  tests. 
None  of  us  likes  “quality  assurance.” 
It  would  be  nice  if  we  had  enough 
“pride  and  integrity”  that  licensing 
and  regulatory  boards  were  un- 
necessary. However,  we  all  know 
this  is  impossible.  I am  not  sug- 
gesting that  we  all  retake  our  board 
exams.  However,  I see  no  reason 
why  new  graduates  can’t  take  a 
common  board.  Recertification 
boards  which  are  required  by 
several  specialties  could  also  include 
both  disciplines.  Ideally,  these 
changes  would  be  at  the  national 
board  level,  which  would  eliminate 
any  state-to-state  variation. 


I would  expect  that  most 
resistance  to  this  proposal  would 
come  from  the  board  which  would 
be  threatened  by  this.  Exam  and 
specialty  boards  are  “businesses.” 

Doctor  Ambrose  seems  to  have 
locked  on  to  one  small  aspect  of  my 
proposal  and  missed  the  big  picture. 
The  proposal  is  a package — a series 
of  changes  which  work  together  to 
increase  access  to  care,  ensure  pro- 
vider freedom,  make  a fairer  system 
to  compensate  victims  of  malprac- 
tice, provide  reasonable  fees  to 
physicians,  and  ensure  accountabili- 
ty and  a standard  of  ethical  conduct 
and  quality  of  care. 

Stephen  L.  Sebert,  M.D. 

Associate  Professor  of  Family 
Medicine 

West  Virginia  University 
School  of  Medicine 

Morgantown,  WV  26506 


Title  Misleading 


In  doing  a literature  search  on  the 
Groshong  catheter  I came  across  the 
article  entitled  “Massive  Hemo- 
thorax and  Groshong  Catheters”  by 
Gonzales  and  Westblom  published 
in  the  September,  1989,  issue  of 
your  Journal.  I wTas  disappointed, 
because  I did  not  find  any  informa- 
tion on  the  Groshong  catheter.  The 
title  of  the  article  is  not  only 
misleading  but  also  inappropriate. 


The  massive  hemothorax  which 
the  authors  reported  occurred  on 
the  left  side,  whereas  the  Groshong 
catheter  was  placed  on  the  right 
side.  As  the  authors  pointed  out  in 
the  discussion,  the  hemothorax  was 
the  result  of  a faulty  venipuncture 
during  attempted  cannulation  of  the 
left  subclavian  vein.  The  choice  of 
the  title  was  most  unfortunate  as  it 
seemed  to  imply  that  the 


hemothorax  was  a complication  of 
the  Groshong  catheter. 

Tsung  O.  Cheng,  M.D. 
Professor  of  Medicine 
Department  of  Medicine 
Division  of  Cardiology 
The  George  Washington 
University 

Medical  Center 
Washington,  DC  20037 


Reply 


We  have  read  Doctor  Cheng’s  com- 
ments with  interest,  but  do  not 
share  his  views  on  what  constitutes 
a complication  to  a procedure. 

When  a complication  occurs  as  a 
consequence  of  an  unsuccessful 
procedure,  that  complication  should 
still  be  attributed  to  the  procedure. 
The  fact  that  the  Groshong  catheter 
could  not  be  advanced  properly  and 
had  to  be  pulled  back  does  not  alter 
that. 


It  is  true  that  the  complication 
we  describe  was  not  due  to  some 
inherent  problem  specific  for  the 
Groshong  catheter,  but  this  was 
never  implied.  On  the  contrary,  in 
our  discussion  we  point  out  that  at- 
tention to  technique  and  supervi- 
sion of  inexperienced  physicians  are 
the  key  elements  in  preventing  these 
complications. 

As  to  the  appropriateness  of  our 
title,  we  will  not  argue  that  point 


since  it  was  an  editorial  decision.  It 
was  not  the  title  wre  had  originally 
suggested  in  our  submitted 
manuscript. 

Cynthia  Gonzales,  M.D. 

Marshall  University  School  of  Medicine 
1801  Sixth  Avenue 
Huntington,  WV  25703 

T.  Ulf  Westblom,  M.D. 

Division  of  Infectious  Diseases 
St.  Louis  University  Medical  Center 
1402  S.  Grand  Boulevard 
St.  Louis,  MO  63104 
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I’ll  stay  home 
before  I date  a dip. 


died 


somet^ng 

l titfl- 


FOUR  REASONS 
NOT  TO  USE 
SMOKELESS  TOBACCO. 


DIPPING  IS  FOR  DIPS.  Iamerkan 

DON'T  USE  SNUFF  OR  CHEWING  TOBACCO  f SOCJFTW 


You  didn’t  spend 
umpteem  years  in 
school  in  order 
to  becoma  a 
bill  collector 

Collecting  money  from 
slow-paying  patients  is  critical  to 
your  practice.  But  you  didn't 
spend  all  those  years  in  school  to 
become  a bill  collector. 

And  that's  where  I.C.  System 
can  help. 

First  of  all,  we  have  the 
resources  and  expertise  to  do  the 
job.  And  while  we're  tenacious, 
we  treat  your  delinquent  patients 
with  courtesy  and  respect. 

In  fact,  our  work  is  endorsed 
by  over  1,200  professional  asso- 
ciations and  societies,  including 
yours.  And  no  matter  where  you’re 
located  or  where  your  debtors 
live,  we  have  local  representatives 
to  service  your  account. 

But  most  important,  we 
guarantee  results,  by  collecting 
at  least  ten  times  the  amount 
of  our  retainer. 

To  find  out  how  the  I.C. 

System  approach  can  work  for 
you,  call  toll  free  (800)  443-4123, 
ext.  621.  In  Minnesota,  call 
(612)  483-8201,  ext.  621. 

«QI.C.  System 

The  System  J WorksT 

3385-2 


Her  brother  had  Duchenne  Muscular 
Dystrophy.  Which  means  that  though  she 
hetself  is  unaffected  by  the  disease,  she  could 
be  carrying  it  in  her  genes. 

And  if  she  is,  there’s  a one-in-four 
chance  her  child  will  inherit  Duchenne. 

One  of  the  most  common  and  devastat- 
ing forms  of  muscular  dystrophy,  Duchenne 


is  usually  passed  from  mother  to  child  by  a 
defective  gene.  MDA  researchers  have  taken 
the  first  step  toward  a cure — the  discovery  of 
the  Duchenne  gene. 

The  discovery  also  brings  us  closer  to  a 
100%  certain  way  to  identify  parents  at  risk. 
Now  we’re  closer  than  we’ve  ever  been  to 
conquering  this  deadly  disease. 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Chairman 


General  News 


123rd  Annual  Meeting 


Mayo  Medical  School  Speaker, 
Infant  Cardiac  Surgery  on  Program 


A Professor  of  Physiology  at  Mayo 
Medical  School  for  28  years,  and  a 
West  Virginia  University  Health 
Sciences  Center  faculty  member  will 
be  among  the  speakers  for  the 
opening  session  of  WVSMA’s  123rd 
Annual  Meeting  Thursday  morning, 
August  16. 

John  T.  Shepherd,  M.D.,  D.Sc., 
former  Director  for  Education,  Mayo 
Clinic  and  Mayo  Foundation,  and 
Dean  of  Mayo  Medical  School 
(1977-1983),  will  deliver  the  keynote 
Thomas  L.  Harris  Address  during 
opening  exercises.  “Fashions  in 
Medical  Education:  Future  Optimism 
or  Bated  Breath"  will  be  the  title  of 
his  talk. 

Also  speaking  during  the  first 
general  session  will  be  Robert  A. 
Gustafson,  M.D.,  WVU  Associate 
Professor  of  Surgery  and  Pediatrics, 
Morgantown.  His  topic  will  be  “In- 
fant Cardiac  Surgery.” 

The  Annual  Meeting  will  be 
held  August  15-19  in  White  Sulphur 
Springs  at  the  Greenbrier. 

Posts,  Honors 

Doctor  Shepherd,' born  in  Northern 
Ireland  and  now  a U.S.  citizen,  was 
Chairman  of  the  Board  of  Develop- 
ment, Mayo  Clinic  and  Foundation 
in  1983-87.  A former  President  of 
the  American  Heart  Association,  he 
is  an  Honorary  Fellow  of  the 
American  College  of  Cardiology,  and 
an  Honorary  Fellow  of  the  Council 
on  Clinical  Cardiology,  American 
Heart  Association. 

Among  a number  of  other  posts 
and  honors  held  are  those  as  Chair- 
man, Cardiovascular  Section,  Na- 
tional Academy  of  Sciences 
(1968-74),  and  Fellow,  Royal  College 
of  Physicians  (London)  (Honorary). 


Shepherd 


He  received  his  medical  educa- 
tion at  The  Queen’s  University  of 
Belfast  in  Ireland. 

Doctor  Shepherd  is  Consulting 
Editor  for  Circulation  Research  and 
Chief  Editor  of  Physiological 
Sciences , and  is  the  author  or  co- 
author of  five  books.  He  also  is  the 
author  of  210  papers  dealing  with 
the  regulation  of  the  circulatory 
system  in  health  and  diseases,  and 
the  author  of  90  editorials,  reviews 
and  chapters  in  books  summarizing 
the  local,  humoral  and  nervous  con- 
trol of  the  heart  and  blood  vessels. 

Keyser  Native 

Doctor  Gustafson,  a native  of 
Keyser,  has  been  on  the  WVU  facul- 
ty since  1984. 

He  is  a participating  surgeon  in 
the  Gift  of  Life  Cardiac  Surgery  Pro- 
ject, and  was  moderator  for  a ses- 
sion on  “Congenital  Heart  Surgery” 
during  the  meeting  of  the  Society  of 
Thoracic  Surgeons  in  1988. 

Doctor  Gustafson  received  his 
undergraduate,  medical  and 
postgraduate  medical  education  at 
WVU,  and  completed  a pediatric 
cardiac  fellowship  at  Children’s 
Hospital  Medical  Center  in  Boston. 
He  received  the  Presidential  Award 


for  the  best  scientific  paper  in  1988 
from  the  Southern  Thoracic  Surgical 
Association,  and  the  first  prize,  resi- 
dent paper,  from  the  West  Virginia 
Chapter  of  the  American  College  of 
Surgeons  in  1979,  1980,  1982,  and 
1983. 

Among  a number  of  posts  held 
at  WVU,  he  is  Chairman  of  the 
Special  Care  Committee,  WVU 
Hospitals,  Inc.,  and  a member  of  the 
ad  hoc  committees  on  Pediatric 
Special  Care  Unit  and  Pediatric 
Surgical  Care. 

He  is  the  author  or  co-author  of 
14  scientific  articles  and  four  book 
chapters. 

Other  Speakers 

It  was  announced  previously  that 
C.  John  Tupper,  M.D.,  who  will  be 
installed  as  AMA  President  this 
month,  will  address  the  first  session 
of  the  WVSMA  House  of  Delegates 
Wednesday  afternoon,  August  15. 
Doctor  Tupper  is  an  internist  from 
Davis,  California. 

Previously  announced  speakers 
for  the  general  sessions  Friday  and 
Saturday  mornings  are: 

Friday  Morning — Karen  L. 
Pollitz,  legislative  assistant  for 
Senator  Jay  Rockefeller,  D-W.Va., 
“Government  Intervention  in  Health 
Care;”  and  Ronald  E.  Alexander, 

J.D.,  LL.M.,  Akron,  Ohio,  “Litigation 
and  its  Effect  on  Physicians.” 

Saturday  Morning — Raymond 

L.  Woosley,  M.D.,  Ph.D.,  Professor 
and  Chairman  of  Pharmacology, 
Georgetown  University  Medical 
Center,  “Indications  for  Antiar- 
rhythmic  Drugs  After  CAST,”  and 
Gary  O.  Rankin,  Ph  D.,  Chairman  of 
the  Department  of  Pharmacology, 
Marshall  University  School  of 
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Medicine,  “Polypharmacy:  The  Ex- 
cessive Use  of  Drugs.” 

Other  subjects  to  be  covered 
during  the  general  sessions  will  in- 
clude The  Changing  Role  and  View 
of  Physicians,  Physicians  and  Their 
Families,  and  Antibiotics. 

The  convention  will  follow  the 
usual  schedule  including  the  open- 
ing House  session  Wednesday  after- 
noon, the  keynote  address  Thursday 
morning,  the  general-scientific  ses- 
sions Thursday,  Friday  and  Saturday 
mornings;  section  and  society 
meetings  primarily  Friday  afternoon, 
and  the  second  House  session  Satur- 
day afternoon. 

As  announced  in  the  May  Jour- 
nal, the  House  sessions  will  begin 
earlier  this  year.  The  first  session 
will  begin  at  2 P.M.  instead  of  2:45 
P.M.,  and  the  second  session  will 
begin  at  1 P.M.  instead  of  at  2 P.M. 
The  earlier  starting  times  were  set  in 
order  to  allow  more  time  for  con- 
ducting Association  business. 

Change  in  Nominations 

The  process  for  nominations  and 
election  of  officers  will  be 
somewhat  different  this  year  than  in 
the  past.  The  report  of  the  Nomina- 
tions Committee  will  take  place  dur- 
ing the  first  session,  with  candidates 
presenting  their  views  during  the 
same  session.  The  election  of  of- 
ficers will  take  place  during  the  se- 
cond session.  Officers  customarily 
have  been  nominated,  and  elected, 
during  the  second  session. 

Each  candidate  will  be  inter- 
viewed by  the  Nominations  Com- 
mittee during  the  month  prior  to 
the  Annual  Meeting.  During  these 
interviews,  the  members  of  that 
Committee  will  make  each  candidate 
aware  of  the  demands,  respon- 
sibilities and  opportunities 
associated  with  the  elected  posi- 
tions. Nominations  from  the  floor 
during  the  Annual  Meeting  will  still 
be  possible. 

Michael  M.  Stump,  M.D.,  Elkins 
pathologist,  will  be  installed  as  new 
WVSMA  President  during  the  se- 
cond House  session.  He  will  suc- 
ceed Derrick  L.  Latos,  M.D.,  Wheel- 
ing nephrologist. 


Variety  Show 

A new  feature  for  the  social  side  of 
the  convention  this  year  will  be  a 
variety  show  Friday  evening  featur- 
ing doctors  and  auxiliary  members. 
Those  who  have  talents  and  who 
would  like  to  participate  are  asked 
to  contact  Dee  Crabtree,  Cindy 
Hagerman  or  Nancie  Divvens  at  the 
WVSMA  office  (925-0342  or 
1-800-257-4747). 

Program  Committee 

Members  of  the  1990  Annual 
Meeting  Program  Committee  are 
Drs.  James  L.  Comerci,  Wheeling, 
Chairman;  Graciano  Cendana, 
Charleston;  Thomas  H.  Chang  and 
James  L.  Bryant,  Clarksburg;  C. 
Richard  Daniel,  Beckley;  Michael  ). 
Lewis,  Morgantowm;  Michael  A. 
Morehead,  Parkersburg;  Maurice  A. 
Mufson,  Huntington;  Edward  Pinney, 
Martinsburg;  Mabel  M.  Stevenson, 
Huntington,  and  Doctor  Stump. 


Asthma  Camps 

Scholarships  to  asthma  camps  for 
children  are  available  this  summer 
through  the  American  Lung  Associa- 
tion. This  one-time-only  program  is 
possible  through  a $230,000  grant 
to  the  ALA  from  the  Schering 
Corporation.  West  Virginia’s  share  of 
$3,900  is  being  handled  by  the  ALA 
of  West  Virginia.  The  scholarships 
are  to  be  awarded  to  asthmatic 
children  to  cover  tuition  to  ALA- 
sponsored  camps.  Preference  will  be 
given  to  children  who  otherwise 
could  not  afford  the  camp,  and  to 
first-time  campers. 

Since  the  ALA  does  not  have  an 
asthma  camp  in  West  Virginia,  the 
scholarships  will  be  to  camps  in 
neighboring  states  and  include  funds 
for  the  family’s  travel  expenses. 

For  more  information  contact 
Evelyn  Marker  at  ALAWV,  PO.  Box 
3980,  Charleston,  WV,  25339, 
304/342-6600. 


Thomas  P.  Long,  M.D.,  right,  a family  physician  for  the  past  33  years  in  Man,  receives  the 
West  Virginia  Academy  of  Family  Physicians’  highest  honor,  the  “Mister  Doc”  Award,  at 
the  Academy’s  annual  scientific  banquet  in  April.  Doctor  Long  has  been  a member  of  the 
WV  Academy  and  American  Academy  of  Family  Physicians  for  31  years.  He  has  served  on 
the  State  Academy  Board,  was  state  President  in  1980,  and  has  been  the  national  AAFP 
Delegate  for  West  Virginia  since  1982.  He  also  serves  as  a trustee  on  the  Family  Medicine 
Foundation  of  WV.  Presenting  the  award  is  John  Beane,  M.D.,  Parkersburg,  new  President 
of  the  West  Virginia  Chapter. 
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John  B.  Markey,  M.D. 


Stephen  D.  Ward,  M.D. 


Harry  S.  Weeks,  Jr.,  M.D. 


WVSMA  Delegation  to  Attend 
AMA  Annual  Meeting 


The  annual  meeting  of  the  American 
Medical  Association's  House  of 
Delegates  will  be  held  June  24-28  in 
Chicago  at  the  Hyatt  Regency. 

Some  of  the  issues  expected  to 
be  addressed  include  HIV  testing, 
update  on  DNR  orders,  financial  in- 
centives to  limit  care,  economic 
value  of  human  tissue,  patient  bill  of 
rights,  and  drug  testing  of 
physicians. 

WVSMA’s  three  delegates  to  the 
AMA  House  are  Drs.  John  B.  Markey, 
Charleston;  Harry  S.  Weeks,  Jr., 
Wheeling,  and  Stephen  D.  Ward, 
Wheeling. 

Alternate  delegates  are  Drs. 
Robert  D.  Hess,  Clarksburg;  Carl  J. 
Roncaglione,  South  Charleston,  and 
Stephen  L.  Sebert,  Morgantown. 

Also  representing  WVSMA  will 
be  President  Derrick  L.  Latos,  M.D., 
Wheeling;  the  Council  Chairman, 

Bill  M.  Atkinson,  M.D.,  Parkersburg; 
the  President  Elect,  Michael  M. 
Stump,  M.D.,  Elkins;  and  David 
Avery,  M.D.,  Parkersburg,  and  James 
L.  Comerci,  M.D.,  Wheeling,  as 
Delegate  and  Alternate  Delegate, 
respectively,  of  the  AMA  Young 
Physicians  Section. 

Frank  J.  Holroyd,  M.D., 
Princeton,  who  served  for  32  years 
as  a West  Virginia  AMA  Delegate,  is 
an  Honorary  Delegate. 

The  AMA  House  is  composed 
of  436  delegates  representing  state 


medical  associations,  national 
medical  specialty  societies,  residents, 
medical  students,  medical  schools, 
hospital  medical  staffs,  young  physi- 
cians, the  armed  services,  Public 
Health  Service,  and  Veterans 
Administration. 

Executive  Director  George  Rider 
will  provide  staff  support  and  ser- 
vices for  the  WVSMA  delegation. 

Dee  Crabtree  of  WVSMA  head- 
quarters will  staff  the  Auxiliary 
delegation  at  its  concurrent  meeting. 


NIH  Sunlight 
Report  Available 

A National  Institutes  of  Health  con- 
sensus development  statement  on 
Sunlight,  Ultraviolet  Radiation,  and 
the  Skin  may  be  obtained  from  the 
NIH  Office  of  Medical  Applications 
of  Research. 

The  report  was  prepared  by  a 
panel  of  experts  who  considered 
scientific  evidence  presented  at  a re- 
cent Consensus  Development  Con- 
ference at  NIH.  It  contains  recom- 
mendations and  conclusions  con- 
cerning the  effects  of  sunlight  and 
ultraviolet  radiation  on  the  skin. 

At  NIH,  consensus  conferences 
bring  together  researchers,  practic- 
ing physicians,  representatives  of 


public  interest  groups,  consumers, 
and  others  to  carry  out  scientific 
assessments  of  drugs,  devices,  and 
procedures  in  an  effort  to  evaluate 
their  safety  and  effectiveness. 

Free,  single  copies  of  the  con- 
sensus statement  on  the  effects  of 
sunlight  and  ultraviolet  radiation  on 
the  skin  may  be  obtained  from: 
William  H.  Hall,  Director  of  Com- 
munications, Office  of  Medical 
Applications  of  Research,  National 
Institutes  of  Health,  Building  1, 
Room  259,  Bethesda,  Maryland 
20892. 

A copy  of  the  statement  sum- 
mary is  available  from  WVSMA, 

PO.  Box  4106,  Charleston,  WV 
25364.  Telephone  925-0342  or 
1-800-2  5 7-4747  (WV). 


Dr.  Lambrechts 
Praised  by  Patient 

Marcel  Lambrechts,  M.D.,  a member 
of  the  Pediatric  Department  of  the 
Charleston  Area  Medical  Center  for 
many  years,  was  honored  recently 
by  the  Organon  Company  in  their 
“Team  of  Champions”  contest.  Billy 
Gillespie,  a cystic  fibrosis  patient 
who  has  been  treated  by  Doctor 
Lambrechts  for  15  years,  wrote  the 
winning  letter: 

“I  think  he  is  a great  doctor.  He 
has  treated  me  for  15  years. 
Everybody  who  has  CF  is  really 
lucky  to  have  Doctor  Lambrechts 
for  a doctor.  He  is  special  in  many 
ways.  He  is  very  nice,  funny  and 
will  do  anything  to  help  you.  I 
know  I would  help  him.  But  the 
reason  he  is  special  is  that  most  of 
the  time,  he  really,  really  cares  for 
all  of  us  and  wre  respect  him  for 
that.  He  encourages  us  not  to  use 
drugs  or  anything  like  that,  but  I am 
really  grateful  to  him  because  when 
I was  a baby  I almost  died  and  he 
saved  me  from  dying,  that  is  why  I 
am  grateful  to  him. 

“If  there  is  anyone  in  the  world 
that  really  cares  for  people  who 
have  CF,  it  is  Doctor  Lambrechts.  He 
should  get  a medal.  1 would  give 
him  my  arm  or  my  leg  if  he  ever 
needed  it.” 
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From  left  are  Dean  Robert  D’Alessandrl,  M.D.,  WVU  School  of  Mills,  MS-III;  Todd  C.  Resley,  M.D.;  and  Sabrina  Cralgo,  M.D.  Albert 

Medicine;  Timothy  Deer,  MS-IV;  Larry  L.  Shears,  MS-III;  James  D.  R.  Pescitelli,  M.D.,  is  not  shown. 


WVU/Charleston  Awards  Six 
Research  Day  Prizes 


The  eleventh  annual  Research  Day 
was  hosted  by  the  Charleston  Divi- 
sion of  the  West  Virginia  University 
Health  Sciences  Center  Wednesday, 
April  25.  Research  Day,  initiated  in 
1980  in  its  present  state,  is  an 
outgrowth  of  a similar  annual  event 
known  as  Alumni-Education  Day. 

The  objectives  of  Research  Day 
are  to  present:  original  research  in- 
terests of  residents,  psychology  in- 
terns, and  medical  students;  medical 
cases  of  interest  at  the  Charleston 
Area  Medical  Center;  and  a subject 
review  to  update  the  audience  on 
the  new  technology  of  medicine. 

The  presentations  were  divided 
into  two  separate  categories  for 
judging:  Original  Research,  and  Sub- 
ject Review  and  Case  Presentation. 

Moderating  the  morning  ac- 
tivities was  the  Dean  of  the  WVU 
School  of  Medicine,  Robert 
DAlessandri,  M.D.,  who  noted  that 
it  was  an  excellent  experience  and 
that  the  quality  of  the  presentations 
reflected  a large  amount  of  effort. 

Subject  matter  in  the  areas  of 
internal  medicine,  obstetrics  and 
gynecology,  surgery,  and  pediatrics 
was  researched,  refined  and  inter- 
preted for  the  13,  10-minute 
presentations. 

Judges  for  Research  Day  were 
John  M.  Eckerd,  Associate  Professor 
of  Pediatrics;  James  M.  Previll, 
Associate  Professor  of  Medicine, 
Cardiology  Section,  and  John  L. 


Chapman,  Department  of  Surgery, 
Charleston  Area  Medical  Center. 
Doctor  DAlessandri  acted  as  a 
fourth  judge. 

Cash  prizes  were  awarded  for 
the  three  top  presentations  in  each 
category.  Prizes  for  Original 
Research  were  awarded  as  follows: 

FIRST  PLACE,  Larry  L.  Shears,  MS 
III,  “Effect  of  Hypercalcemic  Reper- 
fusion on  Postischemic  Isolated  Rat 
Hearts” 

SECOND  PLACE,  James  D.  Mills,  MS 
III,  “Infection  Rates  and  Com- 
plications of  Broviac/Hickman 
Catheters  and  Implantable  Venous 
Access  Devices  in  a Group  of 
Pediatric  Patients” 

THIRD  PLACE,  Todd  C.  Resely, 

M.D.,  “Single  vs  Sequential  Pro- 
staglandin E2  Cervical  Ripening 
Perinduction” 

Prizes  for  Subject  Review  and 
Case  Presentation  were: 

FIRST  PLACE,  Timothy  Deer,  MS  IV, 
“Cardiac  Manifestations  of  Short- 
Term  Reiter’s  Syndrome” 

SECOND  PLACE,  Sabrina  Craigo, 
M.D.,  “Leydig  Cell  Tumor:  A Case 
Report” 

THIRD  PLACE,  Albert  C.  Pescitelli, 
M.D.,  “Evan’s  Syndrome  in 
Pregnancy — The  CAMC  Experience” 
The  cash  prizes  were  awarded 
at  a luncheon  immediately  following 
the  presentations. 


How  Do  You 
Improve 

Care  for  Athletes? 

What  can  WVSMA  do  to  help  give 
better  care  for  student  athletes  at  all 
levels  in  our  state  schools? 

To  get  members’  ideas,  a lun- 
cheon meeting  tentatively  has  been 
scheduled  during  the  WVSMA  An- 
nual Meeting  on  Saturday,  August 
18,  in  White  Sulphur  Springs  at  the 
Greenbrier,  with  David  W.  Avery, 
M.D.,  Parkersburg,  a WVSMA 
Councilor,  presiding.  “This 
meeting  will  be  worked  out  in  con- 
junction with  the  West  Virginia 
Academy  of  Family  Practice  Sports 
Medicine  Committee,  and  is  open 
to  everyone  interested,”  Doctor 
Avery  said. 

“Our  goal  is  one  of  utmost 
concern  to  our  school  ad- 
ministrators, and  any  and  all  input 
would  be  greatly  appreciated,”  he 
added. 

In  order  to  determine  if  there 
is  enough  interest  to  justify 
scheduling  the  meeting,  members 
are  urged  to  register  in  advance 
immediately.  If  it  is  decided  to 
schedule  the  meeting,  a light  lunch 
will  be  provided  courtesy  of 
WVSMA. 

To  register,  contact  Nancie  Div- 
vens  at  WVSMA,  PO.  Box  4106, 
Charleston,  WV  25364.  Telephone 
925-034 2 or  1-800-257-4747  (WV). 
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Proposed  Amendments, 
WVSMA  Constitution 


The  following  proposed  amend- 
ments to  the  WVSMA  Constitution 
were  introduced  at  the  August, 
1989,  session  of  the  House  of 
Delegates,  and  are  subject  to  final 
approval  by  the  House  during  its 
August,  1990,  session  in  White 
Sulphur  Springs  at  the  Greenbrier. 

For  the  purpose  of  identifica- 
tion, the  proposed  amendments  are 
designated  here  as  C-l;  B-l;  B-2, 
Part  A;  B-2,  Part  B;  and  C-2. 


C-l 

Amend  ARTICLE  VI.— THE 
COUNCIL — Sec.  1,  first  sentence,  of 
the  Constitution  by  deleting  the 
word,  “district,”  and  inserting  in 
lieu  thereof  the  following  words, 
“component  society.” 

The  sentence  would  then  read, 
“The  Council  shall  consist  of  the 
elected  Councilors  from  each  com- 
ponent society;  the  immediate  Past 
President,  who  shall  serve  as  Chair- 
man; and  his  immediate  predecessor 
w'ho  shall  serve  as  a Senior 
Councilor-at  Large  for  one  year  and 
thereafter  as  a Junior  Councilor-at- 
Large  for  one  year,  and  the  Presi- 
dent, the  President  Elect,  the  Vice 
President  and  the  Treasurer.” 

B-l 

Amend  CHAPTER  VI.— THE 
COUNCIL — Sec.  5 of  the  Bylaws  by 
deleting  the  current  Section  by  in- 
serting in  lieu  thereof  the  following: 
“Each  component  society  shall  have 
a minimum  of  one  Councilor  and 
shall  be  listed  in  alphabetical  order 
and  so  numbered.”  (1 -Boone  Coun- 
ty Medical  Society;  2-Brooke  Coun- 
ty Medical  Society;  3-Cabell  County 
Medical  Society;  4-Central  West 
Virginia  Medical  Society;  5-Eastern 
Panhandle  Medical  Society; 

6- Fayette  County  Medical  Society; 

7- Greenbrier  Valley  Medical  Society; 

8- Hancock  County  Medical  Society; 

9- Harrison  County  Medical  Society; 

10- Kanawha  Medical  Society; 

1 1 - Logan  County  Medical  Society; 

1 2-Marion  County  Medical  Society; 

13- Marshall  County  Medical  Society; 

14- Mason  County  Medical  Society; 


1 5- McDowell  County  Medical  Society; 

1 6- Mercer  County  Medical  Society; 

1 7- Monongalia  County  Medical 
Society;  18-Ohio  County  Medical 
Society;  19-Parkersburg  Academy  of 
Medicine;  20-Potomac  Valley 
Medical  Society;  21 -Preston  County 
Medical  Society;  22-Putnam  County 
Medical  Society;  23-Raleigh  County 
Medical  Society;  24-South  Branch 
Valley  Medical  Society;  25-Summers 
County  Medical  Society;  26-Tug 
Valley  Medical  Association; 

27- Tygart’s  Valley  Medical  Society; 

28- Western  Medical  Society  of  West 
Virginia;  29-Wetzel  County  Medical 
Society;  and  30-Wyoming  County 
Medical  Society) 

B-2,  Part  A 

Amend  CHAPTER  VI.— THE 
COUNCIL — Sec.  6 of  the  Bylaws  as 
follows:  “During  the  annual  meeting 
of  the  Medical  Association  held  in 
an  even-numbered  year,  there  shall 
be  elected  one  (1)  Councilor  from 
each  even-numbered  component 
society  to  serve  for  two  (2)  years; 
and  during  the  annual  meeting  of 
the  Medical  Association  held  in  an 
odd-numbered  year,  there  shall  be 
elected  one  (1)  Councilor  from  each 
odd-numbered  component  society 
to  serve  for  two  (2)  years.  Each 
Component  Society  which  has  twro- 
hundred  (200)  members  shall  be  en- 
titled to  two  (2)  Councilors.  For 
each  additional  one-hundred  (100) 
members  a component  society  shall 
be  entitled  to  one  (1)  additional 
Councilor. 

B-2,  Part  B 

In  computing  the  membership 
base  for  determination  of  the 
number  of  Councilors  to  which  a 
component  society  may  be  entitled, 
medical  student  members  of  the 
State  Medical  Association  shall  be 
counted  as  being  members  of  the 
component  society  listed  as  their 
residence  at  the  time  they  entered 
medical  school;  and  resident 
members  of  the  State  Medical 
Association  shall  be  counted  as  be- 
ing members  of  the  component 
society  representative  of  their  mail 


ing  address  at  the  time  they  entered 
residency  training.” 

(Note:  The  purpose  of  the 
above  amendments  is  to  assure 
representation,  at  the  Council  level, 
of  each  component  society.) 

The  current  Section  5 reads  as 
follows:  “The  State  of  West  Virginia 
shall  be  divided  into  fourteen  Coun- 
cilor Districts  with  the  following 
geographical  limits:  District  I — 
Hancock,  Brooke,  Ohio,  Marshall 
and  Wetzel  Counties;  District  II — 
Marion,  Monongalia  and  Preston 
Counties;  District  III — Morgan, 
Berkeley  and  Jefferson  Counties; 
District  IV — Mineral,  Hampshire, 
Grant,  Hardy  and  Pendleton  Coun- 
ties; District  V — Taylor,  Barbour, 
Tucker  and  Randolph  Counties; 
District  VI — Harrison  and  Doddridge 
Counties;  District  VII — Tyler, 
Pleasants,  Ritchie,  Wood,  Wirt, 
Jackson,  Calhoun  and  Roane  Coun- 
ties; District  VIII — Gilmer,  Lewis, 
Upshur,  Braxton,  Webster  and 
Nicholas  Counties;  District  IX — 
Mason,  Putnam,  Cabell,  Lincoln  and 
Wayne  Counties;  District  X— 
Kanawha,  Clay  and  Boone  Counties; 
District  XI — Fayette,  Raleigh  and 
Summers  Counties;  District  XII — 
Logan  and  Mingo  Counties;  District 

XIII —  Wyoming,  McDowell  and 
Mercer  Counties;  and  District 

XIV —  Pocahontas,  Greenbrier  and 
Monroe  Counties.” 

The  current  Section  6 reads  as 
follows:  “During  the  annual  meeting 
of  the  Medical  Association  held  in 
an  even-numbered  year,  there  shall 
be  elected  one  (1)  Councilor  from 
each  even-numbered  Councilor 
District  to  serve  for  two  (2)  years; 
and  during  the  annual  meeting  of 
the  Medical  Association  held  in  an 
odd-numbered  year,  there  shall  be 
elected  one  (1)  Councilor  from  each 
odd-numbered  Councilor  District  to 
serve  for  two  (2)  years.  Each  Coun- 
cilor District  which  has  two- 
hundred  (200)  members  shall  be  en- 
titled to  two  (2)  Councilors.  For 
each  additional  one-hundred  (100) 
members  a Councilor  District  shall 
be  entitled  to  one  (1)  additional 
Councilor. 

In  computing  the  membership 
base  for  determination  of  the 
number  of  Councilors  to  which  a 
Councilor  District  may  be  entitled, 
medical  student  members  of  the 
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State  Medical  Association  shall  be 
counted  as  being  members  of  the 
Councilor  District  of  their  residence 
at  the  time  they  entered  medical 
school.” 

C-2 

Amend  ARTICLE  VI— THE 
COUNCIL — Sec.  1,  by  deleting  the 
second  sentence  which  reads,  “A 
majority  of  the  membership  of  the 


Council  shall  constitute  a quorum,” 
and  replacing  it  with  the  following: 
“Forty-percent  of  the  membership 
of  the  Council  shall  constitute  a 
quorum.” 

(Note:  The  purpose  of  this  amend- 
ment is  to  help  assure  that  a 
quorum  of  the  Council  can  be  ob- 
tained, to  permit  the  Council  to 
take  timely  action.  If  amendments 
C-l,  B-l  and  B-2  pass,  the  Council 


will  grow  to  at  least  44  members, 
and  obtaining  a quorum  under  the 
existing  majority  requirement  will 
often  be  difficult.  Reducing  the  re- 
quirement to  the  suggested  40-per 
cent  level  still  requires  a significant 
level  of  participation  before  action 
can  be  taken,  but  hopefully  not 
such  a high  number  that  no  action 
will  be  possible  due  to  lack  of  a 
quorum.” 


Rockefeller  Award  Nominee 


Senator  Jay  Rockefeller  has  been 
nominated  by  the  West  Virginia  State 
Medical  Association  for  the 
American  Medical  Association’s  Cita- 
tion of  a Layman  for  Distinguished 
Service  Award. 

The  nomination  is  presented  to 
the  AMA  on  behalf  of  a person,  out- 
side the  medical  profession,  who 
has  faithfully  contributed  to 
medicine  through  the  advancement 
of  medical  science,  medical  educa- 
tion or  medical  care. 

“Because  of  his  strong  personal 
commitment  to  improve  the  health 
care  of  American  citizens,  we  felt 
that  Senator  Rockefeller  exemplified 
the  type  of  person  who  should 
receive  that  award,”  said  WVSMA 
President  Derrick  L.  Latos,  M.D. 

“His  high  visibility  in  Congress 
regarding  health  care  issues  added 
even  greater  credibility  to  his  sense 
of  personal  responsibility  in  ef- 
fecting important  changes  in  the 
health  care  system,”  continued 
Doctor  Latos. 

Senator  Rockefeller’s  father, 

John  D.  Rockefeller  III,  received  the 
Citation  of  a Layman  for 
Distinguished  Service  Award  in 
1969.  Other  past  recipients  of  the 
honor  include  Mr.  Leslie  Townes 
(Bob)  Hope,  Honorable  Paul  Rogers, 
Ms.  Ann  Landers,  Bill  Cosby,  Ed.D., 
Betty  Ford,  Jerry  Lewis,  etc. 

Senator  Rockefeller  commented, 
“I  am  deeply  honored  that  the 
WVSMA  has  nominated  me  for  this 
award.  It  means  even  more  to  me 
because  my  father  received  this 
award.” 


In  his  nomination  letter, 

Stephen  D.  Ward,  M.D.,  wrote,  “In 
exhibiting  his  dedicated  concern  for 
the  human  condition  and  devotion 
to  public  service,  John  D. 

Rockefeller  IV  has  contributed 
mightily  to  the  achievement  of  the 
ideals  of  American  Medicine  and  to 
traditions  of  the  family  into  which 
he  was  born.”  Doctor  Ward, 
Wheeling,  is  an  AMA  Delegate. 

Because  of  his  continued  atten- 
tion to  health  care  issues  and 
policies,  Senator  Rockefeller  is  now 
one  of  the  leading  congressional 
authorities  on  this  vast  subject. 

Expand  Access 

“As  health  care  moves  to  center 
stage  in  the  national  policy  arena, 

I will  continue  to  push  for  policies 
that  expand  access  to  needed 
services,  promote  the  quality  of  care 
and  provide  as  much  support  as 
possible  to  the  doctors,  nurses, 
hospitals  and  nursing  homes  on 
whom  patients  depend,”  said 
Rockefeller. 

“Through  my  work  with  the 
Medicare  and  the  Long  Term  Care 
Subcommittee,  the  National  Com- 
mission on  Children  and  the  Pepper 
Commission  on  Health,  1 have  come 
face-to-face  with  many  of  the  issues 
that  are  a daily  fact  of  life  for  all 
physicians.  I have  become  com- 
pletely determined  to  do  everything 
possible  to  make  sure  that  basic,  af- 
fordable health  care  is  accessible  to 
every  one  in  America,"  he 
continued. 


Michael  M.  Stump,  Elkins  physi- 
cian and  WVSMA  President-Elect, 
commented,  “It  is  my  opinion  that 
Senator  Rockefeller  has  taken  a great 
interest  in  the  health  care  field  out 
of  a sense  of  deep  and  abiding  com- 
passion for  human  beings.  He 
recognizes  that  health  care  is 
one  of  the  pressing  social  and 
economic  issues  facing  our  country 
today.” 

This  award  is  given  by  the  AMA 
at  its  Annual  Meeting  in  Chicago. 
Each  state  medical  association  is 
given  the  opportunity  to  present 
candidates.  This  recommendation  of 
Senator  Rockefeller  for  the  1991 
award  is  the  first  time  the  WVSMA 
has  made  such  a nomination. 

According  to  Clarksburg  physi- 
cian Cordell  A.  De  La  Pena,  WVSMA 
Councilor  at  Large,  Senator 
Rockefeller  has  a good  chance  of 
receiving  the  award  from  AMA. 
“Senator  Rockefeller  is  a friend  of 
medicine,”  commented  Doctor  De 
La  Pena.  “He  is  seriously  looking 
into  the  problems  facing  the  health 
care  field  including  the  uninsured, 
tort  reform  and  the  high  cost  of 
medical  care  today.  He  has 
demonstrated  his  vast  understanding 
of  what  confronts  the  delivery  of 
medical  care.” 

Doctor  Latos  remarked,  “At 
a time  when  American  medicine 
and  politics  are  becoming  increas- 
ingly intertwined,  there  is  little 
question  that  Senator  Rockefeller  is 
good  medicine  for  our  country’s 
health.” 
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Continuing 

Education 

Programs 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  part  of  1990.  The  pro- 
grams were  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  Director 
of  Continuing  Medical  Education; 
Brenda  McGregor,  WVU  Outreach 
Coordinator,  Continuing  Medical 
Education;  Katharine  Terrie,  Program 
Manager,  WVU  Charleston  Division; 
and  Sharon  Hall,  Director  of  Conti- 
nuing Education,  Charleston  Area 
Medical  Center  (also  in  charge  of 
WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other 
national,  state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME  ac- 
tivities may  be  obtained  by  calling 
Doctor  Chick  at  (304)  696-7018; 
McGregor  (304)  293-3937;  Terrie, 
(304)  347-1363;  and  Hall,  (304) 
348-9580. 

CAMC/WVU  Health  Sciences 
Center-Charleston 

Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (*)/WVU  Health 

Sciences  Center-Charleston  (A) 

(Check  locally  for 
additional  information) 


CME  Outreach 
Programs 

Fairmont,  ★ Fairmont  Clinic,  1 
P.M. — June  20,  Principles  of 
Chemotherapy,  Peter  Raich,  M.D. 

Gassaway,  □ Braxton  County  Mem- 
orial Hospital,  6:30  P.M. — June  6,  In- 
fection Control,  Elizabeth  Funk, 
M.D.  (A) 

Grantsville,  □ Calhoun  General 
Hospital,  1 P.M. — June  11  (nursing), 
PCAs,  Karlene  Pietranton,  R.N.  (•) 
June  28,  6 P.M.  (physicians) 
Pulmonary  Assessment,  John  Chap- 
man, M.D.  (•) 

Hurricane,  □ Putnam  General 
Hospital,  8:30  A.M. — Hodgkins  Lym- 
phoma, James  Preville,  M.D.  (•) 

Logan,  □ General  Hospital,  11:30 
A.M. — June  (no  program)  (•) 

Madison,  □ Boone  Memorial 
Hospital,  6:30  P.M. — June  12,  Cardiac 
Rehabilitation,  David  Blair,  Ph.D.  (A) 

Man,  □ Appalachian  Regional 
Hospital,  7 P.M. — June  19  (tba)  (•) 

Montgomery,  □ General  Hospital, 
12  P.M. — June  (no  program)  (•) 

New  Martinsville,  ★ Wetzel  Co. 
Hospital,  11:30  A.M. — June  14,  Bowel 
& Bladder  Control  in  the  Older  Pa- 
tient, Mark  Newbrough,  M.D. 


Oak  Hill,  □ Plateau  Medical  Center, 
7 P.M. — June  14,  Emergency  Manage- 
ment of  Eye  Injuries,  Richard  Rashid, 
M.D.  (A) 

Point  Pleasant,  □ Pleasant  Valley 
Hospital,  Noon— June  28,  Update  on 
Endometriosis,  Paul  Fulcher,  M.D.  (•) 

Ripley,  □ Jackson  General  Hospital, 
12  Noon — June  8 (topic  tba),  Ned 
Tiley,  M.D.  (•) 

Ronceverte,  □ Humana  Hospital 
Greenbrier  Valley,  1 P.M. — June  20 
(tba)  (•) 

Spencer,  □ Roane  General  Hospital, 
12:30  P.M.— June  19  (tba)  (•) 

Summersville,  □ Summersville 
Memorial  Hospital,  6 P.M. — June  5, 
Emergency  Management  of  Poison- 
ed Patients,  Gregory  Wedin, 
Pharm.D.  (A) 

Waynesburg,  PA,  ★ Greene  County 
Memorial  Hospital,  7 P.M. — June  26, 
Thrombolytic  Therapy,  Abnashjain, 
M.D. 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  11  A.M. — June  27, 
Evaluation  of  Hematuria  in  the 
Pediatric  Patient,  Myra  Chiang,  M.D. 
(A) 

White  Sulphur  Springs,  □ Green- 
brier Clinic,  4 P.M. — June  19, 
Diabetic  Retinopathy,  Richard 
Rashid,  M.D.  (A) 

Williamson,  □ Williamson  Memorial 
Hospital,  6 P.M. — June  21,  Emergen- 
cy' Management  of  Poisoned  Patients, 
Gregory  Wedin,  Pharm.  D.  (A) 


" NOTHING  SERIOUS...  Tusttme  COST  oFiiViNG.  " 
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Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L.  HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


11  When  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician,  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result,  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
1'800'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Because  safety 

cannot  be  taken  for  granted 

in  H 2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H 2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heats  duodenal  ulcer 
rapidly  and  effectively45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1 .  USP  PI  Update.  September/ October  1988.  p 120 
2 Br  J Clin  Pharmacol  1985:20  710-713 
3.  Data  on  file.  Lilly  Research  Laboratories 

4 Scand  J Gastroenterol  1987.22(suppl  136)  61-70 

5 Am  J Gastroenterol  1989.84  769-774 


AXID" 

nizatidine  capsules 

Brief  Summary  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1 Active  duodenal  ulcer -lor  up  to  eight  weeks 
ol  treatment.  Most  patients  heal  within  tour  weeks. 

2.  Maintenance  therapy- tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ot  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hrreceptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Mulbsbx’ 
may  occur  during  therapy. 

Drug  Interactions  -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytom,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  pabents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility  -A  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaftin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conbols  and  evidence  of  mild  liver  m|ury  (bansaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genedc  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  mzabdme  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Ettects-Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  ot  impaired  fertility  or  teratogenic  effect  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  beated  rabbits  had  abortions, 
decreased  number  of  live  tefuses,  and  depressed  fetal  weights.  On  intra- 
venous admimstrabon  to  pregnant  New  Zealand  White  rabbits,  mzabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-conbolled  studies  in  pregnant  women,  it  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  dunng 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrabons.  Because  of  growth  depression  in  pups  reared  by  beated 
lactabng  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  L/se-Safety  and  etfecbveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients -Healing  rates  in  elderly  pabents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcben. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-conbolled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a vanety  of  less 
common  events  was  due  to  the  drug. 
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Wepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500 IU/L)  in  SG0T 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
ef  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significandy  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalides  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular  -In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

CNS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne-Climcat  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  mzabdine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic-Fatal  thrombocytopenia  was  reported  in  a pabent 
beated  with  mzabdine  and  another  ^-receptor  antagonist  This  pabent 
had  previously  expenenced  thrombocytopenia  while  taking  other  drugs 
Rare  cases  ot  thrombocytopenic  purpura  have  been  reported. 

Integumental-Sv/eating  and  urticaria  were  reported  significantly 
more  frequently  in  nizabdine-  than  in  placebo-beated  pabents.  Rash  and 
exfoliabve  dermabbs  were  also  reported. 

Hypersensitivity -As  with  other  Hrreceptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed.  Hrreceptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensibvily  reacbons 
(eg,  bronchospasm.  laryngeal  edema,  rash,  and  eosrnophilia)  have  been 
reported. 

Of/ier-Hyperuricemia  unassociated  with  gout  ot  nephrolithiasis  was 
reported.  Eosrnophilia  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [091289) 

AddiOonat  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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3-7 — Am  Assoc,  of  Immunologists,  New 
Orleans. 


19 — Head  & Neck  Lecture  Series  IV  (Eye 
& Ear  Clinic  of  Charleston,  Inc.,  Dept,  of 
Surgery,  WVU  Health  Sciences  Center, 
Charleston  Division.) 

21 — Highlights  of  the  VI  International  Con- 
ference on  AIDS  & the  National  AIDS 
Education  Initiative  (by  registration,  AIDS 
Satellite  Television  Network). 

24-28 — AMA  Annual  Meeting,  Chicago. 

27-30 — Am.  Academy  of  Child  & Adoles- 
cent Psychiatry,  Boston. 

July 

7 — WVSMA  / CNA  Loss  Control  Seminar 
(First  Generation),  Morgantown 

16- 19 — Am.  Orthopedic  Society  for  Sports 
Medicine,  Sun  Valley,  Idaho. 

17 -  Head  & Neck  Lecture  Series  IV  (Eye 
& Ear  Clinic  of  Charleston,  Inc.,  Dept,  of 
Surgery,  WVU  Health  Sciences  Center, 
Charleston  Division.) 

August 

15- 19 — 123rd  Annual  Meeting,  WV 
State  Medical  Assoc.  White  Sulphur 
Springs. 

18- 24 — Society  of  Magnetic  Resonance  in 
Medicine  (9th),  New  York  City. 

September  

6- 8 — Am  Academy  of  Facial  Plastic  & 
Reconstructive  Surgery,  San  Diego,  Calif. 

7 —  W.  Va  Urological  Society,  Morgan- 
town. 

16-  19 — Am.  College  of  Emergency  Physi- 
cians, San  Francisco. 

October 


7-1 1 — Am.  Academy  of  Family  Physicians, 
Dallas. 

7-12 — Am  College  of  Surgeons,  San 
Francisco. 


For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 


Poetry  Corner 


Freedom  Fighter 

The  round  began. 

I was  ready. 

I put  my  steed 
Into  high  speed 

And  rushed  to  meet  my  adversary, 

A gargantuan  specimen 
With  long  arms  reaching  out 
To  bar  me  if  he  can 
From  my  determined  way. 

This  is  my  land, 

My  freedom,  not  to  be  enslaved 
By  you  and  your  ilk, 

Standing  shoulder  to  shoulder 
against  the  sky. 

A smaller  one 

Who  could  not  reach  me  with  his 
arms 

Tripped  me — Foul,  I cried, 

And  regaining  balance, 

Some  loss  of  pride, 

Turned  to  make  a second  run. 

The  giant  slashed  me  just  above  the 
eyes. 

Sweep  of  my  hand  across  my  head 
Revealed  the  wet  was  sweat,  not 
blood. 

Another  poked  my  eye 

As  if  to  blind  me 

In  this  second  round  of  fighting. 

Round  three  they  had  retreated, 

Or  was  it  I retreating  from  attack ? 
The  battle  was  over  for  this  day, 

But  we  both  knew  that  we'd  be 
back — 

The  encroachers  to  continue  their 
encroaching. 

The  freedom  fighter  to  protect  his 
land. 

Mowing  lawn  at  the  edge  of  the 
wood 

Is  only  for  the  brave. 

Robert  L.  Smith,  M.D. 
Morgantown 


On  Being  a Kid 

What  in  the  world  is  she  going  to 
fix 

For  that  boy  to  eat — you  know  he 
just  turned  six 

Vegetables  for  sure  are  inedible 
starches 

Except  potatoes — sliced — and  cook- 
ed under  Arches! 

Milk — ugh — that's  for  babies — and 
calves — and  a cat! 

Colas  and  cookies!  Now  that's 
where  it's  at. 

Now  meat,  you  know,  is  practically 
taboo 

But  there's  one  little  thing  she  could 
never  see  through 

How  a piece  of  steak,  or  chicken  or 
turkey 

Could  be  turned  down  for  a piece 
of  jerky 

Cooked  in  a spoon. 

She  is  almost  to  the  point  of  just 
giving  in 

And  cooking  his  burgers,  and 
potatoes  cut  thin. 

She  will  just  put  some  Arches  over 
her  kitchen  door 

Take  orders  through  the  window, 
put  sawdust  on  the  floor 

We'll  call  it  Granny's  Cafe,  and  far 
into  the  night 

Till  the  grass  is  wet  with  dew — 
we'll  hear  these  words  ringing — 
Burn  one  ....  Burn  two! 

J.  Paul  Aliff,  M.D. 

Scott  Depot 


We  request  physician  contributions  to 
Poetry  Corner.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.D., 
Editor,  The  West  Virginia  Medical  Jour- 
nal, Box  4106,  Charleston,  WV  25364. 
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JOIN  US 


123RD  ANNUAL  MEETING 
OF  THE 

West  Virginia  State  Medical  Association 


The  Greenbrier 


AUGUST  15-18,  1990 

JOINT-SPONSORS 

West  Virgina  University  School  of  Medicine 
Marshall  University  School  of  Medicine 

COMPLETE  PROGRAM  WILL  APPEAR  IN  AUGUST  ISSUE  OF  THE  JOURNAL 

PROGRAM  COMMITTEE:  James  L.  Comerci,  M.D.  of  Morgantown,  Chairman;  and  Drs. 

Graciano  Cendana,  Charleston;  Thomas  H.  Chang,  Clarksburg;  James  L.  Bryant,  Clarksburg;  C.  Richard 
Daniel,  Beckley;  Michael  J.  Lewis,  Morgantown;  Michael  A.  Morehead,  Parkersburg;  Maurice  A.  Mufson, 
Huntington;  Edward  Pinney,  Martinsburg;  Mabel  Stevenson,  Huntington  and  Michael  Stump,  Elkins. 

REGISTRATION  FEE  is  $25  for  WVSMA  members  and  $150  for  non-members.  Please  make 
check  payable  to  "WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION". 

ACCREDITATION:  Information  relative  to  the  number  of  Category  1 CME  credit  hours  approved 
for  the  meeting  will  be  publicized  in  an  upcoming  issue  of  The  Journal  and  WESGRAM. 


WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
123RD  ANNUAL  MEETING 
AUGUST  15-18,  1990 
THE  GREENBRIER  HOTEL 
WHITE  SULPHUR  SPRINGS,  WV 

ADVANCE  REGISTRATION  FORM 

Fees:  Physician  Members  $25  Physician  Non-Members  $150 Physician  Assistants 

_ Students, Residents, Nurses  (No  Charge) 


Name 

(Print  or  Type) 

Address 

City 

State 

Zip 

Specialty  Daytime  Phone 


Make  Check  Payable  to  WVSMA  and  mail  completed  form  to: 
West  Virginia  State  Medical  Association 
PO  Box  4106 
Charleston,  WV  25364 
(304)  925-0342 


County 

Society 


mcdowell 

A talk  on  “Hypertension”  was  given 
by  Steven  Heifter,  M.D.,  of  Lewis- 
burg  during  the  meeting  of  the 
McDowell  County  Medical  Society 
March  14  in  Welch  at  the  Bonanza. 

It  was  announced  that  a FAX 
machine  is  available  for  Society  use 
at  Welch  Emergency  Hospital 
through  Mary  Parker. 

The  Society  met  again  April  18 
at  Welch  Emergency  Hospital. 

As  Jeffrey  P.  Palmer,  M.D., 
Secretary,  will  be  leaving  the  state  in 
July,  it  was  voted  to  make  Charles  E. 
Michaelis,  M.D.,  Secretary-Treasurer. 

The  Society  approved  donations 
to  the  McDowell  County  Public 
Library,  McDowell  County  Humane 
Society,  the  local  Mission  Ministries, 
and  a matching  donation  of  the 
Auxiliary  to  AMA-ERF. — Jeffrey  P. 
Palmer,  M.D.,  Secretary. 


96%  of  patients 
don't  ask  about 
their  medicines,1 
but  72%  want  more 
information.2 


Don't  disappoint  them 


Write  for  a free  "Talk  About  Prescriptions"  Month  Guide 
containing  “how-to”  ideas  and  reproducible  patient  handouts  to: 

The  National  Council  on  Patient  Information  and  Education 

^ ^ 666  11th  Street,  NW,  Suite  810 
^ ^ Washington,  D.C.  20001 

1 FDA  survey.  “Patient  Receipt  of  Rx  Drug  Information",  1983 
“ A Study  of  Attitudes,  Concerns,  and  Information  Needs  for  Rx  Drugs 
and  Related  Illnesses,  CBS  Television  Network  Consumer  Model  Survey,  1983 


NORTH  CAROLINA 

• Full  Partnership  • Expanding  Practice 

• One-in-three  Call  • Exceptional  Earnings  Potential 

• Early  partnership  with  a BC  OB/GYN  in  a well-established,  growing  practice 

• Well-equipped  office  and  hospital  offers  advanced  OB/GYN  practice 

• Outstanding  lifestyle  in  medium-sized  community  near  Charlotte 

• Excellent  medical  environment,  low  malpractice,  low  unemployment 

Respond  to:  Mark  Prosperi 

Cejka  & Company 

1034  S.  Brentwood  Blvd. 

St.  Louis,  MO  63117 

1-800-776*5776 
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"...the  only  operative 
facility  I've  seen  that 
can  handle  the  turnover 
from  one  case  to  the 
next  so  efficiently." 


Less  is  always  more  when  it  comes  to 
same-day  surgery  at  Charleston 
SurgiCare  Center  and  Women  & 
Children's  SurgiCenter.  Less  waiting  time, 
less  recovery  time  and  less  anxiety  on 
the  patient's  part. 

Your  patients  also  receive  more 
attention  from  our  experienced  staff 
than  anywhere  else  in  town.  That 
translates  to  greater  efficiency  and 
much  more  satisfaction  all  the  way 
around. 

Don't  settle  for  less.  Our  scheduling  is 
prompt,  our  staff  skilled  and  our  facilities 
well  equipped.  And  because  you  do 
have  a choice,  we  want  to  make  sure 
we're  your  best  choice. 


Ward  Maxson,  M.D. 


Charleston  SurgiCare  Center 

3200  MacCorkle  Ave.,  S.E. 
Charleston,  WV  25304 
Phone:  (304)  348-9556 


Women  & Children’s  SurgiCenter 

830  Pennsylvania  Ave. 

Charleston,  WV  25302 
Phone:  (304)  347-9575 


Affiliated  with 

Charleston  Area  Medical  Center 


A delicate  balance. 


Everyone  is  a patient  at  one 
time  or  another. 

Vulnerable. ..dependent 
upon  a nurse,  a physician,  a 
hospital.  That's  why  we 
take  our  part  in  providing 
Major  Medical,  Term  Life, 
and  Disability  Income 
coverage  seriously.  The  key 
is  to  balance  the  quality 
and  cost  of  healthcare 
practices.  At  McDonough 
Caperton,  we  take  it  upon 
ourselves  to  help 
physicians,  clinics,  and 
hospitals  strike  that 
delicate  balance. 

Call  Us.  1-800-344-5139 
Extension  708 


McDonough 

Caperton 

Insurance 

Group 

7IK 


Service 

is  the  cornerstone 
of  our  business. 


■ 


m 


Corporate  Headquarters  One  Hillcrest  Drive,  East,  P.O  Box  1551, Charleston,  WV  25326-1551,  Telephone:  (304)  346-0611  Fax.  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


Health  Sciences 
Center  News 


yc 


West  Virginia 
University 


Compiled  from  material  furnished  by  the  Health 
Sciences  Center  News  Service,  Morgantown, 

W VA.  Health  Sciences  Center  News 


Albrink  Scholar 
Award  Lecturer 

Margaret  J.  Albrink,  M.D.,  Professor 
of  Medicine,  delivered  the  Benedum 
Distinguished  Scholar  Award  Lec- 
ture at  WVU  Health  Sciences  Center 
in  April.  Doctor  Albrink  lectured  on 
“Coronary  Artery  Disease  and 
Triglycerides:  A Thrice  Told  Tale.’’ 

Doctor  Albrink  joined  the 
faculty  in  1961  and  became  the  first 
woman  full  professor  at  WVU 
Medical  School.  Throughout  her 
professional  life  she  has  applied  her 
interest  in  biochemistry,  medicine 
and  public  health  to  the  problem  of 
coronary  artery  disease. 

Her  research  was  the  first  to 
show  that  serum  triglycerides  are  a 
risk  factor  for  coronary  artery 
disease.  She  and  her  colleagues  have 
also  documented  how  environ- 
mental and  genetic  factors  affect 
triglyceride  levels. 

Doctor  Albrink’s  other  honors 
include  a Research  Career  Award 
from  the  National  Institutes  of 
Health  and  the  McCollum  Award  of 
the  American  Society  for  Clinical 
Nutrition. 

Elliot  Chideckel,  M.D.,  WVU 
Professor  of  Medicine,  presented 
the  award  and  summarized  Doctor 
Albrink's  career. 

“She  is  internationally 
renowned  as  a superb  researcher, 
and  here  at  the  medical  school  she 
is  revered  for  her  tremendous 
talent,  good  humor,  intelligence  and 
enthusiasm  for  new  ideas,”  he  said. 


Kotchen  on  Test 
Committee  of  Board 

Theodore  A.  Kotchen,  M.D.,  has 
been  appointed  to  the  Part  II 
Medicine  Test  Committee  of  the  Na- 
tional Board  of  Medical  Examiners. 


Doctor  Kotchen  is  Chair  of  the 
Department  of  Medicine  and  also 
the  Flink  Professor  of  Medicine. 

The  National  Board  provides 
for  uniform  standards  for  the 
measurement  of  the  knowledge  and 
competency  of  medical  students 
and  physicians.  The  Medicine  Test 
Committee  provides  professional  ex- 
pertise in  the  design  and  develop- 
ment of  examinations  which  are  re- 
quired by  licensing  authorities. 

Doctor  Kotchen,  who  was 
educated  at  Harvard  and  at  the  Case 
Western  Reserve  medical  school, 
has  chaired  the  Department  of 
Medicine  since  1987. 


Rockefeller  Speaks 
at  Dedication 

U.S.  Senator  Jay  Rockefeller  was  the 
guest  speaker  at  the  dedication  of 
the  Physician  Office  Center  at  the 
WVU  Health  Sciences  Center  in 
April. 

Rockefeller  shared  the  podium 
with  Robert  G.  Petersdorf,  M.D., 
President  of  the  Association  of 
American  Medical  Colleges,  who 
delivered  the  dedicatory  address. 

The  $24. 5-million,  127,000- 
square  foot  building,  connected  by 
pedestrian  bridges  to  WVU’s  Ruby 
Memorial  Hospital,  was  built  by 
University  Health  Associates  to  pro- 
vide West  Virginians  with  easy  ac- 
cess to  the  240-plus  physicians  on 
the  University  faculty  who  offer 
primary  and  specialty  health  care. 

Rockefeller’s  presence  on  the 
dedication  program  reflects  the  im- 
portance of  the  new  facility  to  the 
entire  state,  said  Robert  D’Alessan- 
dri,  M.D.,  Dean  of  the  WVU  School 
of  Medicine.  While  many  of  the 
160,000  patients  expected  to  seek 
treatment  at  the  Physician  Office 
Center  each  year  are  residents  of 
the  Morgantown  area,  a substantial 
proportion  are  referred  to  WVU 


physicians  by  doctors  elsewhere  in 
the  state. 

Medical  education  at  WVU  is  in 
transition  from  an  inpatient-based 
system  to  an  outpatient  orientation, 
according  to  Doctor  D’Alessandri. 
The  change  reflects  a pattern  in 
general  medical  practice,  shifting 
toward  shorter  and  fewer  hospital 
stays  and  more  sophisticated  out- 
patient treatment. 

Rockefeller,  as  Chair  of  the 
bipartisan  Pepper  Commission  on 
the  future  of  health  care  in  the 
United  States,  has  emerged  in  recent 
months  as  a major  national 
spokesman  on  health  issues. 

Doctor  Petersdorf  leads  the 
Washington,  D.C. -based  organiza- 
tion which  represents  all  127  U.S. 
medical  schools  and  their  students, 
435  major  teaching  hospitals  and 
more  than  80  medical  societies. 


65-Plus  Clinic 
Named  for  Laidley 

WVU  dedicated  the  Bradford  B. 
Laidley  65-Plus  Clinic  in  May. 

The  65-Plus  Clinic,  established 
in  1988,  was  renamed  in  recogni- 
tion of  a substantial  contribution  to 
the  program  made  by  retired 
Morgantown  businessman  Bradford 
B.  Laidley. 

The  clinic  is  a project  of  the 
WVU  School  of  Medicine,  the 
School  of  Social  Work,  the  Geront- 
ology Center  and  University  Health 
Associates,  and  is  directed  by  David 
Z.  Morgan,  M.D. 

Laidley  is  a 1915  graduate  of 
WVU  who  has  remained  an  active 
participant  in  Morgantown  com- 
munity affairs  since  establishing  a 
business  here  shortly  after  World 
War  I.  Edward  J.  Skriner,  President 
and  CEO  of  First  National  Bank  of 
Morgantown,  delivered  the  dedica- 
tion address.  Laidley  has  been  a 
member  of  First  National’s  Board  of 
Directors  for  more  than  50  years. 
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Try  us... 

We’re  friendly... 

We’re  full  service. 

And  we  care  about  You  and  your  business 
without  any  “shuffle”. 


RMI,  Ltd.  offers  all  lines  of  insurance 
including  property  and  casualty.  We  work 
with  many  insurance  companies  to  provide 
you  with  the  most  comprehensive  coverage. 


Please  call  one  of  our  insurance  specialists 
today.  And  rest  insured. 


Tired  of  Doing  the  Insurance 
Agency  Shuffle? 


P.O.  Box  1126  Charleston,  WV  25324 
304-346-3024. 

In  Clarksburg,  304-623-0696. 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Gait  and  Balance 
Clinic  Started 

Falls  are  a serious,  sometimes  dead- 
ly, hazard  for  elderly  people.  MU 
School  of  Medicine  has  started  West 
Virginia’s  first  clinic  dedicated  to 
preventing  such  falls  and  the 
economic  and  quality-of-life  hard- 
ships they  create. 

The  Gait  and  Balance  Clinic, 
directed  by  Dr.  Rabah  Boukhemis, 
operates  through  Marshall’s  Hanshaw 
Geriatric  Center. 

Doctor  Boukhemis  said  a scien- 
tific study  found  that  nearly  one 
third  of  people  over  age  65  fall  at 
least  once.  One  per  cent  of  those 
who  fall  fracture  their  hips;  of  those 
with  hip  fractures,  one  fifth  die 
within  six  months. 

Furthermore,  he  said,  elderly 
people  who  have  fallen  once  are 
more  likely  to  fall  again. 

Prevent  Falls 

Clinics  such  as  Marshall’s  have  pro- 
ven effective  in  preventing  falls,  he 
added.  He  cited  a study  showing 
that  for  fall  victims  who  participated 
in  such  clinics,  more  than  three 
fourths  did  not  fall  again  in  the  year 
after  their  treatment. 

Boukhemis  said  that  the  Gait 
and  Balance  Clinic  should  prove 
especially  valuable  for  elderly  peo- 
ple who  have  fallen  within  the  last 
year,  who  suffer  from  osteoarthritis, 
or  who  are  not  physically  fit. 

“Falls  are  a multifactorial  pro- 
blem, and  it  often  is  difficult  to  pin- 
point the  factor  or  factors  involved,” 
he  said.  “Intrinsic  factors  such  as 
musculoskeletal  problems, 
neurological  problems,  or  use  of 
multiple  medications  play  a role.  En- 
vironmental factors  such  as  rugs, 
stairs,  poor  lighting  and  lack  of  grab 
bars  may  also  contribute  to  falls.  We 
work  on  the  problems  we  can  pre- 
vent.” 


Doctor  Boukhemis  said  patient 
evaluations  include  a medical  ex- 
amination, a good  neurological  ex- 
am, assessments  of  muscle  strength, 
joint  strength  and  range  of  motion, 
and  a review  of  medications. 

The  evaluations  also  include  a 
simple  but  revealing  “get  up  and 
go”  test,  in  which  the  patient  stands 
and  walks  across  the  room,  then 
returns.  “By  observing  patients,  we 
can  see  whether  they  become  dizzy 
when  they  stand  up,  how  long  their 
strides  are,  whether  their  gait  is  nar- 
row or  wide,  whether  they  sway 
when  they  walk,  whether  they  can 
stand  steady  with  their  eyes  closed, 
and  whether  they  have  a good 
‘righting  reflex’  when  they  are  off 
balance,”  he  said.  “We  also  can  look 
for  problems  in  how  a patient  turns 
around  or  sits  down.” 

Doctor  Boukhemis  and  con- 
sulting specialists  then  can  help  pa- 
tients overcome  their  individual  pro- 
blems. For  some,  changes  in  medica- 
tion are  needed  to  reduce  muscle 
rigidity  or  spasticity.  Others  may 
need  physical  therapy,  treatment  for 
vision  or  hearing  problems,  or 
assistance  from  other  specialists. 

The  strongest  opportunities  for 
prevention,  he  said,  are  limiting 
medications,  correcting  any 
neurological  problems  that  can  be 
corrected,  and  working  with  the 
musculoskeletal  system  to  strengthen 
muscles  and  correct  range  of 
motion. 

Fitness  a Key 

General  fitness  is  one  of  the  greatest 
keys  to  fall  prevention,  Doctor 
Boukhemis  said.  “I  believe  that  if 
people  are  more  fit,  there  is  less 
tendency  to  fall,”  he  observed.  “We 
all  lose  fitness  with  increasing  age, 
but  an  appropriate  exercise  program 
can  offset  that  loss.  Certainly,  people 
in  their  60s  and  70s  can  increase 
their  level  of  fitness.  It  is  important 
to  keep  active.” 

More  information  about  the 
Gait  and  Balance  Clinic  is  available 
through  the  Hanshaw  Geriatric 
Center,  526-9110. 


Applications  Taken 
For  Nursing  Program 

MU  is  accepting  applications  for  its 
new  master  of  science  in  nursing — 
family  nurse  practitioner  program, 
according  to  School  of  Nursing 
Dean  Carolyn  Gunning. 

The  program  is  the  only  one  in 
the  state  specifically  designed  to 
educate  family  nurse  practitioners. 
Marshall  is  especially  looking  for 
rural  nurses  who  want  to  expand 
their  skills  and  then  return  home  to 
practice,  Doctor  Gunning  said. 

“West  Virginia’s  health-care 
delivery  system  is  overwhelmed  at 
this  point,”  Doctor  Gunning  said. 
“There  simply  are  not  enough  peo- 
ple providing  primary  care,  the 
kind  of  care  people  need  for  their 
day-to-day  health-care  needs. 

“The  Legislature  took  a very 
strong  interest  in  using  family  nurse 
practitioners  to  help  meet  these 
needs,  and  it  provided  the  funding 
necessary  to  begin  our  program.” 

Up  to  30  students  will  be  ac- 
cepted into  the  program,  which 
starts  this  fall. 

Marshall’s  program  will  focus 
heavily  on  advanced  clinical  prac- 
tice. Students  will  receive  advanced 
training  in  such  skills  as  physical 
assessment  and  diagnosis,  manage- 
ment of  health  problems,  health 
promotion  and  health  education. 

In  addition,  students  will  spend 
their  final  semester  in  an  internship, 
which  they  can  arrange  to  perform 
in  their  home  community,  provided 
there  is  adequate  supervision.  Nurs- 
ing faculty  members  will  work 
closely  with  individual  students  to 
help  develop  the  family  nurse  prac- 
titioner role  in  their  home 
communities. 

Information  is  available  from 
the  School  of  Nursing  at  696-5270. 
The  application  deadline  is  June  1; 
if  space  is  available,  additional  ap- 
plications will  be  considered  until 
July  20. 
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Family  therapy 
for  colic 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.' 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


ro  O' ' > ' 1 1 1 ro  Oi  i i i i i i 

^ 1234567^1234567 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  = Not  significant  *p<  0 05  tf><  002  tp<  0.01 

Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


NEW 


Phazyme 

l»«/\r\f  (simethicone/ 
L/lUUj  antigas) 

Helps  you  through 
the  colic  phase. 


1.  Kanwaljit  SS.  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic 
Practitioner  1988:232:508 


rg. 


REED  & CARNRICK 

Piscataway,  NJ  08855  ©1989  Reed  & Carnrick 


PZ24 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 


Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 

USAF  HEALTH 
PROFESSIONS 

STATION-TO-STATION 

COLLECT 

804-276-0459 


The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 

\ 

Write  “Brand  necessary”  or 

“Brand  medically  necessary.” 

v J 


Specify 


The  cut  out  "V  design  is  a registered  trademark  of  Roche  Products  Inc 


The  one  you  know  best. 


2-mg 


5-mg 


10-mg 


scored  tablets 


Roche  Products 

Roche  Products  Inc. 

Manati.  Puerto  Rico  00701 


Copyright  © 1990  by  Roche  Products  Inc. 
All  rights  reserved. 


Charles  M.  Cooper,  M.D.  Morgan  E.  Scott,  M.D.  Neil  P.  Dubner,  M.D.  Arthur  E.  Kelley,  M.D.  Basil  E.  Roebuck,  M.D. 


Don  L.  Weston,  M.D.  Orren  LeRoyce  Royal,  M.D.  G.  Paul  Hlusko,  M.D.  D.  Wilfred  Abse,  M.D.  Ronald  L.  Myers,  M.D.  Hal  G.  Gillespie,  M.D. 


Greek  poet  Theocritus  said  it.  The  eleven  men 
who  comprise  the  Active  Medical  Staff  of  Saint 
Albans  Hospital  practice  it.  Every  day. 

They  combine  years  of  study  and  experience 
to  bring  patients  the  best  available  care  for  emo- 
tional and  psychological  troubles.  Their  special 
interests  cover  the  broadest  spectrum  of  psychiatric 
treatment,  resulting  in  both  adult  and  adoles- 
cent programs  for  chemical  dependency,  eating 


disorders,  phobias  and  anxieties,  and  pain 
management. 

Our  doctors  lead  a large  group  of  professionals 
and  volunteers  who  make  compassion  and  expert 
care  a way  of  life.  Saint  Albans. Today  and  for  the 
past  74  years  we  are 

concerned,  above  Soiflt  AlboflS 

"S.  ^51  Psychiatric  Hospital 

Radford,  Virginia  (703)  639-2481 


Classified 


PRIMARY  CARE  PRACTICE  OPPORTUNITY: 

Opening  available  July  1,  1990,  for  a BC-BE 
Family  Practitioner  interested  in  a rural  non- 
hospital based  family  practice,  for  Monroe 
Health  Center,  Union  (Monroe  County),  West 
Virginia.  A modern  facility,  equipped  with  full 
laboratory,  X-ray  and  excellent  support  staff. 
Monroe  county  is  a beautiful  rural  communi- 
ty, located  25  miles  south  of  the  famous 
Greenbrier  Hotel  in  White  Sulphur  Springs. 
Salary  plus  comprehensive  benefit  package 
including  paid  malpractice.  For  more  infor- 
mation write  to:  Shirley  Neel,  Monroe  Health 
Center,  PO  Box  590,  Union,  West  Virginia 
24983,  or  call  (304)772-3064. 


102-BED  HOSPITAL  in  Western  New  York,  of- 
fering cash  collected  first-year  minimum  in- 
come of  $80,000,  6 months’  office  overhead, 
and  malpractice.  OB/GYN’s  provide  sub- 
specialty backup.  Possible  University  affilia- 
tion. Call:  Wanda  Parker  at  (800)  221-4762,  or 
collect  (212)  599-6200.  E.G.  Todd  Associates, 
535  Fifth  Avenue,  New  York,  NY  10017 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  orthopedic 
surgeon  for  rapidly  growing  practice.  Salary 
of  $130,000,  malpractice,  other  benefits.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect 
(212)  599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


WESTERN  PENNSYLVANIA  practice-solo, 
with  four  other  Family  Practitioners  for  call. 
Cash  collected  first-year  minimum  income 
guarantee  of  $85,000,  first  six  months’  office 
overhead  fully  paid.  104-bed  hospital,  43,000 
annual  admissions,  37-member  staff.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect, 
(212)599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  general 
surgeon.  Salary  of  $100,000,  office  overhead, 
malpractice,  other  benefits.  Call:  Wanda 
Parker,  at  (800)221-4762,  or  collect,  (212) 
599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  Pediatrician. 
Salary  of  $75,000,  office  overhead,  malprac- 
tice, other  benefits.  Call  Wanda  Parker  at  (800) 
221-4762,  or  collect  (212)  599-6200.  E.G.  Todd 
Associates,  535  Fifth  Avenue,  New  York,  NY 
10017. 


177-BED,  SOUTH  CENTRAL  PENNSYLVANIA 
HOSPITAL  seeking  board  certified/eligible 
emergency  physician.  21,000  ED  visits/year. 
Salary  of  $100,000,  4 weeks’  vacation,  2 
weeks’  CME.  Call:  Wanda  Parker  at  (800) 
221-4762,  or  collect,  (212)  599-6200.  E.  G.  Todd 
Associates,  535  Fifth  Avenue,  New  York,  NY 
10017. 


PEDIATRICS:  Thirty-year-old,  multi-specialty, 
non-profit  quality  oriented  group  practice  85 
miles  south  of  Pittsburgh  seeks  board  eligi- 
ble/certified pediatrician.  Position  available 
immediately.  Excellent  clinical  facilities  with 
comprehensive  ancillary  services.  CME  op- 
portunities. No  investment,  excellent  finan- 
cial package  with  fringes.  College  town,  near- 
by university  and  medical  center,  sports  and 
recreational  area.  For  more  information,  send 
CV  to:  Fairmont  Clinic,  P.  O.  Box  1112,  Fair- 
mont, WV  26554  or  call  (304)  367-0940. 


OHIO:  Emergency  physician  - $50  — 65  per 
hour.  ACLS  certification  required.  ATLS 
preferred.  Primary  care  experience  a plus.  Ex- 
cellent medical  staff  backup  for  major 
medical/surgical  emergencies.  Moderate 
volume  ER.  Double  coverage  during  peak 
periods.  Benefits  include  four  weeks  vaca- 
tion, incentive  bonus  during  the  first  year, 
paid  malpractice  and  an  incentive  plan.  Con- 
tact: Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  37,  Traverse  City, 
Ml  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 


BEAVER,  PENNSYLVANIA:  Seeking  director, 
assistant  director,  full-time  and  part-time 
emergency  physicians  for  475  bed  Level  II 
facility.  Double  and  triple  coverage  provided 
during  peak  periods.  Outstanding  compensa- 
tion and  paid  malpractice  insurance.  Benefits 
available  to  full-time  staff.  Board  eligibility  or 
certification  in  emergency  medicine  or 
primary  care  specialty,  and  ACLS  required. 
Contact:  Karen  Remai,  Emergency  con- 
sultants, Inc.,  2240  South  Airport  Road,  Room 
37,  Traverse  City,  Ml  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


WEST  VIRGINIA,  RIPLEY:  ED  staff  positions 
available  at  hospital  in  thriving,  growing  com- 
munity of  3,500.  Annual  ED  volume  is  8,500 
at  this  95-bed  facility.  Excellent  location,  mid- 
way between  Charleston  and  Parkersburg,  on 
1-77.  Small  town  atmosphere  with  conve- 
nience of  living  close  to  big  cities.  Family- 
oriented  activities  are  abundant  in  this  area. 
Spectrum  offers  you  a competitive  area  of 
reimbursement  plus  overage,  high-limit  oc- 
currence malpractice  insurance  coverage, 
allowance  for  CME  and  relocation  expenses. 
For  more  information,  please  send  CV  or  call 
Ric  West,  D.O.,  RR  #1,  Box  70,  Millwood,  WV 
25262,  304-372-2731  or  Cathy  Long,  Spectrum 
Emergency  Care,  Inc.,  P.  O.  Box  27352,  St. 
Louis,  Mo  63141,  1-800-325-3982,  ext.  3015. 


OPHTHALMOLOGIST  - MARYLAND: 

Regional  referral  center  serving  200K  people 
in  picturesque  community  in  Appalachian 
Mountain  chain  of  Maryland  seeks  board- 
qualified  OPH  to  join  lucrative  pricate  prac- 
tice. Three  person  call  coverage  available  & 
handsome  compensation  package. 
Washington,  D.C.,  Baltimore  & Pittsburg  are 
readily  accessible.  Call  Mary  Wynkoop, 
404-641-6410,  or  send  CV  to  me  at  Tyler  & Co., 
9040  Roswell  Road,  Suite  550,  Atlanta,  GA 
30350. 


AIM  HIGH— Today’s  Air  Force  has  special  op- 
portunities for  qualified  physicians.  As  an  Air 
Force  physician  you  can  pursue  medical  ex- 
cellence as  well  as  enjoy  30  days  vacation 
with  pay  per  year  and  a non-contributing 
retirement  plan  if  you  qualify.  Discover  how 
special  an  Air  Force  physician  can  be.  Call: 
USAF  HEALTH  PROFESSIONS  COLLECT 
412-687-7317  STATION  TO  STATION 


MEDICAL  EQUIPMENT  FOR  SALE-Slightly 
used  Qmed  Holter  Monitor  Star,  CBC4 
Coulter  Counter,  Reflotron.  Call  304-757-6966. 
Price  negotiable. 


OB/GYN  — NEW  YORK— 32-member  multi- 
specialty group  in  Long  Island,  New  York,  ad- 
ding third  member  to  its  department  of 
Obstetrics  and  Gynecology.  First  year, 
6-figure  salary,  four  weeks  vacation,  other 
benefits.  Call:  Wanda  Parker,  Senior 
Associate,  E.G.  Todd  Associates,  Inc,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 
Toll  Free:  (800)  221-4762.  Collect:  (212) 
599-6200. 


PHYSICIAN  OWNED  emergency  medicine 
group  needs  board  eligible  primary  care 
physician  for  progressive  referral  hospital  in 
Beckley,  WV.  Fee  for  service  reimbursement 
exceeding  $70  per  hour.  For  more  information 
please  contact  Richard  C.  Wisman,  MD  at 
(304)  255-2400. 


THREE  INTERNISTS— BE-BC— General  inter- 
nist and/or  additionally  with  interest/some 
training  in  cardiology  and/or  oncology.  Mar- 
tinsburg  Veterans  Administration  Medical 
Center  is  in  the  beautiful  Shenan- 
doah/Cumberland Valley  75  miles  from 
Washington,  DC.  Full  federal  benefits,  in- 
cluding 30  days  paid  vacation  and  retirement 
plan.  Contact  A.D.  Low,  Office  of  Chief  of 
Staff,  VAMC,  Martinsburg,  WV  25401, 
304-263-0811,  ext.  4015. 


CLASSIFIED  RATES:  43  cents 
per  word,  minimum  of  $22  per 
ad.  50  cents  per  word  for  con- 
fidential ad,  minumum  of  $27 
per  ad.  10%  discount  for  6 inser- 
tions. Payment  in  advance 
required. 

DEADLINE:  Copy  nust  be  receiv- 
ed by  the  10th  of  the  month 
preceding  the  month  of  issue: 
e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to: 
West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 


JUNE,  1990,  VOL.  86  277 


June  Advertisers 


Air  Force 250,  274 

Army  Reserve  264A 

Blue  Cross  Blue  Shield  of  West 
Central  West  Virginia 235 

Charleston  Area  Medical  Center 268 

Cejka  & Company 267 

CNA  Insurance  Companies 236 

EN&T  Associates  of  Charleston,  Inc. . Inside  Front  Cover 

Eye  & Ear  Clinic  of  Charleston,  Inc.,  The  ....  253,  257 

Harvey  Shreve  Ford  252 

Highland  Hospital 253 


Lilly,  Eli  and  Company 264B 

McDonough  Caperton  Insurance  Group 238,  269 

Merck  Sharp  & Dohme Inside  Back  Cover, 

Back  Cover 

Morgan,  William  C Jr.,  M.D.,  Inc 251 

Myers  Clinic,  The  250 

Reed  & Carnrick 273 

RMI,  ltd 271 

Roche  Products  Inc 275 

Saint  Albans  Psychiatric  Hospital 276 

Wheeling  Clinic,  The 278 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

JAMES  B.  HAZLETT,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  (614)  695-2511  • New  Martinsville  area,  455-2222  • Wellsburg-Steubenville  area,  737-3700 
Martins  Ferry  area,  (614)  633-1517  • Warwood  area,  277-2222  • Colerain  area,  (614)  635-3676  • toll-tree  no.  out  of  state,  1-800-422-2339 


INTERNAL  MEDICINE 
General 

P R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

T.  Gary  Kenamond,  M.  D. 

D.  Panucci,  M.D. 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

A.  M.  Brooks,  M.D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates,  Inc. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

ENDOCRINOLOGY 

C.  McCool,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ALLERGY 

Michael  L.  Steinberg,  M.D. 

ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

J.  Melia,  M.  D. 

J.  D.  Lechner,  M.D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Atharl,  M.  D. 

J.  W.  Campbell,  M.  D. 

A.  Ansari,  M.D.  (Infertility  Consultant) 
H.  Satandi,  M.D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

D.  Simbra,  M.  D. 

Kathryn  M.  Clark,  O.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

A.  G.  Matadar,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

G.  L.  Cholak,  M.  D,  (St.  Clairsville) 

E.  L.  Coffield.  M.  D.  (New  Martinsville) 
W.  G.  Bell,  M.  D.  (Wellsburg) 

C.  P.  Entress,  M.D. 

J.  Hersey,  M.D. 


PODIATRY 

B.  Blank,  D.P.M 

DERMATOLOGY 

M.  Baron,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

W.  Zyznewsky,  M D. 

S.  Govindan,  M.  D. 

Neuropathology 

S.  Govindan,  M.  D. 

Pediatric  Neurology 

Rajav  R.  Varma,  M.  D.  (consultant) 

BEHAVIORAL  MEDICINE 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

R.  Paolini,  D.  O. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Noninvasive) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 

Physical  Therapy 

Cardiac  Ultrasound 
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VASOTEC 


ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlmed  lo  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ot 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azolemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC 
in  patients  at  risk  lor  excessive  hypotension  who  are  able  lo  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS  ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  lirst  two  weeks  ot  treatment  and 
whenever  the  dose  ot  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  it  necessary,  receive  an  intravenous  infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  lurther  doses  ot  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

NeutropemaJAgranulocytosis  Another  ACE  inhibitor,  caplopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  bur  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  trom  clinical  trials  ot  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ot 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ot  inhibiting  the  renin-angiotensm-aldoslerone 
system  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ot  the  renin-angiotensm-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  tailure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  the 
lirst  lew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ot  patients  with  hypertension  or  heart  tailure  should  always  include  assessment  ot  renal 
(unction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients 
m clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ot  discontinuation  ot  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  Inals  in  heart  tailure,  hyper- 
kalemia was  observed  in  3 8%  ot  patients,  but  was  not  a cause  lor  discontinuation 

Risk  (actors  lor  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant 
use  ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  it  at  all,  with  VASOTEC  (See  Drug  Interactions.) 

Surgery! Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension 
enalapril  may  block  angiotensin  II  tormation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  tor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ot  lace,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  lirst  tew  days  ot  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  lo  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ot  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure:  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  infection  (e  g . sore  throat,  lever)  which  may 
be  a sign  ot  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  lo  aid  in  the  sale  and  effective  use  ot  this  medication  It  is  not  a disclosure  ot  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ot  therapy 
with  enalapril  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  Ine 
diuretic  or  increasing  the  sail  intake  prior  to  initiation  ot  treatment  with  enalapril  It  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Ftenm  Release  The  antihypertensive  effect  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  ot  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-type  diuretics 
Potassium-sparing  diuretics  (eg  , spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomi- 
tant use  ot  these  agents  is  indicated  because  ot  demonstrated  hypokalemia.  Ihey  should  be  used  with  caution  and 
with  frequent  monitoring  ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  tailure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ot  sodium  including  ACE  inhibitors  A lew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  ot  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  trequently  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity  expressed  as  a decrease  in  average  fetal  weight,  occurred 
m rats  given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  tetal  toxicity  occurred  in  some  rabbits  at  doses  ot 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  tetal  toxicity  seen  at  doses  ot  3 and  10  mg/ 
kg/day,  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  lollowmg  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  of  tetal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  ben- 
efit justifies  the  potential  risk  to  the  tetus. 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  first  trimester  ot  pregnancy  has  not  been  reported  lo  affect  tetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  tetal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  ot  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  lunction  in  the  tetus  Intants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ot  blood 
pressure  and  renal  perfusion  with  the  administration  ot  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ot  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  "C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother. 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  salely  in  more  than  10,000  patients,  including  over  1000 

K"  nls  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
involving  2987  patients 

HYPERTENSION  The  most  trequent  clinical  adverse  experiences  in  controlled  trials  were1  headache  (5.2%).  dizziness 
(4  3%).  and  tatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (14%),  nausea  (1  4%).  rash  (1.4%),  cough  (13%).  orthostatic  effects  (12%).  and  asthenia  (11%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (79%).  hypotension  (67%).  orthostatic  effects  (2.2%),  syncope  (2  2%).  cough  (2  2%).  chest  pain  (2.1%).  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  arid 
uncontrolled  clinical  trials  were  tatigue  (18%).  headache  (1  8%).  abdominal  pain  (1  6%).  asthenia  (1  6%),  orthosta- 
tic hypotension  (16%),  vertigo  (1.6%),  angina  pectoris  (1  5%),  nausea  (1  3%),  vomiting  (1  3%),  bronchitis  (1.3%). 
dyspnea  (13%).  urinary  tract  infection  (1.3%).  rash  (1.3%).  and  myocardial  infarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  lo  1%  ot  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation;  palpitation. 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous/Psychialnc  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  tailure.  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION), 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inlection. 

Skin:  Extolialive  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme.  urticaria,  pruritus,  alopecia.  Hushing,  hypernidrosis 

Special  Senses.  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  lever,  serositis,  vasculitis,  leukocytosis,  eosmophilia,  photosensitivity,  rash,  and  other 
dermatologic  manileslations. 

Angioedema.  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  of  the  (ace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS.) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  ot  ther- 
apy in  01%  ot  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in 
2 2%  ot  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ot  therapy  in  1 9%  ot  patients  with  heart 
tailure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ot  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ot  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ot  patients. 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately 
0 3 g%  and  1.0  vol  % respectively)  occur  trequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
01%  of  patients  discontinued  therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  ot  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ot  VASOTEC  The  diuretic  should  it  possible,  be  dis- 
continued tor  two  lo  three  days  belore  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  ot  hypotension  (See 
WARNINGS ) It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions .) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  ot  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing diuretics  may  lead  lo  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ot  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mlVmin  (serum  creatinine  ot  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  a 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions.)  It  possible,  the  dose  ot  the  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  of  hypotension  The  appearance  ot  hypotension  after  the  initial  dose  ot  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  ot  the  hypotension  The 
usual  therapeutic  dosing  range  tor  the  treatment  ot  heart  tailure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  tailure  (NYHA  Class  IV),  patients  were  treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always 
administered  in  two  divided  doses.  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Effects. ) Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia . In  patients  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL,  therapy  should  be  initi- 
ated at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions.)  The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ot  four  days  or  more,  if  at  the  time  Ml  C n 

ot  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deterioration  ot  renal  tunc-  IVI 3 LJ 

tion.  The  maximum  daily  dose  is  40  mg.  MERCK 

For  more  detailed  mlormUion  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion,  Merck  SHARft 
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THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 

VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 


FOR  MANY 

HYPERTENSIVE  PATIENTS 

ONCE-A-DAY 

VASOTEC 

(ENALAPR1L  MALEATEi  MSD) 


Copyright  © 1990  by  Merck  & Co.,  Inc. 


OF  THE 

PHYSICIMIS 

, nCl 


LlBR^RY 

COLLEGE  OE 


SPECIAL 

AWARD 


Serials  Dept-Li farary 
College  of  Phys.  of  Phi lad 
19  So.  22nd  Street 
Philadelphia,  PA  19103 


State  Medical  Assoc 


Aerobic  Exercise 


Type  II  Diabetes 


Coffin  Nails  for  Medicine 
Page  297 


\';m 

*•_/  , -r- 
‘ s 

MEDICAL 

tOURNALISM 

SpMGri  Injuries 

Head  Trauma 

St  rokes 

Amputations 

Multiple  scIerosiS 


We  specialize  in  restoring  independence. 


CAMC  s Rehabilitation  Center  has  everything  it 
takes  to  help  the  seriously  disabled  regain  physical 
and  psychological  independence. 

Physical  therapists.  Speech  and  language  patholo- 
gists. Psychometricians.  Prosthetists.  Every  therapy 
discipline  is  represented  on  our  rehabilitation  team 
Board-certified  physiatrists  orchestrate  each 
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All  treatment  and  technology  are  state-of-the-art 
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severe  swallowing  problems  A biofeedback  lab  to 
help  patients  manage  pain  and  regain  nerve 
function. 


We  also  have  one  of  the  few  adjustable  ergonomic 
kitchens  in  the  nation.  And  one  of  only  two  BTEs  in 
the  state.  This  Baltimore  Technical  Equipment 
enables  patients  to  simulate  many  common  tasks, 
like  turning  wheels  and  working  with  tools. 

CAMC  s Rehabilitation  Center  is  the  most  compre- 
hensive facility  of  its  kind  in  West  Virginia.  Hospital- 
based,  with  the  diversified  tertiary  care  capabilities 
of  CAMC  as  back-up. 

You  can  refer  your  patients  to  us  with  confidence. 
And  they'll  return  to  you  with  confidence. 

For  more  information  and  admission  details,  call 
1-800-346-2272.  Outside  West  Virginia,  call  collect 
304-340-7733. 
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With  Blue  Cross  and  Blue  Shield  of 
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you  get  complete  health  care  coverage 
for  your  group  — without  a lot  of  adminis- 
trative paperwork.  You’ll  have  all  the 
advantages  of  the  nation’s  #1  medical/ 
surgical  coverage,  plus  optional  paid 
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in  a plan  that  can  be  custom-designed 
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rate  increases:  we  can  offer  a 12 -month 
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Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9-line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 


no  handling  or  follow-up  on  your  part.  If 
you  need  answers  or  assistance,  all  you 
have  to  do  is  call  our  Customer  Service 
Department. 

Find  out  more  about  “No- Fuss,  No- 
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TITLE: HOSPITAL/ORGANIZATION: 

Tuition:  Physicians  $75.00 

Nurses/Allied  Health  Professionals  $60.00 
Please  Make  Check  Payable  and  Mail  to:  CAMC-Dept.  of  Continuing  Education 
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Scientific  Newsfront 


Coronary  Risk  Factors 
in  Type  II  Diabetes:  Response 
to  Low-Intensity  Aerobic  Exercise 


RACHEL  A.  YEATER,  Ph  D 
IRMA  H ULLRICH,  M.D, 

L.  PHILLIPS  MAXWELL,  M.D. 
VIRGINIA  L.  GOETSCH,  Ph  D 

West  Virginia  University  School  of 
Medicine,  Morgantown 


Patients  with  non-insulin-dependent 
diabetes  are  at  greatly  increased 
risk  for  coronary  artery  disease. 
Although  exercise  training  has  been 
shown  to  decrease  risk  factors,  the 
presence  of  obesity,  older  age,  and 
a sedentary  lifestyle  make  a high- 
intensity  exercise  program  an 
unrealistic  choice  of  therapy. 
Therefore , we  examined  the  effect  of 
a low-to-moderate-intensity  (mean 
69  per  cent  of  maximal  heart  rate) 
walking  program  on  lipids,  glucose, 
insulin,  glycosylated  hemoglobin 
and  cardiovascular  fitness. 

Nine  women  and  seven  men, 
mean  age  56,  were  randomly 
assigned  to  a control  or  an  exercise 
group  which  exercised  three  times 
per  week  for  two  months.  Supervis- 
ed exercise  sessions  consisted  of 
40-45  minutes  of  walking  and/or 
slow  jogging.  Subjects  continued  on 
their  usual  diets. 

The  trained  group  showed  a 
significant  improvement  in  VC)2miX 
from  1.65  to  1.95  L/min.  Resting 
systolic  blood  pressure  decreased 
from  141  to  130  mm  Hg  after  train- 
ing, and  resting  heart  rate  decreas- 
ed from  88  to  81.  Glycosylated 
hemoglobin  decreased  in  the  exer- 
cise group  in  seven  or  eight  subjects 
and  in  only  two  of  eight  controls. 
Triglycerides  decreased  in  the  exer- 
cise group  from  285  to  223  mg/dl. 
Body  weight,  total  and  HDL 
cholesterol,  glucose,  and  insulin  did 
not  change  in  either  group. 


These  data  indicate  that  a low- 
to-moderate  level  of  aerobic  train- 
ing, independent  of  dietary 
changes,  is  an  effective  and  feasible 
method  of  improving  cardio- 
vascular risk  factors:  physical 
fitness,  systolic  blood  pressure, 
plasma  triglycerides,  and  glycemic 
control  in  non-insulin-dependent 
diabetic  subjects. 

Diabetes  affects  three  to  five  per 
cent  of  the  United  States 
population,  increasing  in  incidence 
with  age  (1).  The  majority  of  these 


i {P-rihe  results  of  this 
JL  study  indicate  that 
exercise  training  alone 
without  dietary  manipula- 
tion or  weight  loss  is  a 
useful  and  feasible  mode 
of  treatment  for  reduction 
of  cardiovascular  risk  fac- 
tors in  Type  II  diabetic 
subjects,  y y 


diabetic  subjects  are  non-insulin 
dependent  and  suffer  from  increas- 
ed atherosclerotic  disease  which 
may  result  in  strokes,  peripheral 
vascular  disease  and  myocardial  in- 
farctions. These  macrovascular  com- 
plications remain  the  major  cause  of 
morbidity  and  mortality  in  this 
population  (2).  Diabetic  subjects  not 
only  have  hyperglycemia  and 
hyperinsulinemia  as  risk  factors,  but 
also  have  low  levels  of  high-density 
lipoprotein  cholesterol  and  elevated 
triglycerides  (3)-  Their  lifestyle  is 


more  frequently  sedentary  than 
nondiabetic  persons,  and  more  are 
obese  and  hypertensive  (3),  all  of 
which  also  contribute  to  increased 
atherogenesis. 

The  hyperglycemia,  which  is  ac- 
companied by  increased  insulin 
levels  and  insulin  resistance,  may  be 
modified  by  weight  loss,  achieved 
by  caloric  restriction,  exercise,  or  a 
combination  of  these  modalities. 
However,  dietary  changes  are 
notoriously  difficult  to  achieve  and 
have  poor  long-term  success  rates. 
Exercise  training  results  in  weight 
loss  if  the  calories  expended  are  not 
replaced,  and  has  also  been  shown 
to  improve  insulin  sensitivity  in 
both  normals  as  well  as  those  with 
non-insulin-dependent  diabetes  (4) 
independent  of  weight  loss. 

Changes  in  plasma  lipids  have 
also  been  reported  following  exer- 
cise training.  The  decrease  in 
triglycerides  noted  immediately  after 
an  exercise  bout  (5)  may  be  follow- 
ed in  several  months  with  an  in- 
crease in  HDL  cholesterol  (6).  Blood 
pressure  improvements  with  exer- 
cise have  been  linked  to  a decrease 
in  fasting  insulin  (7),  suggesting  that 
hypertension  may  be  related  to  in- 
sulin resistance  (8). 

Since  Type  II  diabetic  persons 
have  multiple  coronary  heart  disease 
risk  factors,  and  exercise  has  been 
shown  to  improve  these,  exercise 
training  would  seem  to  be  a logical 
treatment  choice.  Yet,  there  are  few 
studies  which  demonstrate  its 
feasibility  and  effectiveness.  Those 
studies  (4,9,10)  reported  have  usual- 
ly used  a high-intensity  regimen. 

The  majority  of  potential  can- 
didates, however,  are  middle-aged  or 
older,  obese,  and  accustomed  to  a 
sedentary  lifestyle;  they  may  already 
have  asymptomatic  vascular  disease. 
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A high-intensity  training  program 
may  produce  cardiac  ischemia  or 
musculoskeletal  symptoms  and 
thereby  make  it  unlikely  that  the  pa- 
tient will  be  willing  and/or  able  to 
continue  such  exercise  on  a long- 
term basis. 

The  acute  effect  of  low-intensity 
exercise  was  shown  to  decrease  the 
blood  sugar  in  Type  II  diabetics  (11), 
but  the  long-term  effect  on  glucose 
was  not  evaluated. 

For  these  reasons  we  designed 
the  present  study  which  utilized  on- 
ly low-to-moderate-intensity  exercise 
without  any  dietary  manipulation  to 
treat  Type  II  diabetic  subjects,  and 
assessed  changes  in  cardiovascular 
risk  factors. 

Materials  and  Methods 

Subjects:  Sixteen  diabetic  subjects, 
nine  women  and  seven  men,  were 
recruited  from  area  physicians  and 
by  newspaper  advertisement. 

Their  mean  age  was  57  years, 
and  they  had  had  diabetes  for  a 
mean  of  11  years.  Twelve  were  tak- 
ing oral  hypoglycemic  agents  and 
four  were  treated  only  with  diet. 
After  giving  informed  written  con- 
sent, subjects  were  randomly  assign- 
ed to  either  the  control  or  the  exer- 
cise group. 

Testing:  Initial  testing  included 
measurement  of  height,  weight,  and 
resting  pulse  and  blood  pressure. 
Maximal  oxygen  consumption, 
VO,max,  was  measured  using  a 
modified  Balke  treadmill  protocol  as 
follows  (12).  After  five  minutes  of 
rest,  subjects  walked  at  zero-per 
cent  grade  at  two  to  three  miles  per 
hour,  depending  on  leg  length,  for 
two  minutes.  Elevation  was  increas- 
ed by  two  per  cent  after  the  first 
minute  and  by  one  per  cent  each 
minute  thereafter.  Subjects  were 
monitored  during  the  test  by  EKG; 
heart  rate  and  blood  pressure  were 
measured  each  minute.  Subjects 
continued  until  exhaustion.  During 
the  last  minute,  expired  air  was  col- 
lected in  a meteorological  balloon, 
and  the  sample  was  analyzed  for  per 
cent  oxygen  and  carbon  dioxide  us- 
ing an  OM-11  and  LB2  Beckman 
analyzer,  respectively.  The  remaining 
air  sample  was  forced  through  a 
Parkinson-Cowan  CD-4  gas  meter  to 
determine  the  volume  and 
temperature  of  the  sample.  Oxygen 


consumption  and  the  respiratory  ex- 
change ratio  were  determined  accor- 
ding to  standard  equations. 

Blood  samples  were  obtained 
after  a 12-hour  fast  for  measurement 
of  lipids,  glucose,  insulin,  and 
glycosylated  hemoglobin.  Samples 
were  submitted  to  ultracentrifuga- 
tion (13)  for  lipid  determination. 
Triglycerides  (14)  and  cholesterol  (15) 
were  measured  enzymatically  in  the 
fractions.  Glucose  was  determined 
by  the  glucose  oxidase  method  (16), 
and  plasma  insulin  (17)  by  radioim- 
munoassay. Glycosylated 
hemoglobin  was  measured  by  a 
quantitative  column  technique  using 
reagents  from  Sigma  Diagnostics  (St. 
Louis,  MO)  (18). 

Anthropometric  measurements, 
VO  tmax,  and  blood  testing  were 
repeated  after  two  months.  Blood 
was  obtained  at  least  48  hours  after 
an  exercise  bout  in  the  exercise 
group. 

Exercise:  Those  assigned  to 
the  exercise  group  met  three  times 
each  week  for  eight  weeks.  Five  to 


i ixteen  diabetic  sub- 
k3  jects,  nine  women 
and  seven  men,  were 
recruited  from  area  physi- 
cians and  by  newspaper 
advertisement,  y y 


ten  minutes  of  stretching-exercises 
served  as  a warm-up.  A progressive 
walking  program  followed  and 
lasted  40-45  minutes;  exercise 
prescriptions  were  individualized, 
based  on  the  results  of  the  treadmill 
test.  The  initial  walking  pace  was  at 
a level  comfortable  for  the  subject, 
with  the  rate  and  duration  of  walk- 
ing increased  depending  on  pulse 
and  blood  pressure  responses  and 
orthopedic  complaints.  Five  to  ten 
minutes  of  cool-down  exercises 
completed  each  session.  All  sessions 
were  carefully  supervised  by  an  ex- 
ercise physiologist. 

Subjects  assigned  to  the  control 
group  reported  to  the  exercise 
physiology  laboratory  once  per 
week.  After  20  minutes  of  rest, 
blood  pressure,  pulse,  and  weight 
were  measured. 


The  study  was  approved  by  the 
Human  Subjects  Committee  of  West 
Virginia  University.  Informed  con- 
sent was  obtained  from  each 
subject. 

Data  were  analyzed  using  in- 
dependent t tests  to  determine  dif- 
ferences between  groups.  Paired  t 
and  Wilcoxon  signed  rank  tests 
were  used  to  assess  baseline  and 
two-month  differences  within 
groups.  Relationships  among 
variables  were  determined  using 
Pearson  product-moment 
correlations. 

Results 

Initial  assessment  confirmed  the  im- 
pression that  the  subjects  were 
typical  Type  II  diabetic  subjects. 

As  noted  in  Table  1,  they  were 
obese  with  a mean  body  mass  index 
of  30.5  kg.M2  *.  Their  mean  fasting 
glucose  was  204  mg/dl  and  was 
associated  with  a relatively  high 
fasting  insulin  of  23.7  /i/ml.  The 


TABLE  1 

Subject  Characteristics 

Mean  Age 

57 ± 8 years 

Mean  Duration  of 

Diabetes 

11  ±9  years 

Body  Mass  Index 

30.5  ± 6.1  Kg/M2 

Fasting  Glucose 

204  ±82  mg/dl 

Fasting  Insulin 

23.7  ± 21  ftU/ml 

Glycosylated 

Hemoglobin 

12.3%  ± 3.3% 

Resting  BP: 

Systolic 

132  ± 19  mm  Hg 

Diastolic 

81  ± 10  mm  Hg 

Exercise  BP: 

Systolic 

192  ± 21  mm  Hg 

Diastolic 

93  ± H mm  Hg 

V02max 

1.7  ± 0.6  L/min 
20.6  ± 5 2 ml/kg  min 

TABLE  2 

Baseline  Lipid  Parameters 

Mean 

± 

S.D. 

Total  Cholesterol  (mg  dl) 

210 

± 

36 

VLDL  Cholesterol 

43 

± 

34 

LDL  Cholesterol 

116 

± 

27 

HDL  Cholesterol 

34 

± 

7 

Total  Triglycerides 

221 

± 

147 

VLDL  Triglycerides 

135 

± 

107 

LDL  Triglycerides 

31 

± 

7 

HDL  Triglycerides 

11 

± 

4 

VLDL  Protein 

43 

± 

3 

LDL  Protein 

105 

± 

21 

LDL  ChoLLDL  Protein 

1.10 

± 

.11 

288  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


mean  glycosylated  hemoglobin  of 
12.3  per  cent  indicated  poor  long- 
term control  of  their  diabetes. 

Although  mean  resting  blood 
pressure  and  pulse  were  normal 
(xl32/81  mm  Hg,  pulse  85),  the  sub- 
jects exhibited  a hypertensive 
response  to  exercise  (xl92/93  mm 
Hg).  Those  who  are  aerobically  con- 
ditioned respond  to  an  exercise 
challenge  with  peripheral  vasodila- 
tion and  a decrease  in  diastolic 
blood  pressure  rather  than  the  in- 
crease noted  in  our  subjects.  The 
mean  maximal  oxygen  consumption 
of  1.7  L.min- 1 or  20.6  ml. min- '.kg- 1 
puts  our  subjects  in  below  average 
cardiovascular  condition  for  their 
age. 

Results  of  the  baseline  lipid 
studies  are  shown  in  Table  2.  The 
mean  total  cholesterol  was  210  mg/dl 
with  116  mg  in  the  LDL  fraction. 
Mean  HDL  cholesterol  was  34  mg/dl. 
The  total  triglycerides  were  elevated 
with  a mean  of  221  mg/dl.  As  ex- 
pected, most  of  the  triglycerides 
were  found  in  the  VLDL  fraction. 

LDL  cholesterol/protein  ratio 
was  1.10,  suggesting  dense, 
cholesterol-depleted  particles.  We 
have  found  previously  that  protein 
in  the  LDL  fraction  correlates  (r  = 0.9) 
with  total  serum  apo  B measured  by 
radioimmunoassay.  An  association 
has  been  noted  between  a decreased 
LDL  cholesterol  to  apo  B ratio  and 
coronary  heart  disease  risk  (19). 

A ratio  which  has  been  used  to 
reflect  risk  of  cardiovascular  disease 
is  total  cholesterol  divided  by  HDL 
cholesterol.  Values  greater  than  five 
are  associated  with  increased  risk. 
This  ratio  was  6.4  in  our  subjects. 

Although  subjects  were  random- 
ly assigned  to  the  groups,  baseline 
total  triglycerides  and  systolic  blood 
pressure  were  higher  in  the  exercise 
group,  and  this  approached 
significance  with  p = .07  and  p = 0.1, 
respectively.  VLDL  triglycerides  were 
higher  in  the  exercise  group 
(p<0.05).  There  were  no  other 
baseline  differences. 

Those  in  the  exercise  group  at- 
tended a mean  of  20  of  24  sessions, 
an  83-per  cent  compliance  rate.  The 
mean  mileage  covered  per  person 
during  the  two  months  was  36.8 
miles.  By  the  end  of  the  training 
period,  each  subject  was  walking  at 
least  two  miles  during  each  session. 


Maximal  Oxygen  Consumption 


CONTROL  EXERCISE 


Figure  1.  Changes  in  maximal  oxygen  con- 
sumption in  the  control  and  exercise 
groups  at  baseline  and  after  eight  weeks 
(mean  + SD).  Maximal  oxygen  consump- 
tion improved  p<0.05  in  the  exercise 
group  compared  to  the  baseline  value. 


Triglycerides 


Figure  2.  Changes  in  total  triglycerides  in 
the  control  and  exercise  group  at  baseline 
and  after  eight  weeks  (mean  ± SO). 
Triglycerides  decreased  in  the  exercise 
group  p<0.05  compared  to  the  baseline 
value. 


Exercise  intensity  was  determin- 
ed by  recording  the  heart  rate  dur- 
ing exercise  and  dividing  it  by  the 
maximal  heart  rate  achieved  during 
the  treadmill  test.  Exercise  intensity 
ranged  from  60  per  cent  to  77  per 
cent  with  a mean  of  69  per  cent  — 
a moderate-to-low  level  of  exercise. 

Post-Test  Results 

Maximal  oxygen  consumption  in- 
creased significantly  (p<0.05)  in  the 
exercise  group  from  1.65  l.min-1  to 
1.95  l.min-1  (Figure  1),  a 19.8-per 
cent  change.  Oxygen  pulse  also  im- 
proved from  11.2  to  13.2  ml. 
min- '.beat- 1 (p<0.05).  No  change 
was  seen  in  the  control  group.  In 
the  exercise  group,  resting  systolic 
blood  pressure  was  decreased 
significantly  from  141  to  130  mm 
Hg.  Resting  heart  rate  decreased 
from  88  to  81  beats  per  minute 
(p<0.05).  These  parameters  were 
unchanged  in  the  control  group. 


The  Wilcoxon  signed  rank  test 
showed  a significant  change  in 
glycosylated  hemoglobin  values  in 
the  exercise  group  with  seven  of 
eight  subjects  demonstrating  im- 
provement. Only  two  of  eight  sub- 
jects showed  a decrease  in  the  con- 
trol group. 

Total  triglycerides  decreased 
significantly  in  the  exercise  group 
from  285  to  223  mg/dl.  (Figure  2). 
This  21-per  cent  decrease  was 
significantly  more  than  the  one-per 
cent  increase  in  the  control  group. 
The  decrease  in  triglycerides  was 
due  solely  to  changes  in  the  VLDL 
fraction.  The  per  cent  change  in 
triglycerides  was  related  to  training 
intensity,  r = 0.913,  p<0.01. 

There  were  no  significant 
changes  in  total,  HDL,  LDL  or  VLDL 
cholesterol,  LDL  or  HDL 
triglycerides,  fasting  glucose  or  in- 
sulin, or  body  weight  in  either 
group. 

Discussion 

This  study  indicates  that  a two- 
month  period  of  low-to-moderate- 
intensity  exercise  training  in  Type  II 
diabetic  subjects  results  in  improve- 
ment in  maximal  oxygen  consump- 
tion, a decrease  in  resting  systolic 
blood  pressure  and  heart  rate, 
decreased  fasting  triglycerides,  and 
lower  glycosylated  hemoglobin. 
These  changes  occurred  with  no 
dietary  manipulation  or  weight  loss. 

A common  complaint  among 
physicians  is  that  it  is  difficult  to 
motivate  Type  II  diabetic  persons  to 
exercise.  Our  high  rate  of  com- 
pliance to  exercise  in  this  study  may 
be  attributed  to  several  factors.  The 
initial  low  intensity  and  gradual  pro- 
gression of  exercise  (individualized 
for  each  subject),  which  resulted  in 
an  absence  of  orthopedic  com- 
plaints or  injuries,  may  have  had  the 
greatest  impact.  Subjects  were  also 
monitored  frequently  with  pulse 
and  blood  pressure  measurements; 
these  results  were  given  to  the  sub- 
ject for  immediate  feedback.  Verbal 
encouragement  and  praise  as  well  as 
charting  distances  traveled  provided 
positive  reinforcement  as  well. 

These  factors  can  only  be  im- 
plemented if  the  patient  is  involved 
in  a structured  program.  A 
monitored  program  would  also  be 
appropriate  because  of  the  presence 
of  multiple  risk  factors. 
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Although  the  exercise  group 
improved  in  maximal  oxygen  con- 
sumption, two  subjects  did  not 
show  any  change.  One  subject 
began  therapy  with  intraocular 
timolol  maleate.  This  beta  blocker 
may  have  decreased  his  capacity  to 
train  as  well  as  his  maximal 
response  (20).  The  other  subject 
had  a resting  heart  rate  of  70  and 
blood  pressure  of  148/70  and  an  in- 
itial maximal  oxygen  consumption 
which  put  her  into  the  high  average 
category  for  her  age.  It  is  unlikely 
that  an  eight-week  walking  program 
would  have  resulted  in  further  im- 
provement in  these  cardiovascular 
parameters.  Excluding  these  sub- 
jects, maximal  oxygen  consumption 
increased  by  28  per  cent,  indicating 
that  a high-intensity  program  is  not 
required  for  improvement  to  occur. 

The  improvement  in  systolic 
blood  pressure  with  training  is 
similar  to  results  described  in  non- 
diabetic populations  (7).  This  may 
have  larger  implications  in  diabetic 
persons  because  of  the  presence  of 
multiple  risk  factors  which,  rather 
than  being  additive,  are 
multiplicative. 

Glycosylated  hemoglobin 
decreased  in  seven  of  eight  subjects 
in  the  exercise  group  with  a mean 
change  of  4.5  per  cent.  Although 
this  is  probably  not  clinically  impor- 
tant, it  is  possible  that  over  a longer 
period  of  observation,  further  im- 
provement would  be  seen.  The 
120-day  life  span  of  red  cells  makes 
this  test  less  useful  than  glycosylated 
albumin  or  fructosamine  to  assess 
short-term  changes. 

A decrease  in  triglycerides  after 
an  acute  exercise  bout  has  been 
described  previously  (21).  Our 
samples  were  obtained  48  hours 
after  exercise,  which  indicates  that 
change  in  fitness  and/or  insulin 
resistance  contributed  to  the 
decrease  rather  than  an  acute  exer- 
cise effect.  Although  baseline  insulin 
levels  did  not  change  in  our  study, 
insulin  levels  after  glucose  challenge 
have  been  shown  by  others  to 
decrease  after  training  (21).  Assum- 
ing that  our  subjects  were  similar, 
the  improvement  in  triglycerides 
might  be  a reflection  of  decreased 
hepatic  synthesis  of  VLDL.  En- 
durance training  has  been  shown  to 
increase  utilization  of  intramuscular 
triglycerides  (22);  this  may  divert 


VLDL  precursors  from  the  liver  to 
muscle  with  fewer  precursors 
available  for  VLDL  synthesis.  Alter- 
natively, increased  VLDL  catabolism 
peripherally  may  also  have  occurred 
due  to  increased  lipoprotein  lipase 
activity. 

The  lack  of  change  in  total  and 
HDL-cholesterol  was  expected  due 
to  the  short  duration  of  the  study. 

The  results  of  this  study  in- 
dicate that  exercise  training  alone 
without  dietary  manipulation  or 
weight  loss  is  a useful  and  feasible 
mode  of  treatment  for  reduction  of 
cardiovascular  risk  factors  in  Type  11 
diabetic  subjects.  A high  rate  of 
compliance  may  require  participa- 
tion in  an  organized,  supervised 
program. 
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'his  study  indicates 
that  a two-month 
period  of  low-to-moderate- 
intensity  exercise  training 
in  Type  II  diabetic  subjects 
results  in  improvement  in 
maximal  oxygen  con- 
sumption, a decrease 
in  resting  systolic  blood 
pressure  and  heart  rate, 
decreased  fasting 
triglycerides,  and 
lower  glycosylated 
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Basal  cell  carcinoma  accounts  for 
65-75  per  cent  of  all  skin  car- 
cinomas. We  describe  the  case  of  a 
basal  cell  carcinoma  of  the  back 
that  was  allowed  to  grow  to  a giant 
size.  Even  when  this  size,  basal  cell 
carcinomas  rarely  metastasize. 

Basal  cell  carcinoma  is  the  most 
common  skin  tumor,  accoun- 
ting for  65-75  per  cent  of  all 
cutaneous  carcinomas  (1-3).  It  is 
usually  a localized  malignancy 
which  grows  slowly,  at  times  taking 
one  or  more  years  to  double  in 
area.  Large  basal  cell  carcinomas  can 
occur  but  are  quite  uncommon. 
Curry  et  al.  describe  four  giant  basal 
cell  carcinomas  occurring  over  a 
20-year  span  which  were  all  located 


Figure  1.  Large  basal  cell  carcinoma  on 
back. 


on  the  back  (4).  Love  and  Sarma, 
Wendt  and  Houck,  O’Brien  et  al., 
and  Beck  et  al.  describe  giant  basal 
cell  carcinomas  located  on  the 
back  (5-8).  We  report  another  case 
of  giant  basal  cell  cancer  of  the  back. 

Case  Report 

A 64-year-old,  white  male  was 
transferred  to  the  Huntington 
Veterans  Administration  Medical 
Center  for  evaluation  of  a large, 
ulcerated  lesion  of  the  back.  It 
measured  15  x 22  cm  (Figure  1),  was 
infected  and  drained  greenish,  foul- 
smelling material.  There  was  no 
lymphadenopathy  in  either  groin  or 
axilla.  Because  of  a recent  myocar- 
dial infarction  (two  weeks  prior  to 
admission)  surgery  was  delayed.  A 
biopsy  revealed  basal  cell  carcinoma 
(Figure  2).  Five  months  later,  he  under- 
went excision  and  split-thickness 
skin  grafts  to  this  area.  All  margins 
were  free  of  tumor.  He  had  an 
uneventful  postoperative  course  and 
was  discharged.  Followup  at  five 
years  revealed  no  recurrence  (Figure  3). 


cell  carcinomas  metastasize  (4).  In 
reviewing  the  world  literature,  von 
Damarus  and  Stevens  reported,  in 
1984,  that  there  were  only  205 
cases  of  documented  metastatic 
basal  cell  carcinoma  (10).  Basal  cell 
carcinomas  that  metastasize  usually 
involve  the  head  and  neck  (4). 
Metastasis  occurs  most  often  to  the 
regional  nodes  and  the  lung,  liver 
and  bone  in  decreasing  frequency  (4). 

Despite  the  large  size,  most 
basal  cell  carcinomas  can  usually  be 
cured  with  excision  and  skin  graf- 
ting. It  is  recommended  that  all 
basal  cell  carcinomas  should  be  ex- 
cised while  small. 
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Discussion 

Basal  cell  carcinoma  is  the  most 
common  skin  cancer  in  the  Cauca- 
sian population.  It  usually  occurs  on 
the  head  and  neck,  and  frequently 
is  multiple.  It  usually  occurs  in  the 
middle  to  later  years  (4). 

Large  basal  cell  carcinomas  are 
infrequent.  Five  morphologic 
variants  of  basal  cell  carcinomas  are 
recognized:  superficial,  nodular 
ulcerative,  pigmented,  fibrosing  and 
fibroepithelial  (9).  Rarely  do  basal 


Figure  3.  Skin  graft  without  recurrence 
at  five  years. 
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Figure  2.  (20  X,  Hematoxylin-eosin).  This  photomicrograph  illustrates  the  interphase  bet- 
ween this  basal  cell  carcinoma  and  the  dermis.  The  pickett-fence  arrangement  of  the  cells 
at  the  interphase  characterize  this  neoplasm.  The  individual  neoplastic  cells  show  very 
little  cytoplasm,  and  some  have  a spindled  appearance. 
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In  this  paper  we  present  an  asymp- 
tomatic patient  with  enteroliths  as 
a result  of  prior  hemicolectomy  for 
cecal  carcinoma.  We  briefly  review 
the  clinical,  pathologic  and 
radiographic  findings  found  in 
such  patients.  The  significance  of 
this  condition  is  to  realize  that  it  is 
usually  a benign  entity  per  se,  but 
that  it  may  also  be  a clue  in  deter- 
mining underlying  pathology 
within  the  GI  tract. 

Introduction 

Primary  enteroliths,  concretions 
formed  within  the  small  bowel 
lumen,  are  reported  as  a complica- 
tion in  many  small  bowel  diseases 
or  post-surgical  cases  which  leads  to 
stasis  within  the  small  bowel  (1). 
Though  they  might  be  symptomatic, 
they  are  usually  an  incidental  find- 
ing in  these  patients  (2).  In  this 
paper  we  describe  a patient  who 
had  had  a right  hemicolectomy  for 
cecal  carcinoma  and  who  presented 
with  asymptomatic  enteroliths,  and 
we  review  the  important  features  of 
enteroliths. 

Case  Report 

The  patient  is  a 71-year-old,  white 
female  who,  in  1981,  was  diagnosed 
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with  cecal  carcinoma  and  subse- 
quently underwent  right  hemicolec- 
tomy. The  pathology  of  this  revealed 
adenocarcinoma  with  extension  into 
the  pericolonic  adipose  tissue  but 
with  negative  lymph  nodes  for 
metastatic  disease.  The  margins  of 
resection  wrere  free  of  tumor 
cells.  Since  that  time  the  patient  had 
done  well  and  was  followed  on  a 
regular  basis  in  our  surgery  clinic  as 
well  as  by  serial  barium  enemas. 

On  the  scout  film  from  5/85 
(Figure  la),  she  was  noted  to  have 
calcified  densities  in  her  right  upper 
quadrant,  and  gallstones  were 


Figure  la.  Scout  film  from  barium  enema 
in  1986  reveals  calcification  in  right  upper 
quadrant. 


thought  most  likely.  However,  an 
ultrasound  was  negative,  but  an  up- 
per GI  with  a small  bowel  follow- 
through  done  for  suspected  ulcer 
revealed  these  to  be  within  the 
small  bowel  lumen.  She  was  follow- 
ed since  that  time  with  no  treat- 
ment given  for  the  enteroliths  since 
she  had  remained  asymptomatic. 

Her  most  recent  study  in  9/89 
(Figure  lb)  revealed  them  to  have  in- 
creased in  size,  yet  the  patient  re- 


Flgure  lb.  Scout  film  from  1989  reveals 
questionable  increase  in  size  and  number 
compared  to  previous  study. 


Figure  lc  Barium  refluxed  into  small  bowel 
from  barium  enema  confirms  the  in- 
traluminal location  of  these  calcifications 
(arrows). 


Case  Report 

Enteroliths  in  Association 
With  Right  Hemicolectomy 
for  Cecal  Carcinoma 
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mained  without  complications  from 
them.  Reflux  across  the  anastomosis 
into  the  small  bowel  (Figure  lc) 
again  confirmed  their  intraluminal 
location.  There  had  also  been  no 
evidence  of  recurrence  of  her  car- 
cinoma or  of  stricture  formation  in- 
volving the  anastomic  site. 

Discussion 

Primary  enteroliths  are  concretions, 
occurring  solitarily  or  multiply, 
which  are  formed  within  the  lumen 
of  the  small  bowel  or  within  small 
bowel  diverticula  (1).  They  have 
been  reported  in  association  with 
multiple  conditions  affecting  the 
small  bowel  (2)  or  as  a complication 
of  surgery  (3)  leading  to  chronic 
stasis.  Those  that  are  radiopaque 
such  as  in  this  case  are  usually 
formed  in  the  lower  small  bowel 
due  to  the  more  alkaline  environ- 
ment and  higher  concentration  of 
calcium  salts  within  this  portion  of 
the  bowel  (4),  and  may  present  a 
diagnosis  dilemma  in  distinguishing 
these  from  other  causes  of  ab- 
dominal calcifications. 

In  our  case  they  were  thought 
to  represent  gallstones  initially 
though  enteroliths  were  a considera- 
tion since  they  have  been  seen  in 
association  with  post-operative 


states.  However,  under  other  cir- 
cumstances, they  may  present  as  a 
purely  incidental  finding  on  a KUB 
or  scout  film  for  GI  series  or  IVP, 
for  example  (2).  They  then  may  be  a 
clue  to  intestinal  pathology  as  they 
are  associated  with  otherwise 
asymptomatic  Meckel’s  small  bowel 
diverticula  and  with  post-radiation 
fibrosis,  adhesions,  ileocecal  tuber- 
culosis, incarcerated  inguinal  hernia, 
regional  enteritis,  and  chronic 
ulcerative  colitis  (2).  It  should  be 
apparent,  then,  that  though  most 
patients  are  asymptomatic  from  the 
enteroliths  per  se,  the  underlying 
disease  process  leading  to  their  for- 
mation may  not  be,  and  therefore 
this  finding  combined  with  the 
clinical  setting  may  help  to  narrow 
the  differential  in  the  given  patient. 

The  major  complication  related 
to  enteroliths  which  has  been 
reported  is  that  of  small  bowel 
obstruction  from  them.  They  ap- 
parehtly  may  also  be  an  irritant  to 
the  lining  of  pouch  ileostomies 
leading  to  obstruction  and 
bacterial  overgrowth  within  the 
pouch  (5).  They  have  also  been 
reported  as  a cause  of  bleeding  in 
an  otherwise  asymptomatic  Meckel’s 
diverticulum  (6).  Surgery  may  then 
be  of  value  to  relieve  these 


complications.  Otherwise,  as  with 
the  patient  presented  within  our 
paper,  clinical  observation  with  oc- 
casional radiographs  to  follow  pro- 
gression is  all  that  may  be  necessary 
for  follow-up  (2). 

Conclusion 

We  have  described  a patient  who 
presented  with  asymptomatic 
primary  enteroliths  due  to  prior  col- 
onic surgery,  and  reviewed  the 
salient  features  which  are  found  in 
association  with  enteroliths. 
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“Owr  lives  are  filled  with  moments 
which  are  all  too  often  gone  before 
we  know  it." 


Tastes  of  Summer 


This  month’s  message  will  be  brief — 
that  is  not  to  say  that  there’s 
nothing  important  going  on,  or  that 
I’m  at  a loss  for  words.  Rather  than 
have  my  written  words  convey  my 
own  thoughts  to  you,  I thought  it 
would  be  interesting  to  let  your 
own  memories  speak  for  themselves. 

Summertime  typically  is  seen  as 
a season  for  vacations  and  no 
school  for  the  kids.  Although  we 
share  some  of  these  things  with  our 
non-medical  friends,  our  profes- 
sional schedules  largely  ignore 
seasons,  five-day  work  weeks,  eight- 
hour  days,  and  the  like.  Our  lives 
are  filled  with  moments  which  are 
all  too  often  gone  before  we  know 
it.  Take  a few  slow  minutes  to 
reflect  upon  the  following  collection 
of  thoughts.  See  how  quickly  the 
memories  come  back.  Summertime 
is  not  just  for  kids. 

. . . last  two  school  days — no 
real  classes,  why  go?  . . . school 
lockers  bursting  with  papers,  long- 
lost  reports,  remnants  of  last  Hallo- 
ween night’s  rewards  (now  to  be  next 
year’s  science  project)  ...  a drying, 
once  ornate  prom  corsage  . . . bicy- 
cle wheels  with  cards  in  the  spokes 
(louder  is  better)  . . . panting,  wet- 
mouthed, friendly  dogs  . . . neighbor- 


hood parades  that  always  seem  bet- 
ter than  big  ones  downtown  . . . lit- 
tle fingers  covered  with  bandaids — 
first  penknife  . . . but  her  bike  only 
has  two  wheels  and  mine  has 
three  . . . stay  off  the  fresh 
asphalt  . . . iced  coffee ? . . . zucchini 
. . . that  black  part  of  the  hot  dog 
won’t  hurt  you  . . . when’s  supper 
gonna  be  ready?  . . . soon’s  the 
potatoes  cook  . . . dandelion 
bracelets  and  clover  leis  . . . but  I 
put  my  potato  right  under  these 
ashes  so  it  would  cook  fastest  . . . 
you  found  a how  many  leaf  4-leaf 
clover?  . . . shiny  stainless  steel 
sliding  boards  and  short  pants 
. . . rope  swings  and  creek 
kids  . . . Kool-Aid  stands  (I  like  grape 
best)  . . . six-inning  Little  League 
games  that  go  into  12  inn- 
ings . . . Dairy  Queen  lots  filled  with 
colorful  uniforms  . . . first  ripe 
strawberry  from  the  backyard  . . . 
the  empty  propane  tank  that 
didn’t  get  filled  last  fall  . . . corn  on 
the  cob  . . . fresh  lemonade  . . . back- 
yard picnics  that  just  happened  . . . 
ants  . . . waking  up  to  close  the  win- 
dows because  the  sudden 
thunderstorm  makes  the  rain  fall 
sideways  . . . smiling  when  the  office 
staff  says,  “your  last  three  patients 


cancelled  for  today”  . . . kitchen 
table  covered  with  hotel  brochures, 
travel  guides  . . . two  weeks  at  the 
beach  . . . sand-sun-water-Coppertone 
and  Noczema  . . . tomatoes  looking 
better  . . . more  zucchini  . . . another 
weekend  of  rain  . . . how  many 
water  melons  are  in  that  truck  up 
ahead?  . . . but  you  said  I didn’t 
have  to  cut  the  grass  today  . . . 
purple-stained  fingers  and  grinning 
12-year-olds  (black  raspberries  are  in 
season,  you  city-dwellers!)  . . . it’s 
your  turn  to  bathe  the  dog  . . . the 
nights  that  God  created  before  the 
roof  was  ever  invented  . . . neighbor- 
hood block  party  . . . but  Tommy’s 
dad  lets  him  shoot  firecrackers 
. . . the  ice  cream  sales  truck  whose 
tinkling  bells  sound  its  arrival  five 
minutes  before  dinner  . . . orange 
sherbet  pushups  . . . popsicles  that 
don’t  look  like  anything  else  . . . 
mint  ice  tea  . . . preseason  air  condi- 
tioner sales  . . . blackened  marsh- 
mallows-graham  crackers-Hershey’s 
chocolate  . . . ants  . . . early  squatters 
at  the  best  picnic  sites  . . . zucchini 
baseball  (what  else  could  you  use  a 
two-foot  zucchini  for)  . . . these 
fireworks  are  the  best  ever)!  . . . 

Need  I say  more? 

Last  one  in  is  a rotten  egg! 

— Derrick  L.  Latos,  M.D 
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Coffin  Nails  for  Medicine 


Editor’s  Note:  We  relinquish  our 
editorial  space  this  month  in  order 
to  publish  the  following  letter  and 
commentary  which  “says  it  all.” 
MacCourtney  is  a Huntington 
media  executive  and  Doctor  Diehl 
is  a personal  friend  of  his. 

Mr.  Leo  MacCourtney 

WOWK 

P.O.  Box  13 

Huntington,  WV  25706-0013 

Dear  Mr.  MacCourtney: 

Mindy  and  I seem  to  have 
discovered  a really  good  practice 
here  in  Radford.  We’ve  given  up  on 
West  Virginia.  My  departure  from 
Lewisburg  was  multifactorial,  but 
the  general  climate  in  West  Virginia, 
as  expressed  by  the  Legislature’s  ac- 
tions last  spring,  played  a large  part 
in  our  decision.  To  my  mind,  West 
Virginia’s  condition  is  just... terminal. 

I’m  enclosing  a copy  of  an  arti- 
cle I wrote  last  year,  but  never  refin- 
ed or  submitted  for  publication 
anywhere.  I thought  some  about 
trying  to  enter  the  public  fray... try- 
ing to  get  this  article  or  something 
like  it  published  somewhere... but 
concluded  the  situation  was 
hopeless. 

Thank  you  for  taking  an  interest 
in  the  problem  and  helping  with 
the  editorials.  Since  we  failed,  there 
will  be  much  more  difficult  work  to 
do  for  those  who  remain.  Best 
wishes... 

Sincerely, 

Steven  L.  Diehl,  M.D. 

Radford,  Virginia 


March-April,  1989 

For  most  things,  death  has  a certain 
sadness.  So  it  is  with  a profession. 
We  sigh  with  thoughts  of  w'hat 
might  have  been... had  another 
course  been  chosen.  But  death 
brings  with  it  a finality,  a last  clos- 
ing of  the  doors  to  all  other  options. 


Last  week,  at  the  end  of  the 
session,  the  West  Virginia  Legislature 
put  the  final  coffin  nail  into  the  pro- 
fession of  medicine  in  the  Mountain 
State.  It  was  done  with  little  warn- 
ing, little  debate,  certainly  no  public 
notice,  and  with  a determination  to 
take  decisive  action  that  has  marked 
this  Legislature. 

Determination,  like  decisiveness, 
is  a double-edged  sword  in  govern- 
ment. Medicine  felt  the  back  side  of 
the  sword  last  week.  By  the  time 
the  voters  feel  the  sword,  enough 
time  will  have  passed  to  obscure  the 
origin  of  the  pain.  That  happens  a 
lot  in  government. 

I first  saw  a copy  of  SB-576  one 
week  before  the  vote  on  it.  “My 
God,  it’s  the  Massachusetts  Bill!!” 
was  the  cry  from  everyone  who 
read  it. 

I called  Senator  Brackenrich 
and  Senator  Holliday.  I wrote  to 
them  immediately.  Someone  must 
tell  them!  They  are  killing  a 
profession! 

Senator  Brackenrich  did  return 
my  call  and  listened  sympathetically. 
But  he  declined  to  take  a stand  on 
the  bill,  referring  me  to  Mr.  Holli- 
day’s office.  The  Honorable  Senator 
Brackenrich  knew  little  of  the  bill  in 
question,  and  apologetically  defer- 
red to  the  Honorable  Senator  Holli- 
day, whose  lead  he  would  follow  in 
the  vote,  whatever  direction  Senator 
Holliday  took  on  the  issue... as  if  it 
was  in  question. 

I never  got  a return  call  from 
Mr.  Holliday,  though  he  did  return 
my  letter.  I sent  it  to  him  on  the 
23rd  of  March,  and  it  came  back  on 
the  29th,  complete  with  his  per- 
sonally written  response  (which  I 
shall  cherish  forever)  on  the  margins 
of  my  original  letter. 

As  to  my  pleas  and  arguments, 
well,  he  really  didn’t  want  to  hear 
it.  He  actually  stated  in  his  note  to 
me  that  he  did  not  care  what  the 


voter  reaction  might  be.  He  wanted 
the  bill.  He  knew  what  was  best  for 
West  Virginia! 

We  sent  a delegation  to 
Charleston  on  that  unseasonably 
cold  Saturday  morning  (scheduled 
Senate  floor  vote).  They  tried  to  talk 
to  Mr.  Holliday.  His  mind  was  made 
up.  Go  away,  pesky  doctors.  My 
friends  say  they  were  treated  rudely. 

The  Bill 

This  bill  has  many  provisions,  and 
apparently  is  modeled  after  a similar 
bill  passed  several  years  ago  in 
Massachusetts.  This  bill  completes 
the  process  of  wresting  control  of 
the  doctor-patient  relationship  from 
the  doctors  and  patients,  to  the  state 
bureaucracy.  The  stated  purpose  of 
the  bill,  in  its  own  words,  is  “to 
design  systems.”  This  core  phrase  is 
shrouded  in  obfuscating,  flowery 
adjectives  such  as  “fair"  and 
“equitable”  and  other  similarly 
mushy  descriptors  usually  employed 
in  such  a hornswoggle.  Here’s  what 
the  bill  does: 

1.  For  all  health  insurance  pro- 
grams involving  state  dollars,  forces 
all  doctors  to  accept  as  payment  in 
full  whatever  the  state  bureaucracy 
decides  is  a fair  value  for  their 
services. 

2.  Imposes  stiff  criminal 
penalties  for  any  violation  of  (1). 

3.  In  the  original  bill,  so-called 
“mandatory  assignment”  (#1)  would 
apply  to  private  insurers  as  well. 

4.  Any  doctor  who  declines  to 
“participate”  in  this  “system”  is  not 
allowed  to  receive  any  compensa- 
tion whatsoever  for  services 
rendered  to  any  patient  eligible  for 
any  of  the  included  insurance  pro- 
grams. That  is,  Mr.  Patient,  even  if 
you  want  to  see  Doctor  Best  for  his 
opinion,  or  for  his  expertise,  or  for 
his  reputation  as  the  best,  you  will 
not  be  allowed  to  under  this 
marvelous  “system”  that  has  surfac- 
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ed  in  Charleston.  Not  even  if  you 
wanted  to  pay  for  it  out  of  your 
own  pocket! 

Poor  Medicine,  Poor  Patients 

Somehow  or  other  the  public  is  led 
to  believe  that  medicine,  through 
the  AMA  or  other  means,  has  great 
political  power  exerted  through 
well-organized  and  well-financed 
lobbying  groups.  Nothing  could  be 
farther  from  the  truth.  We  didn’t  see 
this  coming  and  were  ill-prepared  to 
deal  with  it  when  it  did.  Many  eyes 
were  opened,  but  probably  too  late 
to  save  medicine  for  us  or  for  the 
folks  of  the  state. 

Especially  outrageous  is  the  fact 
that  the  voters  are  once  again  being 
punished  for  the  incompetence  of 
government.  Promises  of  free 
medical  care  have  been  given  to  the 
voters,  but  no  provisions  were  made 
to  pay  for  it.  Debts  pile  up.  When 
the  dam  is  about  to  break,  the 
politicians  will  not  admit  the  real 
problem.  They  won’t  come  clean 
with  the  voters  and  tell  them  that 
they  promised  far  more  than  they 
can  deliver.  They  solve  the  problem 
by  destroying  what  the  voters 
desired  in  the  first  place,  quality 
health  care.  If  it  is  simply 
unavailable,  they  won’t  have  to  go  to 
the  taxpayers  and  ask  for  money  to 
pay  for  the  election  promises  of  last 
election. 

Through  the  skillful  manipula- 
tion of  the  Caperton  Legislature,  the 
Saturday  morning  in  Charleston  was 
turned  into  a quiet  confrontation 
between  two  professions,  the 
teachers  and  the  doctors.  What  a 
happy  coincidence  for  SB-576. 

There  is  a force  at  work  here.  It  is 
not  a good  force.  It  is  force  that  pits 
two  honorable  professions  against 
each  other  for  the  purpose  of  lock- 
ing them  irrevocably  under  the 


yoke  of  a too-powerful  govern- 
ment. It  is  a force  that  despises  the 
freedom  of  men  to  enter  into  con- 
tracts with  each  other,  unen- 
cumbered by  external  corruption. 
This  force  despises  individual 
achievement  as  much  as  individual 
independence.  It  is  the  resultant 
vector  of  the  addition  of  the  politics 
of  envy  and  the  corruption  of 
politics.  This  force  is  in  control  now 
at  the  state  Capitol.  Its  first  victim  is 
the  profession  of  medicine.  Who 
will  be  next? 

Practical  Significance 

I am  almost  40  years  old.  My  children 
will  not  be  living  at  home  for  too 
many  more  years.  I love  my 
children  and  I realize  that  this  is  it  ...  I 
either  spend  the  time  with  them 
now  or  the  opportunity  will  be  lost. 

Medical  training  takes  many 
years.  After  four  years  of  college, 
there  are  four  years  of  medical 
school.  Then,  there  is  a year  of  in- 
ternship. Then,  several  years  of 
residency.  Then,  several  years  of 
struggling  to  dig  out  from  the  debt 
incurred.  Then,  maybe,  you  find  a 
little  town  somewhere  that  you  like 
and  that  likes  you  and  if  you  are 
good  and  lucky  you  will  be  able  to 
practice  with  a friend  who  will 
share  the  burdens  of  call,  ad- 
ministering an  office,  deciphering 
regulations,  etc.  All  the  while,  there 
is  little  time  for  vacations,  family 
life,  hobbies  . . There  is  only  time  to 
practice  medicine.  Only  enough 
energy  to  practice  medicine. 

I found  my  little  town  that  I 
like  and  that  likes  me.  It  has  been  a 
long  road.  Things  are  getting  settled 
after  so  many  moves  and  I feel  good 
as  I swing  into  high  gear  delivering 
new  services  with  fresh  knowledge 
to  a place  that  needs  and  deserves  it. 

Then,  WAMMO!  A newly 
elected  governor  with  a strong  tilt 


to  the  left  changes  all  the  rules.  He 
puts  us  on  the  map... a big  Bright 
Red  Star!  Right  there  on  the  front 
page  of  American  Medical  News, 

April  14  edition,  they  call  it  “The 
People’s  Republic  of  West  Virginia.” 

WAMMO!  1 can  forget  getting 
another  partner  in  this  practice. 
Doctors  will  avoid  West  Virginia 
about  as  enthusiastically  as  they 
avoid  AIDS. 

WAMMO!  I can  count  on  every 
other  night  call  and  every  other 
weekend  spent  in  the  hospital... as 
long  as  I remain  in  West  Virginia. 

WAMMO!  I’m  looking  for  a new 
job,  somewhere  outside  of  West 
Virginia.  I love  my  children,  and  I’d 
like  to  spend  some  time  with  them 
before  they  leave  home. 

March,  1990 

Now,  I live  in  Virginia.  The 
politicans  of  Virginia  aren’t  so 
enamored  of  the  joys  of  socialistic 
big  government.  Or  maybe  the  peo- 
ple just  have  a better  hold  on  the 
politicians.  Medicine  is  hanging  in 
there  as  a real  profession  in  the  Old 
Dominion.  I like  it.  I am  working 
very  hard  and  enjoying  every 
minute  of  it.  I get  to  see  my  family 
because  our  practice  has  no  difficul- 
ty attracting  new  members  as  need- 
ed. The  conditions  for  the  indepen- 
dent practice  of  the  profession  of 
medicine  are  much  better. 

I hear  the  West  Virginia  teachers 
are  on  strike.  I guess  Caperton’s  pur- 
chase of  the  teachers  was  short- 
lived. Come  next  election,  the  folks 
of  West  Virginia  would  do  well  to 
turn  out  the  Capertons  and  the 
Hollidays.  Let  them  seek  honest 
employment  elsewhere.  In  the 
meantime,  West  Virginians  should 
maintain  their  automobiles  in  top 
condition.  Quality  medical  care  will 
require  longer  and  longer  road  trips 
as  the  years  pass. 
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Our  Readers  Speak 


Hunt  Letter  Excellent 


This  is  in  reference  to  Dr.  John  A. 
Hunt’s  letter  on  the  Biswas  malprac- 
tice case  that  was  published  in  the 
May  issue  of  the  Journal. 

I commend  Doctor  Hunt  for  his 
excellent  and  incisive  dissection  of 
the  Biswas  malpractice  ignominy— 
not  Dr.  Kanoj  Biswas — but  the  ap- 
palling tort  system.  I agree  that 
Doctor  Biswas  was  not  responsible 
for  the  Robinson  baby’s  birth 
defects  and  his  genetic  origin. 


Every  physician  who  has  read 
Doctor  Hunt’s  letter  should  be 
moved  and  alerted  to  the  current 
tort  system  that  only  impedes  the 
doctor-patient  relationship,  places 
every  doctor’s  head  under  the 
sword  of  Damocles,  and  makes  the 
patient  a victim  of  costly  defensive 
medicine. 

Unless  measures  are  taken  to 
correct  the  adversarial  factors  in 
malpractice,  exodus  of  physicians 


and  curtailment  of  innovative  prac- 
tice and  procedures  will  continue  in 
the  state  of  West  Virginia. 

Doctor  Hunt  deserves  our  ap- 
preciation for  calling  our  attention 
once  again  to  the  disgusting  tort 
system. 

Romeo  Y.  Lim,  M.D. 

Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons 
of  Charleston,  Inc. 

1306  Kanawha  Blvd.,  East 

P.O.  Box  3107 

Charleston,  WV  25331 


Evidence  of  Malpractice 


I note  with  interest  your  lack  of 
desire  to  objectively  present  the 
facts  of  the  Robinson  v.  Biswas  case 
[The  Journal,  May,  p.  215].  Despite 
representations  to  the  contrary,  the 
plaintiffs,  too,  presented  evidence 
from  numerous  highly  qualified 
physicians  indicating  that  malprac-' 
tice  had  indeed  occurred.  If  you  or 
anyone  in  your  organization  is  ever 
interested  in  knowing  what  did,  in 
fact,  occur  in  the  trial  of  this  case, 
please  let  me  know. 

With  regard  to  the  memo  physi- 
cians insured  by  CNA  recently 
received,  those  physicians  should 


know  that  an  important  item  was 
not  mentioned.  Despite  CNA’s  ex- 
pressed optimism  regarding  an  ap- 
peal, CNA  deliberately  chose  to 
leave  Doctor  Biswas’  assets  un- 
protected rather  than  post  a bond 
for  him.  Of  course,  CNA  had  no 
problem  protecting  its  own  assets 
with  a bond.  I wonder  why  CNA 
doesn’t  put  its  money  where  its 
mouth  is  and  protect  its  insured, 
given  CNA’s  “confidence”  on  appeal. 

William  S.  Druckman 
7 Players  Club  Drive 
P.O.  Box  2506 
Charleston,  WV  25329 


Editor’s  Note:  We  note  with  in- 
terest that  this  is  the  first  com- 
munication we  have  had  on  this  or 
any  other  subject  from  Hunt  & 
Wilson  or  any  of  their  sundry  col- 
leagues. We  appreciate  the  deep 
concern  Hunt  & Wilson  et  al. 
manifest  for  physician  education 
and  for  the  protection  of  physicians 
in  our  naive  and  innocent  relations 
with  scheming  insurance  carriers. 


Open  Question 


I would  like  to  pose  an  open 
question  to  the  readership  of  the 
West  Virginia  Medical  Journal. 

I have  been  doing  prenatal  testing 
for  hepatitis  B as  it  has  been  sug- 
gested as  the  standard  of  care. 
However,  the  incidence  of  hepatitis  B 
in  Preston  County,  West  Virginia, 
is  extremely  low.  Over  120  con- 
secutively tested  women  at  my  of- 
fice have  now  been  negative  for 
Hepatitis  B.  The  question  then 


arises:  Is  there  merit  in  continuing 
to  test  for  a disease  when  its  local 
prevalence  is  so  very  low?  Or,  to 
put  this  in  other  terms:  How  many 
consecutive  negative  hepatitis  panels 
will  I need  to  determine  that  it  is 
not  a worthwhile  test  for  my 
population  of  patients? 

In  addition  to  seeking  a prac- 
tical answer  to  this  first  question,  I 
would  like  to  see  some  commentary 
on  an  expanded  version  of  this 


question:  Does  documented  ex- 
perience at  a local  level  outweigh 
official  recommendations  of  national 
medical  groups?  If  so,  at  what  point? 

John  J.  Keefe,  M.D. 

301  South  Price  Street 

Kingwood,  WV  26537 

Dennis  F.  Saver,  M.D. 

Box  9 

Newburg,  WV  26410 
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NORTH  CAROLINA 

• Full  Partnership  • Expanding  Practice 

• One-in-three  Call  • Exceptional  Earnings  Potential 

• Early  partnership  with  a BC  OB/GYN  in  a well-established,  growing  practice 

• Well-equipped  office  and  hospital  offers  advanced  OB/GYN  practice 

• Outstanding  lifestyle  in  medium-sized  community  near  Charlotte 

• Excellent  medical  environment,  low  malpractice,  low  unemployment 

Respond  to:  Mark  Prosperi 

Cejka  & Company 

1034  S.  Brentwood  Blvd. 

St.  Louis,  MO  63117 

1-800-776-5776 


William  C Morgan,  Jr.,  M.D.,  Inc. 

Diplomate,  American  Board  of  Otolaryngology 
Fellow,  American  College  of  Surgeons 


OTOLOGY:  DISEASES  & SURGERY  OF  THE  EAR 


William  C Morgan,  Jr.,  M.D. 

Otologist 

Forensic  Otology 
Compensation  Evaluation 
Hearing  Conservation 


St.  Francis  Medical  Plaza 
Suite  602 
331  Laidley  Street 
Charleston,  WV  25301 

304-345-7100 


Cynthia  K.  Zentz,  M.S.,  CCC-A 
Audiologist 

Complete  Audiological  Services 
Hearing  Aid  Dispensing  & Service 
Assistive  Listening  Devices 
Electronystagmography 


1990-91  COMMITTEE  APPOINTMENTS 

WVSMA  President  Elect  Michael  M.  Stump,  M.D.,  Elkins,  is  now  in  the  process  of  gauging  member  interest  in 
particular  committee  areas.  He  is  looking  for  physicians  who  have  special  interest,  expertise  and  dedication  and 
eager  to  fill  the  position.  Please  note  that  the  committees  are  an  extremely  important  component  of  the 

Association.  The  number  of  members  named  to  each  committee  must  be  limited. 

Please  list,  in  order  of  preference,  your  first,  second  and  third  choice  of  committee  assignments.  Return  to: 
WVSMA,  P.O.  Box  4106,  Charleston,  WV  25364. 


Cancer 

Physicians  Health  and  Well  Being 

Legislation 

Resolutions 

NAME 


Constitution  and  Bylaws 

Insurance 

Medical  Education  and 

Hospitals/CME  Accreditation 

COUNTY  SOCIETY 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 

USAF  HEALTH 
PROFESSIONS 

STATION-TO- 
STATION 
COLLECT 

804-276-0459 


Talent 
\ Show 


. . . Starring  members  of  the  West  Virginia 
State  Medical  Association  in  a 
command  performance  at  the  Annual 
Meeting.  The  Greenbrier  will  shine 
with  the  best  as  this  show  lights  up 
the  stage  in  a variety  extravaganza 
beyond  compare! 

The  performance  will  feature  an 
impressive  cast  of  physicians  and 
auxilians  who  have  a special  talent 
they  want  to  share.  Whether  it  is 
serious,  entertaining,  dramatic 
or  funny,  you’ll  find  something  of 
pleasure  in  this  show. 

Register  now  to  be  a part  of  this 
unique  opportunity  to  be  in  the 
spotlight.  Call  the  WVSMA  office 
at  925-0342  and  be  there  when  the 
curtain  rises! 


General  News 




123rd  Annual  Meeting 

The  Non-Medical  Side 
of  Being  a Physician 


The  non-medical  side  of  being  a 
physician  will  get  a close  look  dur- 
ing a panel  discussion  Friday  morn- 
ing, August  17,  at  WVSMA’s  123rd 
Annual  Meeting. 

“The  Changing  Role  of  the 
Physician”  is  the  title  of  the  panel 
featuring  four  speakers  during  the 
second  general  session. 

Two  of  the  panelists  currently 
being  announced  by  the  Program 
Committee  are  Donald  C.  Fidler, 
M.D.,  Morgantown,  whose  subject 
will  be  “The  Changing  Role  and 
View  of  Physicians,”  and  John 
Gasiorowski,  Ph.D.,  Wheeling, 
speaking  on  “Medicine  and  Marriage 
or,  ‘I  Gave  at  the  Office.’” 

Doctor  Fidler  is  Associate  Pro- 
fessor of  Psychiatry,  West  Virginia 
University  School  of  Medicine,  and 
Doctor  Gasiorowski  is  Associate  Pro- 
fessor of  Sociology  and  Political 
Science  at  Wheeling  College. 

It  previously  was  announced 
that  the  other  panelists  will  be 
Karen  L.  Pollitz,  legislative  assistant 
for  Senator  Jay  Rockefeller,  “Govern- 
ment Intervention,”  and  Ronald  E. 
Alexander,  J.D.,  LL.M.,  Akron,  Ohio, 
“Litigation  and  its  Effect  on  Physi- 
cians.” 

The  Annual  Meeting  will  be 
held  August  15-19  in  White  Sulphur 
Springs  at  the  Greenbrier. 

Doctor  Fidler 

A native  of  North  Carolina,  Doctor 
Fidler  has  been  in  his  present  post 
at  WVU  since  1987.  He  came  to 
WVU  after  holding  teaching  posi- 
tions in  psychiatry  in  1980-87  at  the 
University  of  North  Carolina  at 
Chapel  Hill. 

Doctor  Fidler  is  Educational 
Consultant,  West  Virginia  Depart- 
ment of  Human  Services,  Foster 
Parent  Program,  in  Morgantown, 


Fidler  Gasiorowski 


and  Consulting  Editor  of  the  Jour- 
nal of  Academic  Psychiatry. 

At  WVU,  he  is  a member  of  the 
School  of  Medicine  Curriculum 
Committee  and,  in  the  Department 
of  Behavioral  Medicine,  a member 
of  the  Medical  Student  Education 
Committee  and  the  Academic  Affairs 
Executive  Committee. 

He  is  Chairman  of  the  Ethics 
Committee  of  the  West  Virginia 
Psychiatric  Association. 

On  the  national  level,  Doctor 
Fidler  is  Chairman  of  the  Videotape 
Subcommittee  and  a member  of  the 
Program  Committee  of  the  American 
Psychiatric  Association.  For  the 
Association  for  Academic  Psychiatry, 
he  is  Chairman  of  the  Program 
Committee  and  a member  of  the 
Executive  Committee. 

Doctor  Fidler  received  both  his 
undergraduate  and  medical  educa- 
tion at  the  University  of  North 
Carolina  at  Chapel  Hill  (M.D.  degree 
in  1975),  and  completed  a residency 
in  psychiatry  at  North  Carolina 
Memorial  Hospital  in  Chapel  Hill. 

He  is  the  author  or  co-author  of 
some  46  videotapes,  producer  of 
four  media  reviews  of  videotapes, 
and  the  author  or  co-author  of 
several  printed  articles  and  book 
chapters. 


Doctor  Fidler  also  has  a 
background  in  music  and  the  arts, 
and  as  a professional  actor,  media 
teacher  and  producer.  He  is  pro- 
ducer, director,  waiter  and  editor  of 
educational  videotapes  for  the 
WVU  Department  of  Behavioral 
Medicine  and  Psychiatry. 

Marriage  and  Family  Interest 

Doctor  Gasiorowski  also  serves  as 
Director  of  the  Laut  Scholars 
Honors  Program  and  as  Faculty 
Development  Director  at  Wheeling 
College. 

His  areas  of  interest  and 
research  are  Marriage  and  Family 
Relationships,  and  Chronic  Pain  and 
Pain  Management.  He  has  lectured 
extensively  in  both  areas  as  w'ell  as 
published  various  magazine  and 
journal  articles. 

He  is  author  of  the  book, 
Adolescent  Sexuality  and  Sex 
Education:  A Guide  for  Parents 
and  Educators,  and  Consultant  to 
the  Diocese  of  Wheeling-Charleston 
on  Family  Affairs. 

Doctor  Gasiorowski  w’as 
graduated  from  Wheeling  College, 
received  his  M.A.  degree  from  Du- 
quesne  University,  and  his  Ph.D. 
degree  from  the  University  of 
Pittsburgh. 

He  is  the  first  “Scholar  in 
Residence”  at  Wheeling  College,  and 
recipient  of  the  Sears  Educational 
Foundation  Aw'ard  for  Outstanding 
Teaching,  the  Clifford  Lewis  Award 
for  Excellence  in  Education,  and  the 
West  Virginia  Legislature  Award  for 
Outstanding  Teaching. 

Doctor  Gasionwvoski  wras 
selected  six  times  as  Outstanding 
Teacher  by  the  Senior  Class  at 
Wheeling  College,  and  received  the 
Meritorious  Service  Award  from  the 
Diocese  of  Wheeling-Charleston  for 
service  to  families. 
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Convention  Schedule 

The  convention  will  follow  the 
usual  schedule  including  the  open- 
ing session  of  the  House  of 
Delegates  Wednesday  afternoon, 
keynote  address  Thursday  morning, 
general-scientific  sessions  Thursday, 
Friday  and  Saturday  mornings;  sec- 
tion and  society  meetings  primarily 
Friday  afternoon,  and  the  second 
House  session  Saturday  afternoon. 

Other  subjects  to  be  covered 
during  the  general  sessions  will  be 
Medical  Education,  Infant  Cardiac 
Surgery  and  Drug  Interactions. 

It  was  announced  earlier  that  C. 
John  Tupper,  M.D.,  American 
Medical  Association  President,  will 
address  the  first  House  session 
Wednesday  afternoon,  August  15. 


Sign  Up  for  Care 
of  Athletes  Meet 

WVSMA  members  interested  in 
helping  to  provide  better  medical 
care  for  student  athletes  are 
reminded  to  register  immediately 
for  the  open  luncheon  meeting  ten- 
tatively scheduled  Saturday,  August 
18,  during  the  WVSMA  Annual 
Meeting  in  White  Sulphur  Springs 
at  the  Greenbrier. 

David  W.  Avery,  M.D.,  Vienna, 
will  be  in  charge.  “This  meeting 
will  be  worked  out  in  conjunction 
with  the  West  Virginia  Academy  of 
Family  Practice  Sports  Medicine 
Committee,  and  is  open  to 
everyone  interested,”  Doctor  Avery 
said. 

“Our  goal  is  one  of  utmost 
concern  to  our  school  ad- 
ministrators, and  any  and  all  input 
would  be  greatly  appreciated,”  he 
added. 

Students  at  all  levels  in  our 
state  schools  will  be  considered  in 
the  discussion. 

The  meeting  will  be  finalized 
if  there  is  sufficient  advance 
registration.  If  it  is  decided  to 
schedule  the  meeting,  a light  lunch 
will  be  provided  courtesy  of 
WVSMA. 

To  register,  contact  Nancie  Div- 
vens  at  WVSMA,  P.O.  Box  4106, 
Charleston,  WV  25364.  Telephone 
925-0342  or  1-800-257-4747  (WV). 


Doctor  Tupper  is  an  internist  from 
Davis,  California. 

John  T.  Shepherd,  M.D.,  D.Sc., 
Professor  of  Physiology  at  Mayo 
Medical  School,  also  as  announced 
previously,  will  deliver  the  keynote 
Thomas  L.  Harris  Address  during 
opening  exercises  Thursday  morn- 
ing. “Fashions  in  Medical  Education: 
Future  Optimism  or  Bated  Breath” 
will  be  the  title  of  his  talk. 

Also  speaking  during  the  first 
general  session  will  be  Robert  A. 
Gustafson,  M.D.,  WVU  Associate 
Professor  of  Surgery  and  Pediatrics, 
Morgantown.  His  topic  will  be  “In- 
fant Cardiac  Surgery.” 

Previously  announced  speakers 
for  the  Saturday  morning  session  on 
“Drug  Interactions”  will  be  Ray- 
mond Woosley,  M.D.,  Ph.D.,  Pro- 
fessor and  Chairman  of  Phar- 
macology, Georgetown  University 
Medical  Center,  “Indications  for  An- 
tiarrhythmic  Drugs  After  CAST,”  and 
Gary  O.  Rankin,  Ph.D.,  Chairman  of 
the  Department  of  Pharmacology, 
Marshall  University  School  of 
Medicine,  “Polypharmacy:  The  Ex- 
cessive Use  of  Drugs.” 

As  announced  previously,  the 
House  sessions  will  begin  earlier 
this  year.  The  first  session  will  begin 
at  2 P.M.  instead  of  2:45  P.M.,  and 
the  second  session  will  begin  at  1 
P.M.  instead  of  at  2 P.M.  The  earlier 
starting  times  were  set  in  order  to 
allow  more  time  for  conducting 
Association  business. 

Change  in  Nominations 

The  process  for  nominations  and 
election  of  officers  will  be 
somewhat  different  this  year  than  in 
the  past.  The  report  of  the  Nomina- 
tions Committee  will  take  place  dur- 
ing the  first  session,  with  candidates 
presenting  their  views  during  the 
same  session.  The  election  of  of- 
ficers will  take  place  during  the  se- 
cond session.  Officers  customarily 
have  been  nominated,  and  elected, 
during  the  second  session. 

Each  candidate  will  be  inter- 
viewed by  the  Nominations  Com- 
mittee this  month.  During  these  in- 
terviews, the  members  of  that  Com- 
mittee will  make  each  candidate 
aware  of  the  demands,  respon- 
sibilities and  opportunities 
associated  with  the  elected  posi- 
tions. Nominations  from  the  floor 
during  the  Annual  Meeting  will  still 
be  possible. 


Michael  M.  Stump,  M.D.,  Elkins 
pathologist,  will  be  installed  as  new 
WVSMA  President  during  the  se- 
cond House  Session.  He  will  suc- 
ceed Derrick  L.  Latos,  M.D.,  Wheel- 
ing nephrologist. 

Variety  Show 

A new  feature  for  the  social  side  of 
the  convention  this  year  will  be  a 
variety  show  Friday  evening  featur- 
ing doctors  and  auxiliary  members. 
Those  who  have  talents  and  who 
would  like  to  participate  are  asked 
to  contact  Dee  Crabtree,  Cindy 
Hagerman  or  Nancie  Divvens  at  the 
WVSMA  office.  Telephone  925-0342 
or  1-800-2  5 7-4747  (WV). 

Program  Committee 

Members  of  the  1990  Annual 
Meeting  Program  Committee  are 
Drs.  James  L.  Comerci,  Wheeling, 
Chairman;  Graciano  Cendana, 
Charleston;  Thomas  H.  Chang  and 
James  L.  Bryant,  Clarksburg;  C. 
Richard  Daniel,  Beckley;  Michael  J. 
Lewis,  Morgantown;  Michael  A. 
Morehead,  Parkersburg;  Maurice  A. 
Mufson,  Huntington;  Edward  Pinney, 
Martinsburg;  Mabel  M.  Stevenson, 
Huntington,  and  Doctor  Stump. 


Laser  Workshops 
in  Charleston 

A series  of  one-day  workshops  on 
Contact  Nd:  Yag  Laser  Surgery  for 
otolaryngologists  and  head  and  neck 
surgeons  will  be  held  by  the  Eye 
and  Ear  Clinic  of  Charleston  and  the 
Department  of  Surgery,  West 
Virginia  University  Health  Sciences 
Center,  Charleston  Division.  Upcom- 
ing dates  for  the  workshops  are 
August  3,  October  5,  and  December  7. 

The  workshops  provides  a com- 
prehensive overview  on  SLT  laser 
biophysics,  safety,  and  application.  A 
major  component  of  the  workshop 
is  a hands-on  laboratory  in  the  Eye 
and  Ear  Clinic  operating  room. 

Course  faculty  include  Romeo 
Y.  Lim,  M.D.,  Director;  R.  Austin 
Wallace,  M.D.,  Assistant  Director, 
and  Mary  Jane  Willis,  PA,  Coor- 
dinator, all  with  The  Eye  and  Ear 
Clinic.  James  P.  Boland,  M.D.,  Pro- 
fessor and  Chairman,  Department  of 
Surgery,  WVU  Health  Sciences 
Center,  Charleston  Division,  serves 
as  guest  lecturer.  Course  support  is 
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provided  by  Tony  Pergola  and  Greg 
Chaney,  surgical  laser  technologies 
(SLT),  and  the  Clinic  laser  surgery 
team. 

The  workshop  provides  eight 
credit  hours  in  Category  1 of  the 
Physician’s  Recognition  Award  of 
the  American  Medical  Association, 
eight  CE  units,  and  0.80  CEUs, 
AANA.  Registrants  completing  the 
workshop  receive  a certificate  to 
perform  both  non-contact  and  con- 
tact Nd:  YAG  laser  surgery  in  com- 
pliance with  the  American  Society 
for  Laser  Medicine  and  Surgery 
guidelines. 

For  registration  details  and  in- 
formation on  other  available 
workshop  dates,  contact  Mary  Jane 
Willis  at  304-343-4371,  ext.  227. 


Physician  Office 
Lab  Regulations 

Proposed  physician  office  laboratory 
(POL)  regulations  were  published 
formally  in  the  FEDERAL  REGISTER 
May  21,  with  a 90-day  comment 
period.  The  proposed  regulations 
will  set  requirements  for  laboratory 
tests  based  on  the  complexity  of  the 
test  and  the  risk  factors  related  to 
erroneous  test  results. 

The  regulations  are  site-neutral 
and  have  three  tiers:  (1)  waivered 
tests  with  no  regulation;  (2)  Level  I 
for  more  complex  tests  with  the 
physician  qualified  to  be  the 
laboratory  director;  and  (3)  Level  II 
for  the  most  complex  tests  and  their 
regulation.  The  process  for  applica- 
tion to  establish  a certified  POL  and 
to  set  the  cost  of  certification  will 
be  established  through  subsequent 
proposed  regulations.  Additional 
regulations  also  will  be  proposed  to 
establish  the  standards  required  for 
private  accreditation  agencies  to  be 
approved  by  the  Secretary  of  the 
Department  of  Health  and  Human 
Services  (HHS). 

The  American  Medical  Associa- 
tion is  working  to  develop  its  posi- 
tions on  numerous  issues  raised  by 
this  proposal,  and  will  make  its 
comments  available  through  WVSMA 
for  members’  information  and  use. 
Final  AMA  comments  are  expected 
to  be  available  for  distribution  well 
before  the  final  comment  date  of 
August  20. 

The  proposed  regulations  based 


on  the  Clinical  Laboratory  Improve- 
ment Amendments  of  1988 
(CLIA-88)  (P.L.  100-578)  would 
federally  regulate  any  “facility”  per- 
forming clinical  tests  on  a human 
specimen  for  the  purpose  of  assess- 
ing, diagnosing  or  treating  a patient. 
The  legislative  history  relating  to 
CLIA-88  indicates  that  the  term 
“facility”  was  not  to  connote  a 
physically  discrete  operation 
devoted  exclusively  to  laboratory 
testing  activities  but  includes  any 
physician  office  or  other  site  at 
which  laboratory  testing  is  done. 
The  legislative  history  further  in- 
dicates that  the  exception  in  the 
prior  law  for  the  physician  office 
setting  was  specifically  deleted. 

In  addition,  CLIA-88  provided 
that  laboratory  certification  re- 
quirements be  based  on  test  com- 
plexity and  risk  factors  related  to  er- 
roneous results,  not  location  of  the 
laboratory.  Only  one  certificate 
would  be  issued  to  a laboratory. 


Dr.  Tweel  Lung 
Award  Recipient 

Harry  K.  Tweel,  M.D.,  of  Huntington 
received  the  prestigious  William  C. 
Cooke  Award  from  the  American 
Lung  Association  of  West  Virginia  in 
June  at  the  Association’s  annual 
meeting.  He  was  given  the  award 
for  his  work  with  the  West  Virginia 
Thoracic  Society  and  support  of  the 
Artists  Series  in  Huntington.  He  also 
is  ALAWV  Treasurer. 

Michael  M.  Blatt,  M.D.,  Wheel- 
ing, is  Assistant  Treasurer,  and 
Daniel  Banks,  M.D.,  Morgantown,  as 
President  of  the  West  Virginia 
Thoracic  Society,  will  serve  on  the 
ALAWV  Executive  Committee. 

An  outstanding  service  award 
was  presented  to  board  member 
Michael  W.  Blatt,  M.D.,  Wheeling. 

Retiring  member  Jerome  C. 
Arnett,  Jr.,  M.D.,  Elkins,  was  honored 
for  12  years  of  service  to  the  board. 

Don  Black,  a physical  therapist 
from  Thomas,  was  honored  as 
volunteer  of  the  year  for  his  work 
with  a smoking-cessation  program  at 
Davis  Center  in  Tucker  County.  Black 
adapted  the  ALA’s  Freedom  from 
Smoking  curriculum  to  the  needs  of 
the  adolescents  at  the  correctional 
facility.  He  also  helped  establish 
non-smoking  policies  for  the  dorms. 


Special  Children 
Conference  Topic 

“The  Surgeon  General’s  Follow-up 
Conference  for  Children  with 
Special  Needs  - West  Virginia’s 
Response,”  will  be  held  November 
9-10  at  Canaan  Valley  State  Park. 

This  two-day  conference  is  a 
collaborative  effort  of  the  Klingberg 
Center  for  Child  Development  at  the 
WVU  School  of  Medicine;  Handi- 
capped Children’s  Services;  Regional 
Maternal  and  Child  Health, 
Georgetown  University;  and 
members  of  the  West  Virginia  State 
Departments  of  Education  and 
Health.  The  meeting  will  bring 
together  parents,  health  care  pro- 
viders, educators,  legislators  and 
other  community-based  service  pro- 
viders to  discuss  family  empower- 
ment, financial  support,  how  to 
strengthen  parent/professional  part- 
nerships, and  present  case  strategies 
for  these  families  with  special 
children. 

For  more  information,  contact 
Carrie  Westbrook,  Parent  Consul- 
tant/Conference Coordinator  at  the 
W.  G.  Klingberg  Center  for  Child 
Development,  (304)  293-7331- 


New  Blood 
Banks  Manuals 

The  American  Association  of  Blood 
Banks  (AABB)  has  published  two 
new  publications:  the  Adminis- 
trative Manual  (Volume  III)  and  the 
Donor  Recruitment/Public  Relations 
Manual. 

Both  publications  are  available 
for  $35  each  from  the  Association’s 
Sales  Office,  1117  North  19th  Street, 
Suite  600,  Arlington,  Virginia,  22209, 
(703)  528-8200.  The  AABB  sets  stan- 
dards, inspects  and  accredits  blood 
collection  and  transfusion  facilities 
and  provides  continuing  education 
and  information. 


Correction 

David  W.  Avery,  M.D.,  Vienna,  is  not 
a member  of  the  WVSMA  Council  as 
stated  in  the  story,  “How  Do  You 
Improve  Care  for  Athletes?,”  June 
issue  of  th e Journal,  Page  26l.  The 
Journal  regrets  this  error. 
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Continuing 

Education 

Programs 


Here  are  the  continuing  medical 
education  activities  listed  primarily 
by  the  Marshall  University  and 
West  Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  part  of  1990.  The  pro- 
grams were  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  Director 
of  Continuing  Medical  Education; 
Brenda  McGregor,  WVU  Outreach 
Coordinator,  Continuing  Medical 
Education;  Katharine  Terrie,  Program 
Manager,  WVU  Charleston  Division; 
and  Sharon  Hall,  Director  of  Conti- 
nuing Education,  Charleston  Area 
Medical  Center  (also  in  charge  of 
WVU  Charleston  Division  on- 
campus  CME).  The  schedule  is 
presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other 
national,  state  and  district  medical 
meetings  are  listed  in  the  Medical 
Meetings  Department  of  The 
Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are 
held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses. 
Further  information  about  CME  ac- 
tivities may  be  obtained  by  calling 
Doctor  Chick  at  (304)  696-7018; 
McGregor  (304)  293-3937;  Terrie, 
(304)  347-1363;  and  Hall,  (304) 
348-9580. 

CAMC/WVU  Health  Sciences 
Center-Charleston 

Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (»)/WVU  Health 

Sciences  Center-Charleston  (A) 

(Check  locally  for 
additional  information) 


CME  Outreach 
Programs 

Fairmont,  ★ Fairmont  General  Hos- 
pital, 7:30  P.M. — Neurology  Update, 
Alvaro  Gutierrez,  M.D. 

Fairmont,  ★ Fairmont  Clinic,  1 
P.M. — July  18,  Update  on  Breast 
Cancer,  Geoffrey  Graeber,  M.D. 

Gassaway,  □ Braxton  County  Mem- 
orial Hospital,  6:30  P.M. — July  (no 
program)  (A) 

Grantsville,  □ Calhoun  General  Hos- 
pital, 1 P.M. — July  (no  program)  (•) 

Hurricane,  □ Putnam  General 
Hospital,  8:30  A.M. — July  (no  pro- 
gram) (•) 

Logan,  □ General  Hospital,  11:30 
A.M. — July  20,  Neonatal  Resuscita- 
tion, Ellen  Szego,  M.D.  (•) 

Madison,  □ Boone  Memorial 
Hospital,  6:30  P.M. — July  (no  pro- 
gram) (A) 

Man,  □ Appalachian  Regional 
Hospital,  7 P.M. — July  17  (tba)  (•) 

Montgomery,  □ General  Hospital, 
12  P.M. — July  (no  program)  (•) 

New  Martinsville,  ★ Wetzel  Co. 
Hospital,  11:30  A.M. — July  (no 
program) 


Oak  Hill,  □ Plateau  Medical  Center, 
7 P.M. — July  (no  program)  (A) 

Point  Pleasant,  □ Pleasant  Valley 
Hospital,  Noon— July  26,  Organ 
Transplantation  Update,  Ernest 
Hodge,  M.D.  (•) 

Ripley,  □ Jackson  General  Hospital, 
12  Noon — July  13  (tba)  (•) 

Ronceverte,  □ Humana  Hospital 
Greenbrier  Valley,  1 P.M. — July  18, 
Spinal  Cord  Injuries,  Mario 
Balmaseda,  M.D.  (•) 

Spencer,  □ Roane  General  Hospital, 
12:30  P.M.— July  17  (tba)  (•) 

Summersville,  □ Summersville 
Memorial  Hospital,  6 P.M. — July  (no 
program)  (A) 

Waynesburg,  PA,  ★ Greene  County 
Memorial  Hospital,  7 P.M. — July  24, 
Adrenal  Disorders,  Theodore  Kot- 
chen,  M.D. 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  11  A.M. — July  (no 
program)  (A) 

White  Sulphur  Springs,  □ Green- 
brier Clinic,  4 P.M. — July  (no  pro- 
gram) (A) 

Williamson,  □ Williamson  Memorial 
Hospital,  6 P.M. — July  (no  program) 
(A) 


— 
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Poetry  Corner 


July 

7 — WVSMA  / CNA  Loss  Control  Seminar 
(First  Generation),  Morgantown. 

16- 19 — Am.  Orthopedic  Society  for  Sports 
Medicine,  Sun  Valley,  Idaho. 

17 -  Head  & Neck  Lecture  Series  IV  (Eye 
& Ear  Clinic  of  Charleston,  Inc.,  Dept,  of 
Surgery,  WVU  Health  Sciences  Center, 
Charleston  Division.) 

August 

3 — Laser  Surgery  Workshop  (Eye  & Ear 
Clinic  of  Charleston,  Inc.  & Dept,  of 
Surgery,  WVU/Charleston  Division, 
Charleston. 

15- 19 — 123rd  Annual  Meeting,  WV 
State  Medical  Assoc.  White  Sulphur 
Springs. 

18- 24 — Society  of  Magnetic  Resonance  in 
Medicine  (9th),  New  York  City. 

September 

6- 8 — Am.  Academy  of  Facial  Plastic  & 
Reconstructive  Surgery,  San  Diego,  Calif. 

7 —  W.  Va.  Urological  Society,  Morgan- 
town. 

16- 19 — Am.  College  of  Emerger  _/  Physi- 
cians, San  Francisco. 

October 

5 — Laser  Surgery  Workshop  (Eye  & Ear 
Clinic  of  Charleston,  Inc.  & Dept,  of 
Surgery,  WVU/Charleston  Division, 
Charleston. 

7-1 1 — Am.  Academy  of  Family  Physicians, 
Dallas. 

7-12 — Am.  College  of  Surgeons,  San 
Francisco. 

14-17 — Southern  Medical  Assoc., 
Nashville. 

19- 20 — Ophthalmology  Clinical  Confer- 
ence (WVU  Dept  of  Ophthalmology), 
Morgantown. 

26-31  — Am.  College  of  Gastroenterology, 
San  Francisco. 

28-Nov.  1 — Am  Academy  of  Ophthal- 
mology, Atlanta. 

For  More  Information  . . . 


Remembrance 

/ wish  that  you  were  here  with  me, 
When  all  my  busy  days  are 
through, 

As  I remember  you  to  be. 

While  resting  'neath  a shady  tree, 
And  looking  at  a sky  of  blue, 

I wish  that  you  were  here  with  me. 

When  looking  out  across  the  sea, 

I 'm  thinking  lovely  thoughts  of  you, 
As  I remember  you  to  be. 

Then  walking  through  a sunny  lea 
Where  we  had  often  walked,  we 
two, 

I wish  that  you  were  here  with  me. 

I think  of  you  as  being  free, 

And  know  that  you  are  happy,  too, 
As  / remember  you  to  be. 

Yet  lonely  nights  close  in  on  me. 
And  when  I'm  feeling,  oh,  so  blue, 

I wish  that  you  were  here  with  me, 
/Is  I remember  you  to  be. 

E.  Leon  Linger,  M.D. 
Buckhannon 


An  Ode  to  Summer 

Summer  came  I never  knew  when 
But  come  it  did 
And  spring  was  left 
To  fend  for  itself  just  like  winter 
did 

First  it  was  warm  then  warmer  still 
As  summers  days  with  magic  fill 
The  perfume  of  honeysuckle  unlocks 
Our  dream  of  love  and  Hollyhocks 

Winter's  snow,  springtime  showers 
With  summer's  sun  and  lots  of 
flowers 

A garden  full  of  corn  and  beans 
Our  season 's  bounty,  enough  it 
seems 

For  summer  withal 
our  dreams  in  the  gloaming 
Comes  entwined  with  the  fall 
Our  fate  bemoaning. 

J.  Paul  Aliff,  M.D. 

Scott  Depot 


We  request  physician  contributions  to 
Poetry  Comer.  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.D., 
Editor,  The  West  Virginia  Medical  Jour- 
nal, Box  4106,  Charleston,  WV  25364. 


Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 
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- JOIN  US  - 

123RD  ANNUAL  MEETING 
OF  THE 

West  Virginia  State  Medical  Association 


The  Greenbrier 


AUGUST  15-18,  1990 

JOINT-SPONSORS 

West  Virgina  University  School  of  Medicine 
Marshall  University  School  of  Medicine 

COMPLETE  PROGRAM  WILL  APPEAR  IN  AUGUST  ISSUE  OF  THE  JOURNAL 

PROGRAM  COMMITTEE:  James  L.  Comerci,  M.D.  of  Wheeling,  Chairman;  and  Drs. 

Graciano  Cendana,  Charleston;  Thomas  H.  Chang,  Clarksburg;  James  L.  Bryant,  Clarksburg;  C.  Richard 
Daniel,  Beckley;  Michael  J.  Lewis,  Morgantown;  Michael  A.  Morehead,  Parkersburg;  Maurice  A.  Mufson, 
Huntington;  Edward  Pinney,  Martinsburg;  Mabel  Stevenson,  Huntington  and  Michael  Stump,  Elkins. 

REGISTRATION  FEE  is  $25  for  WVSMA  members  and  $150  for  non-members.  Please  make 
check  payable  to  "WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION". 

ACCREDITATION:  Information  relative  to  the  number  of  Category  1 CME  credit  hours  approved 
for  the  meeting  will  be  publicized  in  an  upcoming  issue  of  The  Journal  and  WESGRAM. 


WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
123RD  ANNUAL  MEETING 
AUGUST  15-18,  1990 
THE  GREENBRIER  HOTEL 
WHITE  SULPHUR  SPRINGS,  WV 

ADVANCE  REGISTRATION  FORM 

Fees:  Physician  Members  $25  Physician  Non-Members  $150 Physician  Assistants 

_ Students, Residents, Nurses  (No  Charge) 
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Farewell  Custer! 

. . • You  will  be  missed . 


After  18  years  of  faithful  service  to  the  West  Virginia  State 
Medical  Association,  Custer  Holliday  resigned  on  June  30,  1990. 


Custer  has  diligently  served  as  Managing  Editor  of  the  West 
Virginia  Medical  Journal  and  has  contributed,  in  a unique  way,  to 
the  quality  and  professionalism  of  the  publication. 

His  high  standards  have  molded  the  Journal  into  a respected 
document  of  great  value  to  the  medical  community. 

His  quiet  and  retiring  manner  has  kept  him  in  the  background 
of  Association  affairs,  but  his  presence  and  competence  has  been 
known  and  appreciated  by  all  those  who  have  had  occasion  for 
contact  with  the  Journal  or  the  central  office  over  the  years. 

During  his  term  as  Managing  Editor,  the  Journal  received  a 
first  place  "Medical  Journalism  Award"  for  excellence  in  design  and 
editorial  content.  The  Journal  now  proudly  carries  the  seal  of 
that  honor  on  its  front  cover  and  it  will  be  a constant  reminder 
of  the  invaluable  contribution  Custer  Holliday  has  made. 


\ 


This  issue  of  the  West  Virginia  Medical  Journal  ** 
is  dedicated  with  sincere  appreciation  to 
Mr.  Custer  Holliday 
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Obituaries 


ROGER  L.  FROME,  M.D. 

Dr.  Roger  L.  Frame,  Moundsville, 
died  April  28  at  his  home  in  Glen 
Dale.  He  was  42. 

Doctor  Frame  was  graduated 
from  West  Virginia  University, 
received  a doctor  of  dental  surgery 
degree  from  WVU  in  1973,  and  his 
M.D.  degree  in  1976  from  WVU.  He 
served  his  internship  in  diagnostic 
radiology  and  internal  medicine  at 
WVU,  and  completed  a residency  in 
emergency  medicine  at  WVU. 

In  1979,  he  became  a staff 
member  in  the  Department  of 
Emergency  Medicine  at  Reynolds 
Memorial  Hospital  in  Glen  Dale,  and 
entered  private  practice  on  a full- 
time basis  in  1983. 

He  was  an  active  participant  in 
the  teaching  and  training  of  EMT 
personnel  in  Marshall  County,  and 
was  recognized  by  the  courts  of 
West  Virginia  as  a forensic  expert  in 
industrial  medicine,  emergency 
medicine  and  family  practice. 

Doctor  Frame  was  a member  of 
the  Marshall  County  Medical  Society, 
West  Virginia  State  Medical  Associa- 
tion, American  Medical  Association, 
and  Alpha  Omega  Alpha  medical 
honorary  society. 

He  also  was  a member  of  the 
American  College  of  Emergency 
Physicians  and  the  West  Virginia 
Chapter,  American  Academy  of  Fami- 
ly Physicians. 

Survivors  include  his  wife, 
Kathleen  A.  Frame;  two  daughters, 
Janna  Elyse  Frame  and  Elizabeth 
Aaron  Frame;  a stepdaughter,  Jen- 
nifer N.  Frame;  a brother,  Stephen 
Frame,  Wheeling,  and  his  mother, 
Marget  Frame,  Hilton  Head,  South 
Carolina. 

WILLIAM  E.  KING,  M.D. 

Dr.  William  E.  King,  retired  Morgan- 
town surgeon,  died  May  11.  He  was 
76. 

Doctor  King  practiced  in 
Morgantown  for  more  than  35  years 
until  he  retired  from  practice  in 
1981. 

He  was  graduated  from  Bethany 
College,  and  received  his  M.D. 
degree  in  1939  from  George 
Washington  University  School  of 
Medicine.  He  interned  at  Western 
Pennsylvania  Hospital  in  Pittsburgh, 
and  completed  his  surgical  residency 


at  Laird  Memorial  Hospital  in 
Montgomery. 

Doctor  King  was  a Fellow  of 
the  American  College  of  Surgeons 
and  a Diplomate  of  the  American 
Board  of  Surgery. 

He  was  an  honorary  member  of 
the  Monongalia  County  Medical 
Society,  West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 

Survivors  include  his  wife  of  52 
years,  Edna  Muntzing  King;  three 
sons,  Dr.  Roger  E.  King  and  Dewey 
King  of  Morgantown,  William  E. 

King  II  of  Buckhannon;  two 
daughters,  Mrs.  William  (Caroline) 
King  Ryan  of  Morgantown,  Jeanne 
King  of  Clarksburg;  one  brother,  Dr. 
C.E.  King  of  Clarksburg;  and  seven 
grandchildren. 

JOHN  W.  MARSH,  M.D. 

Dr.  John  W.  Marsh,  Wheeling  eye, 
ear,  nose  and  throat  specialist,  died 
March  18  at  his  home.  He  was  89. 

Born  in  Moundsville,  he  was 
graduated  from  Linsly  Military  In- 
stitute in  Wheeling,  received  his 
undergraduate  degree  from  West 
Virginia  University,  and  earned  his 
M.D.  degree  in  1926  from  New  York 
University  Medical  College.  He  in- 
terned at  Ohio  Valley  General 
Hospital  in  Wheeling,  and  com- 
pleted a residency  in  E.E.N.T.  at  the 
University  of  Pennsylvania. 

Doctor  Marsh  was  an  honorary 
member  of  the  Ohio  County 
Medical  Society,  West  Virginia  State 
Medical  Association  and  American 
Medical  Association. 

A veteran  of  both  World  War  I 
and  World  War  II,  he  was  a member 
of  the  50-Year  Club  of  the  American 
Medical  Association. 

Surviving  are  two  brothers, 
Harold  Marsh,  Wheeling,  and  Nor- 
man Marsh,  Daly  City,  California; 
and  a sister,  Ethel  Wolfe,  Port 
Charlotte,  Florida. 


County  Society 


MONONGALIA 

Representatives  of  Morgantown 
Health  Right  were  speakers  for  the 
meeting  of  the  Monongalia  County 
Medical  Society  May  1. 

The  Society  approved  a dona- 
tion of  $500  to  the  Spina  Bifida 
Camp,  and  approved  three  nominees 
for  the  state  Council. — Robert  L. 
Murphy,  Executive  Secretary. 


THE  BUTT. 

With  every  puff, 
your  health  could  be 
going  up  in  smoke. 

If  you’d  like 
to  kick  the  habit  but 
you  need  help,  call 
your  local  American 
Cancer  Society. 

It  could  be  the  first 
step  to  quitting 
for  life. 


CANCER 

SOCIETY 


I 
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We  can  be  flexible 
with  your  schedule. 


The  Army  Reserve  knows 
that  your  time  is  valuable,  so, 
for  a small  portion  of  it,  we 
offer  you  the  following: 

■ schedules  to  suit  your 
requirements 

■ opportunities  to  explore 
other  phases  of  medicine 

■ opportunities  to  participate 
in  a variety  of  programs  with 
medical  leaders  from  all  over 
the  country 

■ rank  and  privileges  of  an  Army 
officer 

Find  out  how  accommodating  we 
can  be  when  it  comes  to  your  time, 


BE  ALL  YOU  CAH  BE.® 

ARMY  RESERVE 


and  about  the  variety  of 
opportunities  and  advantages  the 
Reserve  can  offer  you.  If  youd 
like  to  know  more  about  Army 
Reserve  medicine,  contact  one 
of  our  experienced  Army 
Reserve  Medical  Counselors. 
They  can  arrange  for  you  to 
talk  to  an  Army  Reserve 
physician  and  visit  a Reserve 
Center  or  medical  facility. 

“Call  collect”  (412)  644-4432 
“Or  write” 

USAR  AMEDD  PROCUREMENT 
MAJ  JAMES  H ANWAY 
WILLIAM  MOORHEAD 
FEDERAL  BLDG. 

ROOM  301 

1000  LIBERTY  AVENUE 
PITTSBURGH,  PA  15222-4003 


MEDICAL  PRACTICE  MANAGEMENT 


‘SHOULD  YOU  ACCEPT  ASSIGNMENT  FOR  MEDICARE? 

‘HAVE  YOU  VIOLATED  MEDICARE  FRAUD  AND  ABUSE  LAWS? 
‘IS  YOUR  FEE  SCHEDULE  DESIGNED  TO  MAXIMIZE  REVENUE? 


‘ARE  BILLING  AND  COLLECTION  EFFORTS  EFFICIENT? 

‘ARE  YOU  BILLING  EVERYTHING  YOU'RE  ENTITLED? 

‘ARE  YOU  AWARE  OF  HOW  PROPOSED  REGULATIONS  WILL 
AFFECT  YOU? 


IN  THIS  ENVIRONMENT  OF  TOUGHER  COMPETITION  AND  MORE  REGULATIONS,  IT  IS  INCREASINGLY  IMPORTANT  TO  OPER- 
ATE YOUR  PRACTICE  AS  EFFICIENTLY  AS  POSSIBLE.  WE  ARE  EXPERIENCED  AT  THIRD  PARTY  REIMBURSEMENT  ANALY- 
SIS, ACCOUNTS  RECEIVABLE  MANAGEMENT,  JOINT  VENTURE  ANALYSIS,  TAX  PLANNING  AND  OTHER  RELATED  AREAS.  IF 
YOU  NEED  ASSISTANCE  OR  HAVE  OTHER  QUESTIONS,  CONTACT  OUR  MEDICAL  MANAGEMENT  GROUP  PROFESSIONALS. 


Medical  Practice  Management  Group 
500  Lee  Street,  P.  O.  Box  2629 
Charleston,  West  Virginia  25329 


Arnett  & Foster 

(304) 346-0441 
1-800-642-3601 


Bill  McKee 
Steve  Robey 
Lane  Ellis 
Greg  Gibbs 
Steve  Barthelmess 
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New  Members 


The  following  were  welcomed  as 
new  members  in  April  and  May  to 
the  West  Virginia  State  Medical 
Association. 

Cabell 

Paul  Blair,  M.D. 
l6l6  13th  Avenue 
Huntington,  WV  25701 
Prathapa  P.  Chandran,  M.D. 

67  Mayfair  Way 
Huntington,  WV  25705 
Stuart  Fox,  M.D. 

2915  Third  Avenue 
Huntington,  WV  25701 
Haytham  M.  A.  Jaby,  M.D. 

1801  Sixth  Avenue 
Huntington,  WV  25701 
David  Kurtz,  M.D. 

1115  20th  Street 
Huntington,  WV  25703 
Joseph  A.  LoCascio,  III,  M.D. 

1511  Hal  Greer  Boulevard 
Huntington,  WV  25701 
Louis  R.  Molina,  M.D. 

1616  13th  Avenue,  Suite  3A 
Huntington,  WV  25701 
Kathy  O’Hanlon,  M.D. 

I6l6  13th  Avenue 
Huntington,  WV  25701 
Kuldeep  Pandit,  M.D. 

Department  of  Medicine 
Marshall  University 
Huntington,  WV  25703 
Terrence  Triplett,  M.D. 

1115  20th  Street 
Huntington,  WV  25703 
James  Wallingford,  M.D. 

1115  20th  Street 
Huntington,  WV  25703 

Greenbrier 

I.  Kenneth  Cook,  M.D. 

Route  2,  Box  370 
Waynesboro,  VA  22980 
William  L.  Mossburg,  M.D. 

P.  O.  Box  9220 
Lewisburg,  WV  24901 

Harrison 

Joel  R.  Link,  M.D. 

125  North  Sixth  Street 
Clarksburg,  WV  26301 

Kanawha 

Elliott  Leon  Betesh,  M.D. 

830  Pennsylvania  Avenue,  Suite  408 
Charleston,  WV  25302 


Samuel  S.  Newman,  M.D. 
27  Stewart  Park 
Cross  Lanes,  WV  25313 

Rodolfo  Stock,  M.D. 

2915  Kanawha  Avenue,  SE 
Charleston,  WV  25304 

Logan 

Lincoln  M.  de  Souza,  M.D. 
600  East  MacDonald  Street 
Man,  WV  25635 

Marion 

Mani  K.  Shahidi,  M.D. 

P.  O.  Box  538 
Fairmont,  WV  26555 

Ohio 

Patricia  J.  Bonitatibus,  M.D. 
9 Kenwood  Place 
Wheeling,  WV  26003 

Parkersburg  Academy 

Reuben  Estrada,  M.D. 

1125  Market  Street 
Parkersburg,  WV  26101 

Dennis  Mlot,  M.D. 

600  18th  Street 
Parkersburg,  WV  26101 

David  Stastny,  M.D. 
Emergency  Room 
St.  Joseph’s  Hospital 
19th  & Murdoch  Avenue 
Parkersburg,  WV  26101 


SPEAK  UP  AMERICA 

Talk  About  Prescriptions 


THE  FIRST  PART 
OF  THE  BODY 
THAT  MUSCULAR 
DYSTROPHY 
AFFECTS. 


It's  hard  to  smile  when  you  lose 
the  ability  to  walk.  To  play.  To  draw 
pictures.  To  climb  a tree. 

But  that's  what  happens  when 
a child  has  muscular  dystrophy. 

"Muscular  dystrophy"  is  the 
name  for  a group  of  diseases  that 
weaken  and  destroy  the  muscles. 

The  disorders  are  progressive,  so 
things  get  worse  over  time.  The 
muscle  loss  can't  be  stopped.  And  it 
can't  be  reversed. 

The  Muscular  Dystrophy 
Association  is  striving  to  cure  mus- 
cular dystrophy.  And  on  Christmas 
Eve  of  1987,  MDA  researchers 
announced  a landmark  advance: 
discovery  of  the  cause  of  the  most 
terrible  form  of  muscular  dystrophy, 
Duchenne. 

Now  a giant  step  toward  curing 
these  dread  diseases  has  been  taken. 
And  MDA  researchers  are  forging 
ahead,  racing  to  save  the  children 
stricken  today. 

MDA  receives  no  government 
grants  or  fees  for  services  — its  work 
is  funded  entirely  by  private  dona- 
tions. You  can  help  MDA  fight  mus- 
cular dystrophy  and  dozens  of  other 
muscle  diseases  by  sending  a tax- 
deductible  contribution  today. 

Don't  wait  until  a child's  smile 
reminds  you  of  all  the  children  who 
have  stopped  smiling.  Please  send 
your  donation  today. 


Muscular  Dystrophy  Association 
Jerry  Lewis,  National  Chairman 


To  make  a donation  or  bequest  to  MDA, 
to  receive  an  annual  report  or  to  obtain 
more  information,  zorite  to: 
Muscular  Dystrophy  Association, 

810  Seventh  Avenue,  New  York,  NY  10019. 
Or  contact  your  local  MDA  office. 
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Service  is  the  cornerstone 
of  our  business. 


McDonough 

Caperton 

Insurance 

Group 


Upon  a foundation  of 
experience  and 
professionalism, 
McDonough  Caperton  has 
built  a regional  insurance 
brokerage  firm  assisting 
clients  nationwide.  Our 
mission  is  to  provide  a 
distinctive  service  of 
outstanding  value  that  will 
remain  the  cornerstone  of 
our  business  as  we  move 
forward. 


• Comprehensive  Major 
Medical 

• Professional  Office 
Overhead 

• Term  Life 

• Medicare  Supplement 

• Disability  Income 

• Hospital  Indemnity 

Call  Us.  1-800-344-5139 
Extension  708 


Corporate  Headquarters  One  Hillcrest  Drive,  East,  P.O.  box  1551, Charleston,  WV  25326-1 551,  Telephone:  (304) 346-0611  Fax:  (304)347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


Health  Sciences  w^st  Virginia 

Center  News  V Un,versi*y 


Compiled  from  material  furnished  by  the  Health 
Sciences  Center  News  Service,  Morgantown, 

W.  VA.  Health  Sciences  Center  News 


Health-Education 
Program  Wins  Award 

A health-education  program  for 
school  children  — sponsored  by 
WVU,  the  Harrison  County  Board 
of  Education,  Salem  Teikyo  Univer- 
sity and  Grafton  Coal  Company  — 
received  an  American  Medical 
Association  award  at  a ceremony  in 
Washington  this  spring. 

The  program  is  also  funded  by 
the  C.E.  Compton  Endowment 
Fund  of  the  WVU  Department  of 
Medicine. 

The  Harrison  County  Health 
Education  Enrichment  Program 
received  the  AMA's  Recognition  of 
Excellence  in  Coordinated  Com- 
prehensive Health  Education  and 
Prevention.  The  award  is  presented 
to  successful  and  effective  model 
health  education  programs  for 
children. 

Jane  Kotchen,  M.D.,  a WVU 
Professor  of  Medicine  who  heads 
the  program,  said  it  has  won  several 
awards  and  has  stimulated  interest 
among  education  and  health-care 
professionals. 

“Too  many  of  our  children 
develop  serious  but  preventable 
health  problems  later  in  life.  Lack  of 
physical  activity,  poor  diet  and  risk- 
taking behavior  are  partially  respon- 
sible for  high  death  rates  in  West 
Virginia  from  heart  and  lung 
diseases,  diabetes  and  accidents. 

“Our  goal  has  been  to  teach 
children  that  they  can  choose  to 
lead  healthier  lifestyles  by  making 
wise  choices  about  diet,  exercise 
and  safety,’’  Doctor  Kotchen  said. 

The  program  incorporates 
creative  drama,  writing,  games  and 
aerobic  exercise  to  teach  children  in 
kindergarten  through  6th  grades 
about  physical  fitness,  nutrition, 
safety,  first  aid  and  other  health- 
related  topics. 


Children  are  screened  for  blood 
pressure,  height,  weight,  body  fat, 
cholesterol,  and  heart  response  to 
exercise,  which  provides  data  on 
the  health  status  of  children  in  the 
area,  Doctor  Kotchen  said. 


Operation  Slows 
Rapid  Heartbeat 

A new  operation  to  treat  patients 
with  Wolff-Parkinson-White  syn- 
drome was  performed  in  West 
Virginia  for  the  first  time  this  spring 
at  Ruby  Memorial  Hospital  by  Gor- 
don Murray,  M.D.  Doctor  Murray  is 
Chairman  of  the  Department  of 
Surgery  and  Director  of  the  Cardiac 
Surgery  Program. 

Delores  Warner,  34,  of 
Waynesburg,  Pennsylvania,  had  suf- 
fered from  frequent  abnormal  heart 
rhythms  since  childhood.  Doctor 
Murray  removed  an  abnormal  elec- 
trical pathway  in  her  heart,  leaving 
the  normal  pathway  in  place,  to 
prevent  further  abnormal  heart 
rhythms. 

“Patients  with  W.P.W.  syn- 
drome have  an  abnormal  pathway 
through  which  the  heart’s  electric 
signals  can  travel,  in  addition  to  the 
normal  pathway  in  all  hearts.  When 
these  patients  develop  a fast  heart- 
beat, the  heart’s  electric  signal 
rapidly  ‘chases  its  tail’  around  a cir- 
cle formed  by  the  normal  and  ab- 
normal pathways,  causing  a fast 
rhythm,”  said  Stanley  Schmidt,  M.D. 
Doctor  Schmidt,  a cardiologist 
specializing  in  the  advanced  treat- 
ment of  heart  rhythm  problems, 
diagnosed  Warner’s  W.P.W. 
syndrome. 

“This  fairly  common  type  of 
heart  rhythm  problem  is  seen  in 
about  one  person  in  a thousand. 

For  some  patients  the  symptoms  are 
an  annoying  nuisance.  In  others 
they  can  be  more  serious,  causing 
blackouts,  and  in  some  cases  can 
lead  to  fatal  cardiac  arrest,”  Doctor 
Schmidt  added. 

“I  was  very  frightened  and 
depressed  by  this  rhythm  problem. 


Everyday  I lived  in  fear  that  my 
heart  would  start  beating  fast,”  said 
Warner. 

Warner  tried  a variety  of 
medicines  before  the  surgery,  but 
they  were  only  partly  effective  and 
caused  side  effects. 

Since  Warner’s  surgery,  a se- 
cond patient  with  W.P.W.  from 
West  Virginia  has  undergone  suc- 
cessful surgery  at  Ruby  Memorial. 


WVU  Offers 
Fall  CME  Programs 

WVU  School  of  Medicine  is  offering 
12  courses  in  continuing  education 
this  fall  to  enhance  professional 
development  for  practicing 
physicians. 

Seven  of  the  courses  are  being 
offered  in  conjunction  with  WVU’s 
home  football  games  — a package 
that  includes  varying  hours  of  for- 
mal continued  education  and  the 
opportunity  to  purchase  football 
tickets,  parking  and  an  optional  lun- 
cheon for  guests. 

Topics  on  the  fall  schedule 
range  from  geriatrics  to  child 
development  and  hypnosis  utiliza- 
tion to  art  and  medicine. 

Courses  offered  in  conjuction 
with  home  football  games  include: 

-“Surgery  Grand  Rounds,”  Sept. 

1,  WVU  vs.  Kent  State. 

-“Geriatrics,”  Sept.  7-8,  WVU  vs. 
Maryland. 

-“Infectious  Diseases,”  Sept.  22, 
WVU  vs.  Louisville. 

-“OB/GYN,”  Oct.  12-13,  WVU  vs. 
Cincinnati. 

-“Hal  Wanger  Familv  Medicine,” 
Oct.  25-27,  WVU  vs.  Boston  Col- 
lege. 

-“Internal  Medicine,”  Nov.  2-3, 
WVU  vs.  Penn  State. 

-“Child  Development,”  Nov.  17, 
WVU  vs.  Syracuse. 

For  more  information,  call  (304) 
293-3937.  Physicians  calling  long 
distance  may  dial  the  Medical  Ac- 
cess and  Referral  System  at 
1-800-982-6277  and  ask  for  the  Of- 
fice of  CME. 
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For  life,  health,  disability,  and  professional 
liability  insurance,  the  team  of  specialists 
you  need  are  the  professionals  of  RMI,  Ltd. 

Call  us  for  a complete  insurance  check-up 
or  look  us  up  at  the  Annual  WVSMA 
Convention  August  15-19  at  The  Greenbrier. 


Rest  insured. 


RO.  Box  1126  Charleston,  WV  25324 
304-346-3024. 

In  Clarksburg,  304-623-0696. 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Students  Start 
Rural  ‘Campaign’ 

Responding  to  recent  health  rank- 
ings that  showed  West  Virginians 
have  excessive  health  risks,  MU 
School  of  Medicine  will  send  all  its 
third-year  medical  students  to  rural 
communities  to  help  the  students 
gain  intensive  experience  in  health 
promotion  and  disease  prevention. 

The  program,  dubbed  “Partners 
in  Prevention,”  begins  this  month, 
according  to  John  B.  Walden,  M.D., 
Associate  Dean  for  Outreach.  “We’re 
finding  tremendous  interest 
statewide  in  this  program,”  he  said. 
“In  the  first  two  weeks  after  the 
program  was  announced,  we  receiv- 
ed responses  from  some  four  dozen 
physicians  and  health  organizations 
from  all  over  the  state,  from 
Berkeley  Springs  to  Northfork.” 

Through  the  Partners  in  Preven- 
tion program,  Marshall  students 
trained  in  health  promotion  and 
disease  prevention  skills  will  go  to 
rural  communities  for  three  days  to 
one  week.  Under  supervision  of 
local  doctors,  students  will  provide 
individualized  risk  assessments;  con- 
duct blood  pressure,  cholesterol  and 
skin-fold  tests;  and  provide  patients 
with  guidance  in  such  areas  as  good 
diet,  exercise  and  smoking  cessa- 
tion. The  projects  will  be  part  of 
students’  studies  in  the  Department 
of  Family  and  Community  Health, 
which  is  sponsoring  the  program. 

West  Virginians  Worst 

“According  to  the  latest  statistics 
covering  36  states  and  the  District 
of  Columbia,  West  Virginians  ranked 
the  worst  on  a scale  that  measured 
several  preventable  risk  factors,” 
Doctor  Walden  said.  “No  other  state 
was  even  close.” 

Risk  factors  included  in  the 
survey  were  seatbelt  non-use,  high 
blood  pressure,  obesity,  sedentary 


lifestyle,  smoking,  smokeless  tobac- 
co use  and  alcohol  misuse.  Although 
West  Virginia  as  a state  ranked  low 
on  the  alcohol-related  factors,  it  was 
rated  No.  1 in  the  amount  of  high 
blood  pressure  and  smokeless  tobac- 
co use,  and  ranked  in  the  top  six  for 
the  other  risk  factors. 

“We  may  be  the  most  unhealthy 
state  in  the  nation,  and  data  from 
other  sources  suggest  that  the  pro- 
blems are  concentrated  most  heavily 
in  rural  areas,”  he  said. 
“Community-medical  school  part- 
nerships such  as  this  program  will 
help  us  all  address  the  problems 
together.” 

Doctor  Walden  noted  that 
students  will  be  learning  an  impor- 
tant lesson  while  they  are  working 
in  rural  communities. 

“While  students  need  to  learn 
the  science  of  medicine  and  the 
skills  of  diagnosis,  they  need  to  be 
aware  that  a significant  percentage 
of  people  are  dying  too  young 
because  of  risky  behaviors  that  can 
be  changed,”  he  said.  “We  tell 
students  this  in  the  classroom,  but 
we  believe  they  will  learn  the  lesson 
far,  far  better  by  working  in  rural 
communities  where  they  see  not 
merely  abstract  risk  factors  but,  in- 
stead, real  people  with  preventable 
problems.” 

Rural  physicians,  primary  care 
centers,  and  small  or  rural  hospitals 
may  request  a visiting  Marshall  stu- 
dent. More  information  about  the 
Partners  in  Prevention  program  is 
available  from  the  Department  of 
Family  and  Community  Health, 
696-7038. 


Doctor  Chandor 
Associate  Dean 

Stebbins  B.  Chandor,  M.D.,  has  been 
named  Associate  Dean  for  Clinical 
Affairs. 

As  Associate  Dean,  Doctor 
Chandor  will  oversee  the  school’s 
residency  training  programs  and 
coordinate  planning  for  a new  am- 


bulatory care  center,  among  other 
duties. 

In  making  the  announcement, 
School  of  Medicine  Dean  Charles  H. 
McKown,  Jr.,  M.D.,  noted  that  Doc- 
tor Chandor  has  provided  strong 
leadership  over  the  past  year  as 
Chairman  of  the  Resident  Affairs 
Committee.  “Doctor  Chandor  has 
been  an  effective  liaison  between 
the  heads  of  our  individual  residen- 
cy programs  and  leaders  of  our  af- 
filiated hospitals,”  he  said.  “This, 
coupled  with  his  extensive 
knowledge  of  the  school  and  the 
community,  made  him  a natural  for 
the  job.” 

Doctor  Chandor  will  continue 
as  Chairman  of  Marshall’s  Depart- 
ment of  Pathology. 

Before  coming  to  Marshall  in 
1981,  Doctor  Chandor  had  served 
on  the  medical  faculties  of  the  State 
University  of  New  York  at  Stony 
Brook,  the  University  of  Southern 
California  and  Cornell  University.  He 
received  his  medical  degree  from 
Cornell  and  his  undergraduate 
degree  from  Princeton. 

Doctor  Chandor  is  active  in 
professional  activities  at  the  local, 
state  and  national  levels.  He  is 
founder  and  director  of  River  Cities 
Case  Review,  a monthly  discussion 
group  which  draws  pathologists 
from  throughout  West  Virginia  and 
the  Tri-State  region.  He  is  a former 
President  of  the  West  Virginia 
Association  of  Pathologists,  and  is  a 
member  of  the  Blood  Services  Com- 
mittee and  Medical  Advisory  Com- 
mittee of  the  Tri-State  Chapter  of 
the  American  Red  Cross. 

He  serves  on  a professional 
reference  panel  of  the  American 
Medical  Association.  He  is  par- 
ticularly active  in  the  American 
Society  of  Clinical  Pathologists,  in 
which  he  currently  serves  on  the 
Commission  of  Continuing  Educa- 
tion, and  is  a director  or  faculty 
member  for  several  professional 
workshops.  He  currently  is  the  state 
Commissioner  of  the  College  of 
American  Pathologists’  laboratory  in- 
spection and  accreditation  program. 


316  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Because  safety 

cannot  be  taken  for  granted 

in  H2’antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine.1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1 USP  Dl  Update.  September/ October  1988.  p 120 

2 Br  J Clin  Pharmacol  1985:20  710-713. 

3 Data  on  file.  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  198 7. 22(supp!  136)  61-70. 

5 Am  J Gastroenterol  1989:84  769-774 


AXID  » 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
inlormation. 

Indications  and  Usage:  1 Active  duodenal  ulcer -for  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  lour  weeks 

2.  Maintenance  therapy  - for  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ol  150  mg  h.s.  The  consequences  ot  therapy  with  Axid 
tor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H?-receptor  antagonists. 
Precautions:  General -f  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  ol  nizatidine  is  similar  to  that  in  normal 
subiects. 

Laboratory  tests -False-positive  tests  for  urobilinogen  with  Mulbstix* 
may  occur  during  therapy 

Drug  Interactions  -No  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxide.  lorazepam,  lidocaine.  phenytoin.  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  ot  hepatic  metabolism  are  not  expected 
to  occur  In  patients  given  very  high  doses  (3,900  mg)  ot  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  ettecl  There  was  a dose-related  increase  in 
the  density  ot  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  ot  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  ot  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  signiticant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ot  the  other  dose  groups.  The  rate  ol 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  ot  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevations)  The 
occurrence  ol  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  temale  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  ot  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects- Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  ot  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  ot  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  tetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity  Nizabdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  letus. 

Nursing  Mothers  -Studies  in  lactating  women  have  shown  that 
0.1%  ot  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrabons.  Because  ot  growth  depression  in  pups  reared  by  treated 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  ot  the  drug  to  the  mother. 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  tuncbon. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domesbc 
placebo-condolled  dials  of  over  1 ,900  nizabdine  patients  and  over  1 ,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Wepaftc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500 IU/L)  in  SG0T 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  ot  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuahon  ot  Axid. 

Cardiovascular-  In  clinical  pharmacology  studies,  short  episodes 
ol  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  unbeated  subjects. 

C/VS- Rare  cases  of  reversible  mental  contusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H?-receptor  antagonlsl  This  pabent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  ot  thrombocytopenic  purpura  have  been  reported 

tntegumental- Sweating  and  urticaria  were  reported  significantly 
more  trequenby  in  nizabdine-  than  in  placebo-treated  pabents.  Rash  and 
exfoliative  dermatibs  were  also  reported. 

Hypersensitivity- As  with  other  Hrreceptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensibvity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Of/ier-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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SPAC 

With  so  many  challenges 
facing  organized  medicine, 
it  is  important  to  have 
friends  in  the  legislature. 

The  need  for  political  action 
has  never  been  greater,  or 
so  simple  for  you  to  be 
effective! 

Write  your  check  to  WESPAC 
now  and  become  a partner 
with  your  spouse.  Help  us 
show  how  effective  we  can  be. 

$100  Sustaining  $50  Regular 
Mail  your  personal  check  today  to: 


WESPAC 
P.O.  Box  4106 
Charleston,  WV  25364 


WESPAC  Members 


Listed  below  are  additional  1990 
WESPAC  members  reported  to  the 
Journal  since  those  published  in  the 
May  issue. 


Boone 

Robert  B.  Atkins 

Brooke 

Patsy  P.  Cipoletti  Jr. 

Cabell 

Homer  L.  Christian 
*G.  William  Lavery 
Craig  M.  Morgan 
Woodrow  W.  Mills 

Central  WV 

* Greenbrier  D.  Almond 
Robert  S.  Bujard  Jr. 

” Ernest  Flores 
’Gary  G.  Gammon 
’William  D.  Given 
Charles  T.  Lively 
Porfirio  R.  Pascasio 
’Rigoberto  Ramirez 

Eastern  Panhandle 

D.  Ewell  Hendricks 
’David  Morris 
Edward  Pinney 
Edward  P.  Quarantillo  Jr. 
Michael  W.  Strider 


Kanawha 

M.  B.  Ayoubi 

* ’James  W.  Caudill 
L.  Douglas  Curnutte 
*W.  Alva  Deardorff 
’Cecilio  V.  Delgra 
’Donald  E.  Farmer 
Michael  O.  Fidler 
Edmundo  E.  Figueroa 
Glenn  R.  Goldfarb 
’William  L.  Harris 
Vera  L.  Hoylman 
’James  W.  Kessel 
C.  W.  Kim 
’Chandra  M.  Kumar 
’Hans  Lee 
Sidney  C.  Lerfald 
Mary  Lou  Lewis 
Barbara  U.  Morgan 
Lee  L.  Neilan 
Desingu  S.  Raja 
Arunthathie  Rajaratanam 
’Richard  C.  Rashid 
Paul  R.  Santrock 
William  G.  Sale 
Victor  T.  Selvaraj 
Horatio  A.  Spector 
L.  Blair  Thrush 
’Herbert  A.  Tipler 
John  W.  Vaughan 

N.  Andrew  Vaughan 
Happy  Verma 

A.  Don  Wolff 

Marion 

E.  G.  Cadogan 
J.  A.  Rizzo 


Greenbrier  Valley 

Stephan  Thilen 
Haven  N.  Wall  Jr. 


Marshall 

Kenneth  J.  Allen 
M.  F.  Anwar 


Hancock 

Lubin  C.  Alimario 
Karen  M.  Gross 


Mason 

Benjamin  J.  Sol 
’John  A.  Wade  Jr. 


Harrison 

’James  L.  Bryant  II 
’Thomas  Chang 
’Cordell  A.  De  La  Pena 
’Erlinda  A.  De  La  Pena 
Julian  D.  Gasataya 
’Frank  C.  Gyimesi 
’Robert  D.  Hess 
*M.  V.  Kalaycioglu 
Joseph  C.  Kassis 
Leon  R.  LaPointe 
Teodoro  G.  Medina 
Louis  F.  Ortenzio,  Jr. 
John  M.  Ratino 
David  L.  Waxman 
Amos  W.  Wilkinson 

Logan 

Prasada  Rao  Boppana 
Ray  M.  Kessel 
Ramanathan  Padmanaban 
Chanchai  Tivitmahaisoon 


McDowell 

’Muthusami  Kuppusami 

Mercer 

Edward  Aycoth 
* Philip  J . Branson 
Rekha  Chand 
Stephen  A.  DeGray 
’Generoso  D.  Duremdes 
Gunther  H.  Frey 
E.  Lyle  Gage,  Jr. 

Alan  A.  Rosenbloom 
’Edward  M.  Spencer 
John  E.  Van  Gilder 
’Theodore  P.  Werblin 

Mingo 

Diane  E.  Shafer 
Rao  Vempaty 

Monongalia 

Dougals  G.  Burnette 
’Amitava  Ghosal 


Roger  E.  King 
’Michael  J.  Lewis 
’Stephen  R.  Powell 
V.  K.  Raju 

’Gregory  A.  Timberlake 

Ohio 

Vincente  P.  Almario  Jr. 
’Robert  B.  Altmeyer 
Regina  Barberia 
Michael  Blatt 
’David  A.  Bowman 
*C.  David  Burkland 
Robert  A.  Caveney 
’James  L.  Comerci 
’Terry  L.  Elliott 
Barton  K.  Hershfield 
Donald  H.  Hofreuter 
James  A.  Jacob  Jr. 

David  H.  Liebeskind 
Fredeswinda  Mejia 
’Steven  C.  Miller 
H.  David  Millit 
Howard  Neiberg 
’Alan  M.  Ruben 
Charles  H.  Staab  III 
Richard  F.  Terry 
Byron  L.  Van  Pelt 
Harry  S.  Weeks  Jr. 
Bennett  E.  Werner 

Parkersburg 

M.  David  Avington 
Odilon  S.  Olivas 
Alfred  Prieto 
Harry  L.  Amsbary 

Raleigh 

’Lewis  N.  Fox 
’Lewis  W.  Gravely 
’Anne  D.  Hooper 
’Raquel  S.  Israel 
’R.  C.  Jereza 
’Walter  E.  Klingensmith 
*R.  Lindsay  Lilly  Jr. 
’Donald  L.  Rasmussen 
’Ramesh  Shah 
’Nancy  R.  Webb 
*Syed  Zahir 

South  Branch  Valley 

Felino  V.  Barnes 
* ’Clarence  E.  King 
Robert  E.  Roberts 
Charles  J.  Sites 

Tygarts  Valley 

’Michael  M.  Stump 

Western 

’Aaron  D.  Cottle 
James  S.  Kessel 

Wetzel 

Donald  A.  Blum 

* Sustainer  member 
* * Extra  Miler 
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The  Laser  Surgery  Center 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EVE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OE  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 

Eye-Ear-Nose-Throat 

John  A.  B.  Holt,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 


There  is  a tendency  for  nearly  all  emotional  disorders  to  improve  if  appropriate  treatment  is 
rendered  under  favorable  conditions  and  if  those  people  who  are  most  important  in  the  pa- 
tient’s life  are  able  to  participate  in  a helpful  way  in  the  recovery  process. 

Many  emerge  from  their  illness  with  better  emotional  health  and  greater  strength  to  cope  with 
their  life  problem  than  they  had  before  treatment. 

HIGHLAND  HOSPITAL 

300  56th  Street,  S.E.,  P.O.  Box  4107 
Charleston,  West  Virginia  25364 
(304)  925-4756 

HIGHLAND  BRIDGES  THE  GAP  BETWEEN  MENTAL  ILLNESS  AND  MENTAL  HEALTH 


Classified 


102-BED  HOSPITAL  in  Western  New  York,  of- 
fering cash  collected  first-year  minimum  in- 
come of  $80,000,  6 months’  office  overhead, 
and  malpractice.  OB/GYN’s  provide  sub- 
specialty backup.  Possible  University  affilia- 
tion. Call:  Wanda  Parker  at  (800)  221-4762,  or 
collect  (212)  599-6200.  E.G.  Todd  Associates, 
535  Fifth  Avenue,  New  York,  NY  10017 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  orthopedic 
surgeon  for  rapidly  growing  practice.  Salary 
of  $130,000,  malpractice,  other  benefits.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect 
(212)  599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


WESTERN  PENNSYLVANIA  practice-solo, 
with  four  other  Family  Practitioners  for  call. 
Cash  collected  first-year  minimum  income 
guarantee  of  $85,000,  first  six  months’  office 
overhead  fully  paid.  104-bed  hospital,  43,000 
annual  admissions,  37-member  staff.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect, 
(212)599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  general 
surgeon.  Salary  of  $100,000,  office  overhead, 
malpractice,  other  benefits.  Call:  Wanda 
Parker,  at  (800)221-4762,  or  collect,  (212) 
599-6200.  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  in  rural  Northwestern 
Pennsylvania  seeking  additional  Pediatrician. 
Salary  of  $75,000,  office  overhead,  malprac- 
tice, other  benefits.  Call  Wanda  Parker  at  (800) 
221-4762,  or  collect  (212)  599-6200.  E.G.  Todd 
Associates,  535  Fifth  Avenue,  New  York,  NY 
10017. 


177-BED,  SOUTH  CENTRAL  PENNSYLVANIA 
HOSPITAL  seeking  board  certified/eligible 
emergency  physician.  21,000  ED  visits/year. 
Salary  of  $100,000,  4 weeks’  vacation,  2 
weeks’  CME.  Call:  Wanda  Parker  at  (800) 
221-4762,  or  collect,  (212)  599-6200.  E.  G.  Todd 
Associates,  535  Fifth  Avenue,  New  York,  NY 
10017. 


PEDIATRICS:  Thirty-year-old,  multi-specialty, 
non-profit  quality  oriented  group  practice  85 
miles  south  of  Pittsburgh  seeks  board  eligi- 
ble/certified pediatrician.  Position  available 
immediately.  Excellent  clinical  facilities  with 
comprehensive  ancillary  services.  CME  op- 
portunities. No  investment,  excellent  finan- 
cial package  with  fringes.  College  town,  near- 
by university  and  medical  center,  sports  and 
recreational  area.  For  more  information,  send 
CV  to:  Fairmont  Clinic,  P.  O.  Box  1112,  Fair- 
mont, WV  26554  or  call  (304)  367-0940. 


OHIO:  Emergency  physician  - $50  — 65  per 
hour.  ACLS  certification  required.  ATLS 
preferred.  Primary  care  experience  a plus.  Ex- 
cellent medical  staff  backup  for  major 
medical/surgical  emergencies.  Moderate 
volume  ER.  Double  coverage  during  peak 
periods.  Benefits  include  four  weeks  vaca- 
tion, incentive  bonus  during  the  first  year, 
paid  malpractice  and  an  incentive  plan.  Con- 
tact: Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  37,  Traverse  City, 
Ml  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 


BEAVER,  PENNSYLVANIA:  Seeking  director, 
assistant  director,  full-time  and  part-time 
emergency  physicians  for  475  bed  Level  II 
facility.  Double  and  triple  coverage  provided 
during  peak  periods.  Outstanding  compensa- 
tion and  paid  malpractice  insurance.  Benefits 
available  to  full-time  staff.  Board  eligibility  or 
certification  in  emergency  medicine  or 
primary  care  specialty,  and  ACLS  required. 
Contact:  Karen  Remai,  Emergency  con- 
sultants, Inc.,  2240  South  Airport  Road,  Room 
37,  Traverse  City,  Ml  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


WEST  VIRGINIA,  RIPLEY:  ED  staff  positions 
available  at  hospital  in  thriving,  growing  com- 
munity of  3,500.  Annual  ED  volume  is  8,500 
at  this  95-bed  facility.  Excellent  location,  mid- 
way between  Charleston  and  Parkersburg,  on 
1-77.  Small  town  atmosphere  with  conve- 
nience of  living  close  to  big  cities.  Family- 
oriented  activities  are  abundant  in  this  area. 
Spectrum  offers  you  a competitive  area  of 
reimbursement  plus  overage,  high-limit  oc- 
currence malpractice  insurance  coverage, 
allowance  for  CME  and  relocation  expenses. 
For  more  information,  please  send  CV  or  call 
Ric  West,  D.O.,  RR  #1,  Box  70,  Millwood,  WV 
25262,  304-372-2731  or  Cathy  Long,  Spectrum 
Emergency  Care,  Inc.,  P.  O.  Box  27352,  St. 
Louis,  Mo  63141,  1-800-325-3982,  ext.  3015. 


AIM  HIGH— Today’s  Air  Force  has  special  op- 
portunities for  qualified  physicians.  As  an  Air 
Force  physician  you  can  pursue  medical  ex- 
cellence as  well  as  enjoy  30  days  vacation 
with  pay  per  year  and  a non-contributing 
retirement  plan  if  you  qualify.  Discover  how 
special  an  Air  Force  physician  can  be.  Call: 
USAF  HEALTH  PROFESSIONS  COLLECT 
412-687-7317  STATION  TO  STATION 


OB/GYN  — NEW  YORK— 32-member  multi- 
specialty group  in  Long  Island,  New  York,  ad- 
ding third  member  to  its  department  of 
Obstetrics  and  Gynecology.  First  year, 
6-figure  salary,  four  weeks  vacation,  other 
benefits.  Call:  Wanda  Parker,  Senior 
Associate,  E.G.  Todd  Associates,  Inc,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 
Toll  Free:  (800)  221-4762.  Collect:  (212) 
599-6200. 


PHYSICIAN  OWNED  emergency  medicine 
group  needs  board  eligible  primary  care 
physician  for  progressive  referral  hospital  in 
Beckley,  WV.  Fee  for  service  reimbursement 
exceeding  $70  per  hour.  For  more  information 
please  contact  Richard  C.  Wisman,  MD  at 
(304)  255-2400. 


THREE  INTERNISTS— BE-BC— General  inter- 
nist and/or  additionally  with  interest/some 
training  in  cardiology  and/or  oncology.  Mar- 
tinsburg  Veterans  Administration  Medical 
Center  is  in  the  beautiful  Shenan- 
doah/Cumberland Valley  75  miles  from 
Washington,  DC.  Full  federal  benefits,  in- 
cluding 30  days  paid  vacation  and  retirement 
plan.  Contact  A.D.  Low,  Office  of  Chief  of 
Staff,  VAMC,  Martinsburg,  WV  25401, 
304-263-0811,  ext.  4015. 


EMERGENCY  PHYSICIANS  — Tennessee  — 
Kentucky  — Arkansas  Full/part-time  posi- 
tions available  for  primary  care  physicians 
with  ED  experience  and  ACLS  certification. 
Lucrative  compensation  and  professional 
liability  insurance  procured  on  your  behalf. 
Medical  Directorships  inclusive  of  stipend 
and  benefits.  Flexible  hours,  no  overhead, 
choice  locations.  Contact  Patrick  Rhodes  at 
800-777-1301  Coastal  Emergency  Services  of 
Memphis. 


MEDICAL  DIRECTOR  non-profit  ambulator 
community  health  center  seeks  experienced 
primary  care  physician  with  a commitment 
to  serving  under  privilege  communities.  Fami- 
ly practice  and  internal  medicine  specialists 
are  preferred.  Applicant  must  be  board  eligi- 
ble or  board  certified,  and  possess  strong 
management  and  organizational  skills.  Send 
resume  to:  Personal  Department,  Charter  Oak 
Terrace-Rice  Heights  Health  Center,  Inc.;  81 
Overlook  Terrace,  Hartford,  CT  06106.  EOE 


MEDICAL  DIRECTOR  non-profit  ambulatory 
community  health  center  seeks  pediatrician 
with  a commitment  to  serving  under  privilege 
communities.  Applicant  must  be  board  eligi- 
ble or  board  certified,  and  possess  strong 
management  and  organizational  skills.  Send 
resume  to:  Personnel  Department,  Charter 
Oak  Terrace-Rice  Heights  Health  Center,  Inc.; 
81  Overlook  Terrace,  Hartford,  CT  06106.  EOE 


CLASSIFIED  RATES:  43  cents 
per  word,  minimum  of  $22  per 
ad.  50  cents  per  word  for  con- 
fidential ad,  minumum  of  $27 
per  ad.  10%  discount  for  6 inser- 
tions. Payment  in  advance 
required. 

DEADLINE:  Copy  nust  be  receiv- 
ed by  the  10th  of  the  month 
preceding  the  month  of  issue: 
e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to: 
West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

JAMES  B.  HAZLETT,  Executive  Director 
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INTERNAL  MEDICINE 
General 

P R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

R.  D,  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

T.  Gary  Kenamond,  M.  D. 

D.  Panucci,  M.D. 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

A.  M Brooks,  M.D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M D 

Nephrology  Associates.  Inc. 

Rheumatology 

M.  A.  Stevens,  M.  D. 

ENDOCRINOLOGY 

C.  McCool,  M.  D. 

GENERAL  SURGERY 

E.  C Voss,  M D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ALLERGY 

Michael  L,  Steinberg,  M.D. 

ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M D. 

J.  Melia,  M.  D. 

J.  D.  Lechner,  M.D. 

UROLOGY 

D.  C.  Trapp,  M D 

B.  M.  McCuskey,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Atharl,  M.  D. 

J.  W.  Campbell,  M.  D. 

A.  Ansari,  M.D.  (Infertility  Consultant) 
H.  Satandi,  M.D. 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

D.  Simbra,  M.  D. 

Kathryn  M.  Clark,  O.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

A.  G.  Matadar,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield.  M.  D.  (New  Martinsville) 
W.  G.  Bell,  M.  D.  (Wellsburg) 

C.  P.  Entress,  M.D. 

J.  Hersey,  M.D. 


PODIATRY 

B.  Blank.  D.P.M 

DERMATOLOGY 

M Baron,  M D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

W.  Zyznewsky,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 

S.  Govindan,  M.  D. 

Pediatric  Neurology 

Rajav  R.  Varma,  M D.  (consultant) 

BEHAVIORAL  MEDICINE 

S.  D.  Ward,  M.  D. 

D.  H.  Smith.  M.  D. 

D.  P.  Hill,  M.  D. 

R.  Paolini,  D.  O. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Noninvaslve) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 

Physical  Therapy 

Cardiac  Ultrasound 
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"...the  only  operative 
facility  I've  seen  that 
can  handle  the  turnover 
from  one  case  to  the 
next  so  efficiently.'' 


Less  is  always  more  when  it  comes  to 
same-day  surgery  at  Charleston 
SurgiCare  Center  and  Women  & 
Children's  SurgiCenter.  Less  waiting  time, 
less  recovery  time  and  less  anxiety  on 
the  patient's  part. 

Your  patients  also  receive  more 
attention  from  our  experienced  staff 
than  anywhere  else  in  town.  That 
translates  to  greater  efficiency  and 
much  more  satisfaction  all  the  way 
around. 

Don't  settle  for  less.  Our  scheduling  is 
prompt,  our  staff  skilled  and  our  facilities 
well  equipped.  And  because  you  do 
have  a choice,  we  want  to  make  sure 
we're  your  best  choice. 


Ward  Maxson,  M.D. 


Charleston  SurgiCare  Center 

3200  MacCorkle  Ave.,  S.E. 
Charleston,  WV  25304 
Phone:  (304)  348-9556 


Women  & Children’s  SurgiCenter 

830  Pennsylvania  Ave. 

Charleston,  WV  25302 
Phone:  (304)  347-9575 


Affiliated  with 

Charleston  Area  Medical  Center 


CNA!s  financial  stability 
can  be  vital  to  the  health 
of  your  practice. 


The  stability  of  an  insurance 
company  depends  largely  on 
its  financial  strength. This  is  im- 
portant to  you  because  it's  a 
good  indicator  of  future  perform 
ance— whether  the  company 
will  be  around  to  protect  you 
from  claims  down  the  road. 

The  CNA  Insurance 
Companies*  have  earned  an  Ae- 
rating for  financial  strength 
from  the  A.M.  Best  Company. 
This  measure  of  excellence  is 
a reflection  of  our  manage- 
ment strength  and  our  ability 
to  meet  obligations  now  and 
in  the  future. 

.Another  good  indicator 


of  the  future  is  past  performance.  CNA 
has  been  protecting  doctors  against 
malpractice  claims  for  more  than  20 
years.  We  understand  the  special  risks 
individual  physicians  and  group  prac- 
tices face.  Your  personal  assets  could 
be  at  risk  right  along  with  the  assets 
of  vour  practice,  and  we  can  tailor 
coverages  to  meet  your  exact  needs. 

For  more  information,  contact  your 
local  agent  or: 

McDonough  Caperton 
Insurance  Group 
One  Hillcrest  Dr.  East 
RO.  Box  1551 

Charleston,  WV  25326-1551 
304)  346-0611 

CNA:  YOUR  PARTNER 
IN  MEDICAL  MALPRACTICE 
PROTECTION 


‘The  WVSMA  CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


CNA 

For  All  the  Commitments  You  Make' 
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We  fight  cancer  in  all  its  forms. 


Our  depth  of  experience  at  Charleston  Area 
Medical  Center  is  a significant  advantage  for 
physicians  who  refer  their  patients  to  us.  That  s 
because  CAMC  s oncology  specialists  have  the 
expertise  to  work  with  you  in  quickly  identifying 
a specific  cancer. 

We  help  determine  the  stage  of  the  cancer 
with  diagnostic  capabilities  which  are  enhanced 
by  a full  complement  of  state-of-the-art  technol- 
ogy, including  MRI.  And  we  plan,  with  you,  the 
most  effective  treatment  strategy. 

Advanced  protocols  are  used  by  CAMC's  multi- 
disciplinary oncology  team  at  our  Cancer  Care 
Center.  All  treatment  options  are  meticulously 
considered.  Surgery,  radiation,  chemotherapy. 

Or  combinations  of  the  three. 


Ongoing  research  constantly  adds  to  your 
knowledge.  CAMC's  work  with  the  Community 
Clinical  Oncology  Program  (CCOP)  links  us  to 
major  research  groups  in  the  nation.  And  our 
computerized  Tumor  Registry  provides  a wealth 
of  historical  data  on  the  many  forms  of  cancer. 

For  more  information  about  our  compre- 
hensive inpatient  and  outpatient  services,  call 
1-800-344-4420.  Outside  West  Virginia,  call 
collect  304-348-9413. 

Charleston  Area 
Medical  Center 

P.O.  Box  1547 
Charleston,  WV  25326 


There  Are  Two  Things 
Thu  Don’t  Get 
With  Our 
Group  Coverage : 


Fuss 


With  Blue  Cross  and  Blue  Shield  of 
West  Central  West  Virginia  (Parkersburg), 
you  get  complete  health  care  coverage 
for  your  group  — without  a lot  of  adminis- 
trative paperwork.  You’ll  have  all  the 
advantages  of  the  nation’s  #1  medical/ 
surgical  coverage,  plus  optional  paid 


prescription,  dental  and  vision  coverage, 
in  a plan  that  can  be  custom-designed 
to  fit  your  needs  and  your  budget.  And 
there’s  no  need  to  fuss  about  frequent 
rate  increases:  we  can  offer  a 12 -month 
rate  guarantee  to  groups  of  15  or  more. 


Forms 


Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9-line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 


no  handling  or  follow-up  on  your  part.  If 
you  need  answers  or  assistance,  all  you 
have  to  do  is  call  our  Customer  Service 
Department. 

Find  out  more  about  “No-Fuss,  No- 
Forms”  coverage  for  your  group.  Call  us 
toll-free  or  contact  your  local  independ- 
ent agent. 


In  WV call  1-800-344-5514  or 
1-800-654-5013. 

Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


CNAs  financial  stability 
can  be  vital  to  the  health 
of  your  practice. 


The  stability  of  an  insurance 
company  depends  largely  on 
its  financial  strength. This  is  im- 
portant to  you  because  it’s  a 
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Attendance  at  WVSMA  House  of  Delegates 


Figure  1.  Component  societies  of 
the  West  Virginia  State  Medical 
Association  (heavy  outline).  Coun- 
cilor districts  I-XIV  are  depicted  by 
shaded  outlined  areas. 


DERRICK  L.  LATOS,  M.D. 

Wheeling,  President,  West  Virginia  State 
Medical  Association 


This  report,  initially  prepared  for 
the  Executive  Committee,  provides 
the  basis  for  the  following  proposal, 
which  has  been  duly  forwarded  to 
the  Constitution  and  Bylaws 
Committee. 

An  amendment  to  the  Bylaws 
(Chapter  II,  Section  2)  will  re- 
quire that  at  least  fifty  (50) 
percent  of  the  component 
societies  must  be  represented 
in  a petition  requesting  a 
special  meeting  of  the  House 
of  Delegates.  The  additional 
requirement  that  twenty  (20) 
delegates  or  fifty  (50)  members 
petition  the  President  shall  re- 
main in  force. 

Due  to  the  scope  of  the  data  con- 
cerning WVSMA  membership  and 
House  of  Delegates  meetings,  the 
Executive  Committee  wished  to  have 
this  document  distributed  to  the  en- 
tire membership  prior  to  the  1990 
annual  meeting;  thus,  its  inclusion 
in  the  August  issue  of  the  Journal. 

The  policy-making  body  of  the 
West  Virginia  State  Medical  Associa- 
tion is  its  House  of  Delegates.  This 
principle,  long  established  in  the 
Constitution  and  Bylaws,  was  reaf- 
firmed by  the  House  in  1989.  Pro- 
per perspective  and  balance  in 
development  of  governing  policies 
is  assured  since  the  individuals  com- 
prising the  House  of  Delegates 
represent  the  2,000  members  of  our 
Association. 

Typically,  major  policies  have 
been  decided  during  annual  sessions 
of  the  House  of  Delegates.  However, 
in  recent  years,  important  issues 
have  required  action  during  several 
special  sessions  of  the  House,  duly 
called  by  the  president  of  the 


Association.  These  sessions  have 
had  both  financial  and  practical 
implications. 

This  report  will  provide  data  con- 
cerning the  attendance  at  both  the 
annual  and  special  sessions  of  the 
House  of  Delegates  over  the  last 
four  years,  and  will  also  address 
some  of  the  issues  that  warranted 
the  calling  of  the  special  sessions. 
Finally,  I will  attempt  to  provide 
some  insight  into  the  ramifications 
of  these  sessions,  both  real  and 
potential,  and  will  offer  my  own 
thoughts  for  your  consideration. 


Figure  1 depicts  the  counties 
comprising  the  component  societies 
of  WVSMA.  Superimposed  on  this 
figure  are  the  designated  Councilor 
Districts  I through  XIV.  Keep  in 
mind  that  an  amendment  to  the 
Bylaws  is  to  be  acted  upon  during 
the  1990  annual  session  of  the 
House  of  Delegates  that  will  change 
the  Councilor  Districts  and, 
therefore,  the  size  and  make-up  of 
Council.  This  proposed  amendment 
was  presented  for  first  reading  at 
the  1989  annual  session  and  intends 
for  each  component  society  to  be 
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TABLE  1 

WVSMA  Membership  By  Councilor  District 


District/Counties 

Membership* 

1986 

1987 

1988 

1989 

DISTRICT  I 

Students 

6 

15 

13 

20 

Hancock,  Brooke,  Ohio, 

Residents 

1 

8 

4 

11 

Marshall,  Wetzel 

MDs 

273 

272 

269 

256 

DISTRICT  II 

Students 

15 

30 

72 

28 

Marion,  Monongalia, 

Residents 

5 

28 

32 

0 

Preston 

MDs 

387 

363 

364 

412 

DISTRICT  III 

Students 

1 

2 

4 

5 

Morgan,  Berkley, 

Residents 

0 

0 

0 

0 

Jefferson 

MDs 

81 

75 

70 

57 

DISTRICT  IV 

Students 

1 

4 

1 

3 

Mineral,  Hampshire, 

Residents 

0 

1 

0 

0 

Grant,  Hardy,  Pendleton 

MDs 

40 

47 

36 

38 

DISTRICT  V 

Students 

0 

1 

2 

3 

Taylor,  Barbour, 

Residents 

0 

1 

i 

0 

Tucker,  Randolph 

MDs 

64 

63 

61 

51 

DISTRICT  VI 

Students 

2 

1 

9 

7 

Harrison,  Doddridge 

Residents 

0 

2 

0 

4 

DISTRICT  VII 

MDs 

100 

99 

102 

96 

Tyler,  Pleasants,  Ritchie, 

Students 

2 

3 

11 

1 

Wood,  Wirt,  Jackson, 

Residents 

0 

0 

0 

9 

Calhoun,  Roane 

MDs 

168 

166 

164 

160 

DISTRICT  VIII 

Students 

0 

3 

1 

3 

Gilmer,  Lewis,  Upshur, 

Residents 

0 

1 

0 

0 

Braxton,  Webster, 

MDs 

51 

49 

45 

46 

Nicholas 

Students 

12 

35 

66 

33 

DISTRICT  IX 

Residents 

1 

8 

15 

14 

Mason,  Putnam,  Cabell, 

MDs 

276 

250 

261 

250 

Lincoln,  Wayne 

Students 

8 

15 

26 

14 

DISTRICT  X 

■ Residents 

6 

8 

14 

14 

Kanawha,  Clay, 

MDs 

434 

1 

438 

450 

435 

Boone 

Students 

3 

5 

3 

DISTRICT  XI 

Residents 

0 

1 

0 

2 

Fayette,  Raleigh, 

MDs 

171 

168 

177 

151 

Summers 

Students 

0 

2 

5 

3 

DISTRICT  XII 

Residents 

1 

2 

0 

1 

Logan,  Mingo 

MDs 

93 

90 

85 

87 

DISTRICT  XIII 

Students 

0 

3 

1 

4 

Wyoming,  McDowell, 

Residents 

0 

0 

0 

i 

Mercer 

MDs 

126 

124 

89 

122 

DISTRICT  XIV 

Students 

0 

0 

1 

1 

Pocahontas,  Greenbrier, 

Residents 

0 

0 

0 

0 

Monroe 

MDs 

54 

54 

52 

46 

TOTALS 

Students 

48 

117 

217 

158 

Residents 

14 

60 

66 

56 

MDs 

2318 

2248 

2225 

2207 

TOTALS 

2380 

2425 

2508 

2421 

*MDs  include  active  practicing  and  retired  physicians 


represented  on  Council,  with  the 
number  of  Councilors  from  each 
component  society  to  be  determin- 
ed by  the  number  of  members  in 
that  society. 

Table  1 contains  membership 
status  for  each  WVSMA  Councilor 
District  for  the  year  1986  through 
1989.  These  data  are  provided  for 
general  information  as  well  as  to  il- 
lustrate the  variation  in  membership 
status  between  the  various  compo- 


nent societies  and  Councilor 
Districts. 

Tables  2 and  3 provide  attendance 
and  voting  records  for  each  of  the 
past  four  annual  meetings  and 
special  sessions  of  the  House  of 
Delegates,  and  the  last  four  special 
sessions  were  analyzed.  The  number 
of  eligible  delegates  from  each  com- 
ponent society  is  determined  by  the 
number  of  Association  members 
within  that  society. 


“Each  component  society  shall 
be  entitled  to  elect  and  send  to 
the  House  of  Delegates  each 
year  one  delegate  who  shall  be 
an  officer  of  the  society,  and 
one  additional  delegate  for  every 
twenty  (20)  members  or  frac- 
tion thereof.”  (WVSMA  ByLaws 
Chapter  III,  Section  2). 

Results 

For  the  four  annual  meetings, 
there  were  a total  of  661  eligible 
delegate  votes.  This  is  somewhat 
lower  than  the  699  eligible  votes  for 
the  four  special  sessions.  The  dif- 
ference is  a result  of  increases  in 
membership,  and  therefore  for 
allowable  delegates,  during  the  1989 
and  1990  special  sessions. 

For  the  annual  meetings,  the 
number  of  eligible  delegate  votes 
ranged  from  154  in  1987  to  177  in 
1989. 

For  the  special  sessions,  there 
were  167  eligible  delegates  for  the 
meeting  held  in  February  1988,  but 
the  number  remained  constant  at 
177  for  each  of  the  three  subse- 
quent meetings. 

For  the  annual  meetings,  a 
cumulative  332  (50.2  percent)  of  the 
eligible  votes  were  cast,  in  contrast 
to  a cumulative  210  (30.1  percent) 
total  votes  cast  during  the  four 
special  sessions. 

The  percentages  of  votes  cast  of 
those  eligible  for  each  of  the  annual 
sessions  were  1986 — 46  percent, 

1987 — 45  percent,  1988 — 47  per- 
cent, 1989 — 61  percent,  with  a 
mean  of  49.8  percent  ± 7.5  stan- 
dard deviations.  Attendance  for  each 
of  the  four  special  sessions  was 
2/7/88—25  percent,  3/21/89 — 23  per- 
cent, 7/9/89 — 45  percent,  and 
3/10/90 — 28  percent,  with  a mean  of 
30.3  percent  ± 10.0  standard  devia- 
tions (p5ns).  Further  breakdown  of 
the  annual  meeting  data  reveals  that 
while  nine  of  31  component 
societies  had  greater  than  50  per- 
cent cumulative  attendance,  five  of 
the  component  societies  had  no 
delegates  present  at  any  of  the  past 
four  annual  meetings. 

Nine  component  societies  have 
had  no  representation  at  the  past 
four  special  sessions,  and  three  of 
these  similarly  have  not  had 
delegates  present  at  the  annual 
meetings.  On  average,  13  compo- 
nent societies  are  not  represented  at 
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each  annual  meeting,  but  the  special 
sessions  have  seen  an  average  of  16 
component  societies  without 
representation. 

Discussion 

The  data  in  these  tables  reveal  im- 
portant and  interesting  information 
about  the  West  Virginia  State 
Medical  Association. 

First,  it  is  critical  to  recognize  the 
changing  pattern  of  our  member- 
ship. While  variation  between  com- 
ponent societies  may  be  due  to  a 
multitude  of  regional  factors,  the 
progressive  4.7  percent  decrease  in 
membership  among  active  practicing 
physicians  (Table  1)  has  serious  im- 
plications. 

Important  contributing  factors  to 
this  trend  include  physician 
dissatisfaction  with  the  health  care 
environment  in  West  Virginia  as  well 
as  disenchantment  with  the  Associa- 
tion. The  fact  that  West  Virginia  lost 
at  least  a net  of  94  physicians  dur- 
ing the  past  year  suggests  that  the 
former  is  an  important  considera- 
tion. 

However,  we  must,  and  will, 
analyze  extensively  the  expectations 
of  our  membership  and  make  every 
attempt  to  provide  the  services  that 
our  members  need  and  desire. 
Hopefully,  this  will  allow  us  to 
mitigate  against  membership  losses 
by  maximizing  recruitment  and 
retention  of  physicians.  This  is 
especially  necessary  for  the  medical 
student  and  resident  physician 
membership  categories  since  these 
groups  represent  the  future  potential 
pool  of  active  Association  members. 

It  probably  is  not  surprising  that 
only  half  of  the  appointed  delegates 
attend  the  regularly  scheduled  an- 
nual meetings  of  the  House  of 
Delegates.  Historically,  appprox- 
imately  10  percent  of  WVSMA 
members  (active  and  retired)  attend 
the  annual  meetings.  This  may  be 
due  to  the  location  of  the  annual 
meeting,  but  attendance  was  only 
slightly  higher  at  13.4  percent  in 
1985  when  the  annual  meeting  was 
held  in  Charleston.  The  increased 
registration  that  year  was  due 
primarily  to  increased  attendance  by 
Kanawha  County  physicians.  Tradi- 
tionally, Kanawha  County  has  had 
high  attendance  rates  for  its 
delegates  at  both  the  annual  (87.2 
percent)  and  special  session  (60.8 


TABLE  2 

House  of  Delegates  Votes  at  Annual  Meetings 

Component  Society 

1986 

1987 

1888 

1989 

Cumulative 
% Voting 

Boone 

0/2 

0/2 

1/2 

0/2 

12.5 

Brooke 

0/2 

0/2 

0/2 

2/2 

25.0 

Cabell 

10/14 

9/13 

6/14 

10/17 

60.3 

Central  WVa 

0/4 

2/4 

2/4 

2/4 

37.5 

Eastern  Panhandle 

1/5 

1/5 

2/5 

4/5 

40.0 

Fayette 

1/3 

0/3 

1/3 

3/3 

41.7 

Greenbrier  Valley 

2/4 

1/4 

2/4 

2/4 

43.8 

Hancock 

0/3 

0/3 

1/4 

0/3 

7.7 

Harrison 

5/7 

5/6 

5/7 

7/7 

78.6 

Jefferson 

0/2 

0/2 

0/2 

0/2 

0 

Kanawha 

17/22 

20/23 

24/24 

21/25 

87.2 

Logan 

4/4 

3/4 

0/4 

4/4 

68.8 

Marion 

2/5 

1/4 

0/5 

0/5 

15.8 

Marshall 

0/3 

1/3 

1/3 

2/3 

33.3 

Mason 

0/2 

1/2 

0/2 

0/2 

12.5 

McDowell 

1/3 

0/2 

0/3 

1/2 

20.0 

Mercer 

2/7 

2/6 

4/7 

7/7 

55.6 

Mingo 

1/3 

1/3 

2/3 

1/3 

41.7 

Monongalia 

13/17 

4/16 

8/18 

14/24 

52.0 

Ohio 

3/11 

3/9 

3/11 

10/12 

44.2 

Parkersburg  Academy 

6/9 

7/9 

7/9 

6/9 

72.2 

Potomac  Valley 

0/3 

0/2 

0/3 

0/3 

0 

Preston 

0/2 

1/2 

0/2 

0/2 

12.5 

Putnam 

0/2 

0/2 

0/2 

0/2 

0 

Raleigh 

4/8 

5/8 

7/8 

7/9 

70.0 

South  Branch  Valley 

0/2 

0/2 

0/2 

1/2 

12.5 

Summers 

0/2 

0/2 

0/2 

0/2 

0 

Tygart's  Valley 

1/5 

3/5 

3/5 

4/5 

55.0 

Western  Medical 

0/3 

0/2 

0/2 

0/2 

0 

Wetzel 

1/2 

0/2 

0/2 

0/2 

12.5 

Wyoming 

1/2 

0/2 

0/2 

0/2 

12.5 

TOTALS 

75/163 

70/154 

79/177 

108/177 

50.2% 

46% 

45% 

47% 

61% 

49.8%  ± 7.5  S.D. 

TABLE  3 

House  of  Delegates  Votes  at  Special  Sessions 


Component  Society 

2/7/88 

5/21/89 

7/9/89 

3/10/90 

Cumulative 
% Votine 

Boone 

1/2 

0/2 

0/2 

0/2 

12.5 

Brooke 

0/2 

0/2 

0/2 

0/2 

0 

Cabell 

5/14 

3/17 

9/17 

8/17 

8.5 

Central  WV 

1/4 

1/4 

0/4 

1/4 

18.8 

Eastern  Panhandle 

0/5 

0/5 

1/5 

3/5 

20.0 

Fayette 

0/3 

1/3 

3/3 

1/3 

41.7 

Greenbrier  Valley 

0/4 

1/4 

1/4 

0/4 

12.5 

Hancock 

0/4 

0/3 

0/3 

0/3 

0 

Harrison 

6/7 

2/7 

2/7 

6/7 

57.1 

lefferson 

0/2 

0/2 

0/2 

0/2 

0 

Kanawha 

12/24 

10/25 

23/25 

11/25 

56.6 

Logan 

0/4 

1/4 

2/4 

0/4 

18.8 

Marion 

1/5 

1/5 

1/5 

0/5 

15.0 

Marshall 

1/3 

1/3 

0/3 

0/3 

8.3 

Mason 

0/2 

0/2 

2/2 

0/2 

25.0 

McDowell 

0/3 

0/2 

0/2 

1/7 

0 

Mercer 

0/7 

4/7 

7/7 

1/7 

42.9 

Mingo 

0/3 

0/3 

0/3 

0/3 

0 

Monongalia 

1/18 

4/24 

3/24 

3/24 

12.2 

Ohio 

1/11 

1/12 

2/12 

1/12 

11.6 

Parkersburg  Academy 

6/9 

6/9 

9/9 

7/9 

77.8 

Potomac  Valley 

0/3 

0/3 

0/3 

0/3 

0 

Preston 

0/2 

0/2 

1/2 

0/2 

12.5 

Putnam 

0/2 

0/2 

1/2 

0/2 

12.5 

Raleigh 

2/8 

2/8 

8/9 

3/9 

42.9 

South  Branch  Valley 

0/2 

0/2 

0/2 

0/2 

0 

Summers 

0/2 

0/2 

0/2 

0/2 

0 

Tygart’s  Valiev 

3/5 

2/5 

1/5 

5/5 

55.0 

Western  Medical 

0/3 

0/3 

3/3 

0/3 

25.0 

Wetzel 

0/2 

0/2 

0/2 

0/2 

0 

Wyoming 

1/2 

0/2 

0/2 

0/2 

12.5 

TOTALS 

41/167 

40/177 

79/177 

50/177 

30.1% 

25% 

23% 

45% 

28% 

30.1%  ±10.0  S.D. 
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TABLE  4 

Special  Meetings  of  WVSMA  House  of  Delegates 

DATE 

REASON  FOR  MEETING 

LOCATION 

February  7,  1988 

AIDS  resolutions 

Clarksburg 

May  21,  1989 

Informational  meeting  to  explain  consequences  of 
1989  Omnibus  Health  Care  Act 

Clarksburg 

July  9,  1989 

Consideration  of  motions  addressing  actions  taken 
by  WVSMA  leadership  in  negotiating  of  1989 
OHCA,  dismissal  of  Executive  Director 

Charleston 

March  10,  1990 

Discussion  of  constitutional  challenge  to  1989 
OHCA  and  decision  regarding  further  WVSMA 
financial  involvement  in  legal  analysis  of  related 
matters. 

Charleston 

percent)  meetings.  Nevertheless, 
location  may  be  an  additional  factor 
in  the  relatively  low  percentage  of 
delegates  attending  the  annual 
meetings. 

The  meeting  location  for  the 
special  sessions,  on  the  other  hand, 
seems  to  be  play  a larger  role  in 
delegate  attendance.  Except  for  the 
July  1989  meeting,  total  attendance 
rates  did  not  seem  to  vary  whether 
the  meetings  were  held  in 
Charleston  (meetings  3,4)  or  in 
Clarksburg  (meetings  1,2).  However, 
only  32  percent  of  the  votes  cast 
(36  percent  and  28  percent  respec- 
tively) during  the  Clarksburg 
meetings  represented  Harrison 
County  and  its  contiguous  and  near- 
by component  societies.  In  contrast, 
for  the  two  special  sessions  held  in 
Charleston,  delegate  votes  represen- 
ting Kanawha  County  and  its  seven 
bordering  component  societies  ac- 
counted for  59  percent  of  the  votes 
cast  in  each  meeting  (74  percent 
and  44  percent  respectively.) 
However,  these  eight  component 
societies  only  comprise  40  percent 
of  the  total  delegates. 

Finally,  the  reasons  for  the  special 
sessions  are  undoubtedly  the  most 
important  factors  in  determining 
delegate  representation.  Table  4 lists 
the  agenda  items  for  each  of  the 
special  sessions.  Probably  the  most 
controversial  of  these  meetings  was 
that  of  July  9,  1989,  when  action 
was  taken  concerning  the  ad- 


ministrative leadership  of  the 
Association.  Forty-five  percent  of 
eligible  delegates  were  in  atten- 
dance, nearly  twice  that  for  any  of 
the  other  three  special  sessions.  Six- 
ty percent  of  the  votes  cast 
represented  only  four  component 
societies,  (Kanawha,  Mercer, 
Parkersburg  Academy  and  Raleigh) 
whose  combined  delegate 
pool  represented  only  28  percent  of 
the  eligible  delegates.  If  Cabell 
County  representatives  are  included 
in  that  calculation,  the  representa- 
tion would  be  71  percent  and  38 
percent,  respectively,  for  votes  cast 
and  eligible  delegates. 

Additionally,  during  that  meeting, 
five  component  societies  had  100 
percent  delegate  attendance,  with 
two  others  having  92  percent  and 
88.9  percent  attendance.  The 
number  of  component  societies 
with  high  attendance  percentages 
for  that  meeting  exceeds  that  for  all 
other  meetings  combined.  Only  the 
last  special  session,  dealing  with  a 
constitutional  challenge  to  the  Om- 
nibus Health  Care  Act,  had  a com- 
ponent society  with  100  percent  at- 
tendance. This  component  society 
itself  led  the  charge  on  that  specific 
issue.  More  revealing  is  that  even  for 
the  previous  controversial  special 
session,  13  component  societies  had 
no  representation  at  all. 

The  primary  conclusion  of  this 
analysis  concerning  attendance  at 
the  House  of  Delegates  meetings  is 


that  selected  issues  which  may  or 
may  not  have  broad  interest  can  be 
carried  by  a relatively  small  propor- 
tion of  members  of  the  House  of 
Delegates.  This  is  especially  impor- 
tant for  issues  of  regional  interest, 
and  is  compounded  by  the  fact  that 
attempts  to  choose  a central  loca- 
tion for  meetings  and  special  ses- 
sions of  the  House  of  Delegates  do 
not  seem  to  have  much  bearing  on 
total  attendance. 

Actions  decided  by  a vote  of  the 
House  of  Delegates  necessarily  com- 
mit the  Association  to  a specific 
course  of  action.  This  well-intended 
construct  in  our  Constitution  and 
Bylaws  may  not  be  meeting  the 
needs  of  an  Association  which  re- 
quires broad  input  and  representa- 
tion from  its  geographically  and 
philosophically-diverse  constituency. 

It  has  not  been  the  intent  to 
decry  any  of  the  action  taken  by  the 
House  of  Delegates  at  any  of  its  an- 
nual or  special  meetings.  Rather,  the 
purpose  in  presenting  this  data  is  to 
seek  support  for  a change  in  our 
Bylaws  (Chapter  II,  Section  2), 
which  presently  requires  that  a 
special  meeting  of  the  House  of 
Delegates  be  called  whenever 
“...either  twenty  delegates  or  fifty 
members'’  request  such  a meeting. 

Since  we  must  demand  proper 
representation  from  our  member- 
ship for  any  policy-making  deci- 
sions, we  must  similarly  provide  for 
a better  forum  for  this  representa- 
tion. While  not  wanting  to  impede 
the  process  of  requesting  special 
meetings  of  the  House  of  Delegates, 
it  is  recommended  that  we  enact  a 
change  in  our  Bylaws  to  require  a 
greater  proportion  of  component 
societies  be  supportive  of  a request 
for  a special  meeting.  Currently,  all 
requests  for  a special  meeting  could 
originate  from  a single  component 
society. 

At  a time  when  financial  and  time 
constraints  require  that  we  utilize 
our  resources  more  efficiently,  we 
must  assure  that  action  taken  during 
any  of  the  House  of  Delegates’ 
meetings  truly  represents  the  intent 
of  our  membership  at  large. 
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Laparoscopic  Cholecystectomy 


ROBERTO  E KUSMINSKY,  M.D 
EDWARD  H TILEY,  M.D. 

TODD  A.  WITSBERGER,  M.D. 

JAMES  P BOLAND,  M.D 

West  Virginia  University  Health  Sciences 
Center,  Charleston  Division , and  Charleston 
Area  Medical  Center 


In  recent  months,  the  technique  of 
Laparoscopic  Laser  Cholecystectomy 
(LLC)  was  introduced  at  our  institu- 
tion. A small  series  is  presented 
here  involving  14  patients,  seven  of 
whom  underwent  LLC  and  seven  in 
which  a “ mini -lap  ” cholecystectomy 
was  performed. 

Symptomatic  cholelithiasis  was 
the  indication  for  surgery  in  all 
cases,  and  operative 
cholangiograms  were  employed  in 
12  patients.  Comparisons  are  made 
regarding  length  of  hospitalization, 
recovery  time  and  operative  time. 

An  improved  recovery  period  is  in- 
deed demonstrated  with  LLC  allow- 
ing return  to  normal  activities  and 
employment  much  sooner  than  with 
an  open  cholecystectomy. 

We  suggest  that,  though  some 
prudence  and  caution  is  advised, 
this  appears  to  be  a safe  and  feasi- 
ble adjunct  in  the  treatment  of 
cholelithiasis. 

Introduction 

During  the  past  several  years, 
there  has  been  renewed  interest  in 
alternatives  to  the  traditional  surgical 
approach  for  the  therapy  of 
cholelithiasis.  Oral  dissolution 
agents,  lithotripsy  and  MTBE 
(methyl  tertbutyl  ether)  injection 
have  been  used  with  varying 
degrees  of  success.  All  of  these 
methods,  however,  leave  a possibly 
diseased  gallbladder  in  place. 
Laparoscopic  laser  cholecystectomy, 
as  reported  by  Reddick  (1),  appears 
to  have  reduced  the  morbidity  of 
the  traditional  approach  remarkably 
and  therefore,  the  popularity  of  this 
method  is  spreading  rapidly. 


In  March  of  1990,  we  performed 
the  first  laparoscopic  cholecystec- 
tomy at  CAMC,  Women  and 
Children’s  Division.  This  report 
details  our  experience  with  the  first 
seven  patients  treated  in  this  man- 
ner, as  compared  with  seven  pa- 
tients treated  by  the  “mini-lap” 
cholecystectomy  method  approx- 
imately in  the  same  time  span. 

From  our  small  series,  several 
comparisons  were  made  to  assess 
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the  feasibility  and  safety  of  this  in- 
novative procedure  at  our 
institution. 

Material  and  Methods 

All  patients  had  the  diagnosis  of 
symptomatic  cholelithiasis  proven 
by  ultrasound,  oral  cholecystogram 
or  nuclear  scanning.  Patients  treated 
by  laparoscopic  cholecystectomy 
(LLC)  ranged  in  age  from  37  to  73 
years.  Patients  treated  by  “mini-lap” 
cholecystectomy  ranged  in  age  from 
24  to  71  years.  The  group  treated  by 
LLC  consisted  of  four  females  (two 
of  whom  had  previous  total  ab- 
dominal hysterectomies)  and  three 
males. 

The  LLCs  were  done  using  the 
standard  technique  reported  by  Red- 
dick (1),  using  a YAG  laser  on  a con- 
tact mode.  Four  punctures  were  used 


for  insertion  of  two  10-mm  and  two 
five-mm  trocars.  A laparoscope  and 
instruments  were  then  passed 
through  the  sleeves.  A small  TV 
camera  was  attached  to  the  um- 
bilical laparoscope  which  transmit- 
ted the  images  to  monitors  placed 
on  each  side  of  the  operating  table. 
Each  step  of  the  operation  was  easi- 
ly followed  via  the  monitors.  A 
specially  designed  clip  applier  (U  S. 
Surgical)  was  used  to  secure  the 
cystic  artery  and  duct.  Intraoperative 
cholangiograms  were  performed  in 
five  patients.  LLC  requires  the 
assistance  of  a second  surgeon  train- 
ed in  this  procedure,  which  is 
crucial  for  its  successful  completion. 

The  “mini-lap”  cholecystectomy 
approach  was  performed  in  six 
females  and  one  male,  using  a three- 
to  five-centimeter  incision  sparing 
transection  of  the  rectus  muscle  (2). 
Aside  from  the  muscle-sparing 
aspect  of  the  procedure,  the  opera- 
tion was  performed  in  the  usual 
fashion. 

Results 

All  patients  were  admitted  the 
morning  of  surgery  and  underwent 
either  procedure  without  complica- 
tions. One  of  the  patients  in  the 
LLC  group  went  home  the  same 
day,  and  the  others  were  discharged 
the  following  day,  for  an  average 
hospitalization  of  1.1  days  (range:  .5 
to  1.4  days).  The  open  cholecystec- 
tomy group  had  an  average 
hospitalization  time  of  2.6  days 
(range:  2.1  to  4.1  days).  The  average 
operating  time  for  patients  undergo- 
ing an  LLC  was  112  minutes  (range: 
90  to  160  minutes)  whereas  open 
cholecystectomies  were  completed 
in  an  average  time  of  65  minutes 
(range:  53  to  87  minutes).  Six  of  the 
patients  with  a successfully  com- 
pleted LLC  were  back  to  full, 
unrestricted  activity  writhin  four  to 
seven  days.  The  patients  treated 
with  an  open  approach  wrere  back 
to  w'ork  in  an  average  of  20  days. 
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There  was  also  a difference  in  the 
amount  of  analgesics  required  by 
both  groups.  The  LLC  patients  re- 
quired, in  almost  all  cases,  no  more 
than  24  - 48  hours  of  oral  pain 
medication  whereas  patients  in  the 
open  group  required  at  least  24-48 
hours  of  intravenous  (PCA) 
analgesia.  Of  significance  also  was 
the  observed  response  of  LLC  pa- 
tients as  they  awoke  from  the 
anesthetic.  There  was  no  splinting 
of  the  abdominal  musculature,  and 
their  breathing  was  not  shallow,  sug- 
gesting the  possibility  of  decreased 
pulmonary  morbidity. 

One  patient  in  the  LLC  group 
returned  four  days  after  discharge 
with  signs  of  peritoneal  irritation. 
The  possibility  of  a bile  leak  was 
entertained,  and  this  was  confirmed 
by  nuclear  scanning.  A standard 
right  upper  quadrant  incision  was 
made  for  exploratory  purposes.  Ap- 
proximately 100  cc.  of  bile  wras  en- 
countered, but  the  cystic  duct  was 
found  to  be  secure.  The  assumption 
was  made  that  this  was  due  to  a 
leak  from  the  liver  bed,  and  the  ab- 
domen was  washed  and  drained. 

The  patient  had  an  uneventful 
recovery.  Currently,  we  would  treat 
a similar  problem  laparoscopically. 

Discussion 

The  main  advantage  of  the 
translaparoscopic  procedure  appears 
to  be  the  reduced  impact  in  the 
normal  lifestyle  of  patients.  Not  on- 
ly is  the  hospitalization  time  reduc- 
ed, but  return  to  full,  unrestricted 
activity  is  quite  rapid.  Reddick  (1) 
reports  an  average  period  of  6.5 
days  prior  to  returning  to  work,  in 
contrast  with  34  days  as  the  average 
of  full-work  activity  in  the  open 
cholecystectomy  group.  Our 
“minimal  trauma  cholecystectomy” 
group  followed  a similar  pattern, 
with  an  average  of  20  days  prior  to 
returning  to  full  activity. 

The  advantage  of  the  laparoscopic 
procedure  must  be  compared  with 
those  of  the  “mini-lap”  cholecystec- 
tomy approach  if  we  are  to  evaluate 
its  results  critically.  Recent  series  of 
minimal  trauma  cholecystectomy 
report  mean  hospital  stays  of  1.2  (2) 
and  3.8  days  (3).  Unfortunately,  no 
information  is  available  regarding 
time  lapsed  between  surgery  and 
full  return  to  unrestricted  activity 

Merrill  (3)  states  what  is  instinc-  • 
tively  known  by  all  surgeons:  “ ...  a 
lengthy  access  wound  through  ab- 


dominal muscle  and  fascia  is  direct- 
ly responsible  for  the  most  common 
postoperative  complications:  acute 
and  chronic  pain,  atelectasis, 
pneumonia,  dehiscene,  wound  infec- 
tion, and  unslightly  scarring."  These 
observations  can  only  reinforce  the 
advantages  noted  with  the 
laparoscopic  approach.  The  signifi- 
cant decrease  in  analgesic  use  would 
also  suggest  the  possibility  of 
decreased  morbidity,  as  patients  am- 
bulate and  breathe  without  difficulty 
the  very  day  of  surgery.  These  ques- 
tions regarding  morbidity  might  be 
better  answered  as  the  results  of 
larger  series  are  analyzed  critically. 

It  has  been  shown  that  operative 
times  are  indeed  longer  in  the  LLC 
patients,  averaging  91  to  95  minutes 
(4).  This  prolongation,  however,  has 
not  shown  to  affect  outcome.  This 
early  series  took  an  average  time  of 
112  minutes.  Our  more  recent 
procedures  have  averaged  much 
shorter  times,  approaching  those 
of  Reddick  (4). 

The  possibility  of  common  bile 
duct  stones  is  addressed  with  an 
operative  cholangiogram.  Should 
any  be  present,  an  ERCP  is  perform- 
ed at  a suitable  time.  Reddick  has 
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This  article  discusses  a patient 
with  Wolff-Parkinson-White  syn- 
drome who  recently  underwent 
surgical  ablation  of  her  accessory 
pathway  at  West  Virginia  Universi- 
ty Health  Sciences  Center.  Surgical 
cure  of  this  arrhythmia  is  possible 
in  a high  percentage  of  cases  and 
should  be  strongly  considered  for 
those  with  life-threatening  ar- 
rhythmias or  poorly  controlled 
symptoms. 


also  performed  translaparoscopic, 
transcystic  choledochoscopy.  This 
probably  will  settle  the  controversy 
surrounding  operative  cholangio- 
graphy because,  without  its  use  in 
the  laparoscopic  setting,  no  other 
parameters  can  be  used  to  decide  if 
a patient  has  choledocholithiasis. 

Finally,  cost  containment  can  be 
expected  to  be  another  advantage  of 
this  procedure  as  the  patients  are 
discharged  and  return  to  work 
sooner.  Minimal  scarring  is  an  added 
cosmetic  benefit  of  appeal  to  pa- 
tients. We  believe  translaparoscopic 
cholecystectomy  is  a feasible  and 
safe  alternative  for  the  therapy  of 
cholelithiasis,  which  could  even 
become  the  standard  of  care  in  a 
short  time. 
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Case  Report 

The  patient  is  a 34-year-old 
woman  who  suffered  from  recurrent 
episodes  of  fast  heart  beat  since  age 
10.  These  occurred  sporadically  and 
unpredictably,  and  varied  in  fre- 
quency from  several  per  day  to  a 
few  per  year.  Typical  episodes  began 
and  ended  abruptly,  and  were  ac- 
companied by  light-headedness  and 
anxiety.  The  usual  duration  was  one 
to  two  hours,  and  two  episodes 
were  accompanied  by  syncope. 

Based  on  her  symptoms  and  elec- 
trocardiogram (Figure  1),  she  was 
given  a diagnosis  of  the  Wolff- 
Parkinson-White  (WPW)  syndrome  at 
age  16.  She  was  treated  with  several 
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medications  including  propranolol 
and  disopyramide,  which  were  in- 
creased in  dosage  until  she 
developed  limiting  side  effects.  In 
spite  of  therapy  her  symptoms 
continued. 

In  February  1990,  she  was  admit- 
ted to  WVU  Hospital  after  being 
awakened  from  sleep  with  a severe 
and  sustained  sense  of  fast  heart 
beat.  She  tried  vagal  maneuvers 
without  relief,  and  was  brought  to 
the  emergency  room.  She  was 
awake  and  alert.  The  blood  pressure 
was  84  systolic  by  doppler.  Aside 
from  a fast  pulse,  the  cardiovascular 
exam  was  otherwise  normal.  An 
electrocardiogram  showed  a regular 
narrow-QRS  tachycardia  at  a rate  of 
280  beats/minute.  Other  routine 
laboratory  studies  were  also  normal. 

She  was  then  sedated  and  elec- 
trically cardioverted  to  normal  sinus 
rhythm  Antiarrhythmics  were 
discontinued  and  she  underwent 
electrophysiologic  testing.  The  study 
confirmed  the  presence  of  an  ac- 
cessory pathway  for  atrioventricular 
conduction.  Mapping  of  the 
pathway  indicated  an  anterior 
paraseptal  location. 

Due  to  her  poor  response  to 
medical  therapy,  she  was  advised  to 
undergo  surgical  ablation  of  the  ac- 
cessory pathway,  which  was  per- 
formed at  WVU  Hospital  in  April 
1990.  Intraoperative  electro- 
physiologic  testing  confirmed  the 
anterior  paraseptal  location  of  the 
pathway.  Surgical  ablation  was  per- 


formed on  cardiopulmonary  bypass 
using  an  endocardial  approach 
which  combined  sharp  dissection 
and  cryothermia.  Subsequent  intra- 
operative and  postoperative  elec- 
trophysiologic testing  indicated  an 
excellent  surgical  result,  with  no 
sign  of  a residual  accessory  pathway 
or  inducible  arrhythmias.  She  has 
done  well  clinically  off  antiar- 
rhythmic  medications.  The 
postoperative  electrocardiogram  is 
shown  in  Figure  2. 

The  WPW  Syndrome 

The  WPW  syndrome  is  defined 
by  the  combination  of  a short  PR 
interval  (.12  second)  and  a 
characteristically  abnormal  QRS 
complex  on  the  electrocardiogram, 
along  with  symptoms  due  to  parox- 
ysmal tachyarrhythmias  (1).  The  QRS 
complex  is  widened  (.12  second),  > 
and  is  initiated  by  a slurred  upstroke 
called  the  delta  wave.  Approximately 
half  of  the  patients  with  a WPW 
pattern  on  electrocardiogram  have 
associated  symptomatic  tachyar- 
rhythmias (WPW  syndrome).  A small 
fraction  of  patients  with  WPW  have 
associated  abnormalities  of  cardiac 
structure,  including  Ebstein  anomaly, 
but  most  have  otherwise  normal 
hearts. 

The  WPW  electrocardiographic 
pattern  occurs  with  a prevalence  of 
approximately  one  per  1,000  pa- 
tients. Most  cases  are  sporadic,  but 
familial  occurrence  is  also  observed 
(2).  The  electrocardiographic  pattern 


may  vary  in  a given  patient  over 
time,  and  in  some  cases  may  mimic 
that  of  myocardial  infarction  (3). 
Division  into  types  A,  B,  and  C bas- 
ed on  the  electrocardiographic  pat- 
tern is  of  little  clinical  use,  and  is  no 
longer  favored. 

Symptoms  usually  begin  early  in 
life,  and  may  include  palpitations, 
dyspnea,  light-headedness,  and  syn- 
cope. A small  fraction  of  patients 
suffer  cardiac  arrest.  A major  goal  of 
patient  management  is  early  iden- 
tification of  those  with  WPW  who 
are  at  high  risk  for  cardiac  arrest. 
Patients  whose  WPW  pattern  disap- 
pears following  intravenous  pro- 
cainamide or  in  response  to  increas- 
ed heart  rate  brought  on  by  exercise 
are  likely  to  be  at  low  risk  for  life- 
threatening  arrhythmias.  Conversely, 
a history  of  syncope,  near  syncope, 
or  atrial  fibrillation  with  a fast  ven- 
ticular  response  places  a patient  in  a 
high-risk  category.  While  these 
guidelines  are  useful,  they  are  not 
completely  reliable,  and  cases  of 
sudden  death  have  been  reported  in 
patients  who  appeared  to  be  at  low 
risk  based  on  noninvasive  assess- 
ment (4). 

Anatomy  and  Physiology 

In  the  normal  heart,  electrical 
signals  travel  from  atria  to  ventricles 
through  the  specialized  conducting 
tissues  of  the  atrioventricular  node 
and  His-Purkinje  system.  In  addition 
to  this  normal  pathway,  patients 
with  WPW  have  a second,  or  ac- 
cessory, pathway  which  bypasses 
the  normal  conduction  system  and 
directly  connects  atrial  to  ven- 
tricular tissue.  These  accessory 
pathways  are  composed  of  normal- 
appearing myocytes,  and  vary  from 
0.1  to  7 mm  in  diameter  (5).  They 
may  be  located  at  any  point  around 
the  atrioventricular  junction  except 
for  the  area  between  the  left  and 
right  fibrous  trigones,  where  the 
anuli  of  the  mitral  and  aortic  valves 
are  contiguous.  They  are  usually 
situated  within  epicardial  fat.  and 
may  take  a perpendicular  or  tangen- 
tial course  across  the  atrioventricular 
junction.  In  approximately  20  per- 
cent of  cases  coming  to  surgery, 
more  than  one  accessory  pathway  is 
present. 

During  sinus  rhythm,  patients 
with  WPW  have  dual  activation  of 
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the  ventricles  by  simultaneous  con- 
duction of  atrial  beats  over  the  nor- 
mal and  accessory  pathways.  The 
delta  wave  represents  early  ven- 
tricular activation  caused  by  rapid 
conduction  over  the  accessory 
pathway  The  presence  of  two  or 
more  connections  between  atrial 
and  ventricular  tissue  also  sets  the 
stage  for  development  of  reentrant 
tachyarrhythmias,  in  which  an  elec- 
trical impulse  travels  down  one 
pathway  and  up  another  pathway  in 
a rapid,  repetitious  fashion.  This 
persists  until  conduction  is  blocked 
at  some  point  within  the  circuit. 

The  most  common  tachyar- 
rhythmia seen  in  the  WPW  syn- 
drome involves  impulse  conduction 
down  the  normal  atrioventricular 
node  to  the  ventricles  and  up  the 
accessory  pathway  to  the  atria.  This 
is  called  the  orthodromic  form  of 
reentrant  tachycardia.  During  or- 
thodromic reentry,  the  surface  elec- 
trocardiogram shows  normally  nar- 
row QRS  complexes  without  a delta 
wave  due  to  exclusive  activation  of 
the  ventricles  over  the  normal  con- 
duction system.  Inverted  P waves 
are  visible  following  the  QRS  com- 
plexes, and  reflect  retrograde  atrial 
activation  originating  from  the  atrial 
insertion  of  the  accessory  pathway 

A much  less  common  form  of 
reentrant  tachycardia  involves  im- 
pulse conduction  down  the  ac- 
cessory pathway  to  the  ventricles 
and  up  the  artrioventricular  node  to 
the  atria  (6).  During  this  antidromic 
form  of  tachycardia,  the  ventricles 
are  activated  from  an  anomalous 
focus,  namely  the  ventricular  inser- 
tion of  the  accessory  pathway.  This 
produces  a wide  QRS  configuration, 
and  the  tachycardia  with  antidromic 
reentry  may  be  indistinguishable 
from  ventricular  tachycardia.  Up  to  a 
third  of  patients  with  WPW  syn- 
drome have  episodes  of  atrial 
fibrillation.  If  this  is  accompanied 
by  a very  rapid  ventricular  response 
due  to  rapid  conduction  over  the 
accessory  pathway,  it  can  lead  to 
ventricular  fibrillation  and  death. 
Atrial  fibrillation  with  WPW  may 
also  simulate  ventricular  tachycardia. 
A decidedly  irregular  ventricular  rate 
favors  the  former  diagnosis. 

Related  Arrhythmias 

It  is  common  to  see  patients  with 
paroxysmal  tachycardia  caused  by 


orthodromic  reentry  incorporating 
an  accessory  pathway  who  have  no 
WPW  pattern  on  their  baseline  elec- 
trocardiogram during  normal  sinus 
rhythm.  These  patients  are  said  to 
have  “concealed”  accessory 
pathways,  which  only  conduct  in  a 
retrograde  direction  from  ventricle 
to  atrium.  The  presence  of  a 
retrogradely  conducting  accessory 
pathway  allows  them  to  develop  the 
same  type  of  orthodromic  reentry 
as  occurs  in  patients  with  WPW, 
while  the  absence  of  antegrade  con- 
duction from  atrium  to  ventricle 
over  the  accessory  pathway  prevents 
the  appearance  of  a WPW  pattern 
on  the  electrocardiogram. 

Without  antegrade  conduction 
over  the  accessory  pathway,  these 
patients  cannot  develop  antidromic 
reentrant  tachycardia,  and  should 
not  develop  unusually  rapid  ven- 
tricular rates  if  they  develop  atrial 
fibrillation. 

The  accessory  pathways  described 
to  this  point  connect  atrial  to  ven- 
tricular tissue,  and  are  called  Kent 
fibers  after  the  pathologist  who 
reported  them  in  1893.  He  felt  they 
were  a normal  finding.  Other  ac- 
cessory pathways  have  also  been 
described,  including  James  fibers 
between  atrial  tissue  and  the 
atrioventricular  node,  and  Mahaim 
fibers,  between  the  atrioventricular 
node  or  His  bundle  and  ventricular 
myocardium.  Although  various  ar- 
rhythmias have  been  attributed  to 


the  participation  of  these  fibers  in 
reentrant  circuits,  their  actual  role  is 
questionable. 

The  Lown-Ganong-Levine  syn- 
drome is  defined  by  the  association 
of  a short  PR  interval  on  the  elec- 
trocardiogram with  paroxysmal 
supraventricular  tachycardia  (7),  and 
has  been  attributed  to  James  fibers, 
which  bypass  part  of  the  atrioven- 
tricular node.  While  it  is  impossible 
to  disprove  entirely  the  participation 
of  a James  fiber  in  every  patient 
with  a short  PR  interval  and  tachyar- 
rhythmias, it  now  seems  that  the 
short  PR  interval  in  these  patients  is 
generally  due  to  “enhanced  conduc- 
tion” through  an  otherwise  normal 
atrioventricular  node  rather  than  the 
presence  of  an  accessory  pathway. 
Such  patients  may  suffer  tachar- 
rhythmias  mediated  by  various 
mechanisms,  particularly  reentry 
within  the  atrioventricular  node.  In 
most  of  these  cases,  however, 
antegrade  conduction  over  an  ac- 
cessory pathway  does  not  seem  to 
be  involved  in  the  mechanism  of 
the  arrhythmias  (8,9). 

The  role  of  Mahaim  fibers  in  the 
genesis  of  arrhythmias  is  also  ques- 
tionable. There  is  a subset  of  pa- 
tients who  suffer  paroxysmal 
tachycardia  which  has  a 
characteristic  pattern  of  left  bundle 
block  during  the  tachyrhythmia  (10). 
These  patients  have  a normal  elec- 
trocardiogram during  sinus  rhythm, 
and  their  tachyarrhythmias 
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have  been  attributed  to  reentry  in- 
corporating a Mahaim  fiber  between 
the  atrioventricular  node  and  the 
distal  His-Purkinje  system.  More  re- 
cent evidence  indicates  that  the  ar- 
rhythmias in  these  patients  actually 
involve  reentry  over  an  accessory 
pathway  connecting  atrial  and  ven- 
tricular tissue  (Kent  fiber),  which 
has  unique  electrophysiologic  pro- 
perties. This  accessory  pathway  is 
not  a Mahaim  fiber,  and  does  not 
connect  to  the  atrioventricular 
node  (11). 

The  most  common  mechanism  of 
paroxysmal  supraventricular 
tachycardia  involves  reentry  within 
the  atrioventricular  node.  This  ar- 
rhythmia is  based  on  the  presence 
of  different  fiber  types  within  the 
atrioventricular  node.  During  reen- 
trant tachycardia  the  impulse  travels 
down  one  fiber  type,  or  pathway, 
and  up  the  other  in  a fashion  similar 
to  reentry  involving  accessory 
pathways.  During  this  type  of 
tachycardia,  retrograde  atrial  and 
antegrade  ventricular  activation 
typically  occur  at  the  same  time, 
resulting  in  the  absence  of  visible  P 
waves  on  the  surface  electrogram. 
This  is  a useful  diagnostic  clue  (12). 
During  tachyarrhythmias  caused  by 
accessory  atrioventricular  pathways, 
inverted  P waves  are  usually  visible 
following  the  QRS  complex.  A rare 
arrhythmia  called  “the  permanent 
form  of  junctional  reciprocating 
tachycardia”  was  once  also  at- 
tributed to  a form  of  reentry  within 
the  atrioventricular  node,  but  the  ar- 
rhythmia now  appears  to  be 
mediated  by  reentry  over  a conceal- 
ed accessory  atrioventricular 
pathway  (13). 

Electrophysiologic  Testing 

Electrophysiologic  testing  is  a 
type  of  heart  catheterization  design- 
ed to  elucidate  the  presence,  loca- 
tion, mechanisms,  and  optimal  treat- 
ment of  cardiac  arrhythmias.  Details 
of  the  technique  were  presented  in 
a previous  issue  of  the  Journal  (14). 
As  a diagnostic  tool,  the  technique 
is  particularly  useful  in  determining 
the  mechanism  of  difficult  supraven- 
tricular tachyarrhythmias.  In  patients 
with  WPW  syndrome  it  is  very 
helpful  in  prognostic  stratification 
and  guidance  of  pharmacologic 
therapy.  It  should  be  strongly  con- 
sidered in  all  WPW  patients  who  are 
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symptomatic  as  well  as  in  those 
whose  noninvasive  evaluation  sug- 
gests a risk  of  life-threatening  ar- 
rhythmia. As  discussed  below,  it  is  a 
necessary  precursor  to  any  surgical 
therapy. 

Treatment 

Asymptomatic  patients  with  the 
WPW  pattern  merit  noninvasive 
evaluation  to  help  determine  the 
risk  of  developing  a fast  ventricular 
response  during  atrial  fibrillation, 
which  could  be  life-threatening. 
Disappearance  of  the  WPW  pattern 
following  sinus  tachycardia  and/or 
procainamide  generally  suggests  a 
favorable  prognosis.  Those  with 
symptoms  or  noninvasive  evidence 
of  risk  for  serious  arrhythmias 
should  be  considered  for  elec- 
trophysiologic testing.  Without  elec- 
trophysiologic testing  it  is  difficult 
to  predict  how  a patient  will  res- 
pond to  a particular  drug.  Acute 
episodes  of  orthodromic  or  an- 
tidromic atrioventricular  reentrant 
tachycardia  may  be  treated  by 
blockade  of  the  atrioventricular 
node.  Vagal  maneuvers,  verapamil, 
beta-blockers,  and  digoxin  may  all 
be  effective.  The  recently  released 
drug  adenosine  should  be  particular- 
ly effective  for  this  purpose,  and  has 
the  advantage  of  a very  brief  dura- 
tion of  action. 

Atrial  fibrillation  in  a patient  with 
WPW  usually  represents  an  acute 
medical  emergency.  Electric  car- 


dioversion following  appropriate 
sedation  is  the  preferred  treatment 
for  those  with  significant 
hemodynamic  compromise.  For  the 
rare  patient  who  is  not  compromis- 
ed, one  may  try  intravenous  pro- 
cainamide. Lidocaine  is  no  longer 
advocated  for  treating  atrial  fibrilla- 
tion with  WPW,  as  it  is  almost  never 
effective  in  blocking  the  accessory 
pathway.  It  is  critical  to  recognize 
the  presence  of  WPW  in  the  setting 
of  atrial  fibrillation.  Conventional 
therapy  for  atrial  fibrillation  involv- 
ing blockade  of  the  atrioventricular 
node  is  strongly  contraindicated  in 
the  setting  of  WPW,  and  will  likely 
result  in  an  acceleration  of  the  ven- 
tricular response  and  cardiac  arrest. 

Patients  who  fail  to  respond  to 
drug  therapy  or  who  are  relatively 
young  and  wish  to  avoid  a lifetime 
of  taking  medications  may  be  con- 
sidered for  surgical  ablation  of  their 
accessory  pathway.  The  success  rate 
for  surgery  is  high,  the  rate  of  com- 
plications is  1owt,  and  most  who  are 
operated  on  are  fully  cured  of  their 
symptoms  (15).  Antitachycardia 
pacemakers  may  also  play  a role  in 
selected  cases  (16). 

We  have  recently  operated  on  a 
second  patient  with  WPW  syn- 
drome wrho  suffered  recurrent  ar- 
rhythmias in  spite  of  diligent  efforts 
at  medical  therapy.  This  patient’s  ac- 
cessory pathway  wras  localized  to 
the  posterior  left  free  wall.  The 
results  of  surgery  were  again  ex- 
cellent, with  no  further  symptoms 
or  evidence  of  accessory  pathway 
conduction  following  ablation.  In 
our  view,  surgical  ablation  is  the 
most  effective  available  treatment 
for  symptomatic  patients  with  WPW, 
and  represents  the  standard  by 
wrhich  all  other  therapies  must  be 
judged. 

Future  Directions 

Techniques  are  being  developed 
for  the  nonoperative  destruction  of 
accessory  pathways  by  application 
of  electric  current  through  intracar- 
diac catheters  (17).  While  these 
methods  are  still  investigational, 
they  showr  some  promise  in  selected 
cases.  We  are  currently  in  the  pro- 
cess of  acquiring  equipment  for 
such  transcatheter  ablation,  and  in- 
tend to  begin  a series  of  preliminary 
animal  investigations  in  the  near 
future. 
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least  one  inch. 

Use  double  spacing  throughout,  in- 
cluding (in  the  following  order)  title 
page,  abstract,  text,  acknowledgements, 
references,  tables,  and  legends  for  il- 
lustrations. Begin  each  of  the  following 
sections  on  separate  pages;  title  page, 
abstract,  text,  acknowledgements, 
references,  individual  tables,  and  legends 
for  illustrations.  Number  pages  con- 
secutively, beginning  with  the  title  page. 
Type  the  page  number  in  the  upper 
right-hand  corner  of  each  page. 

Articles  contained  on  computer 
diskettes  are  acceptable  and  encourag- 
ed. Please  contact  the  Journal  in  ad- 
vance to  determine  the  format  type  to 


be  used.  The  conventional  manuscript 
as  described  above  must  accompany  the 
diskette. 

All  persons  designated  as  authors 
should  qualify  for  authorship.  Each 
author  should  have  participated  suffi- 
ciently in  the  work  to  take  public 
responsibility  for  the  concept. 

The  second  page  should  carry  an 
abstract  of  no  more  than  150  w'ords 
summarizing  the  manuscript. 

Where  reference  is  made  to 
generically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most  com- 
monly known  trade-name  drug  of  that 
designation.  In  addition,  a listing  of  all 
generic  drugs  mentioned  in  the  article, 
with  their  trade-name  equivalents, 
should  appear  at  the  end  of  the  article. 

Tables  (tabular  listings)  and  figures 
(photos,  drawings  and  charts)  should  be 
numbered  and  the  point  of  reference  in 
the  text  indicated  in  parentheses,  i.e., 
(Table  1),  (Figure  1). 

Photos  must  be  good-quality  un- 
mounted glossy  prints  usually  5 by  7 in. 
but  no  larger  than  8 by  10  in.  Black  and 
white  photos  are  preferred.  Color 
photos  will  be  printed  in  black  and 
white.  Cost  of  printing  photos  in  excess 
of  four  will  be  billed  to  the  author. 

Each  photo  (figure)  should  have  a 


label  pasted  on  its  back  indicating  the 
name,  its  number  and  an  indication  of 
its  ‘"top.”  A separate  legend  should  be 
provided  for  each  photo.  Do  not  write 
on  the  back  of  photos,  or  scratch  or  mar 
them  using  paper  clips.  Do  not  mount 
them  on  cardboard.  Drawings  and  charts 
should  be  done  in  solid  black  on  pure 
white. 

Number  references  consecutively  in 
the  order  in  which  they  are  first  men- 
tioned in  the  text.  Identify  references  in 
text,  tables,  and  legends  by  arabic 
numerals  (in  parentheses). 

No  more  than  25  references  will  be 
published  free  of  charge  to  the  author. 

Use  the  style  of  references  seen  in  this 
Journal,  which  is  based  on  the  formats 
used  by  the  U.  S.  National  Library  of 
Medicine  in  Index  Medicus.  The  titles  of 
journals  should  be  abbreviated  accor- 
ding to  the  style  used  in  Index  Medicus. 
Consult  ‘‘List  of  the  Journals  Indexed,” 
printed  annually  in  the  January  issue  of 
Index  Medicus. 

All  scientific  material  appearing  in  the 
Journal  is  reviewed  by  the  Publication 
Committee.  Manuscripts  should  be  mail- 
ed to  The  Editor,  West  Virginia  Medical 
Journal,  Box  4106,  Charleston,  WV 
25364. 


1.  Ann  Intern  Med  1982;96:766-71. 
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RUN  A SPECIAL 
PRACTICE. 

Today  s Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
COLLECT 

412-687-7313 

Station-To-Station 


Life  May  Begin 
At  Forty 

But  Heart  Disease 
Can  Begin  At  Four. 

A study  of  more  than 
8,000  children  lasting  15  years 
suggests  that  it's  especially 
prudent  to  encourage  kids  in 
the  right  eating  habits.  A diet 
low  in  saturated  fats  and 
cholesterol  can  actually  lower 
a major  risk  factor  for  heart 
disease  in  children. 

To  learn  more  call  or  write 
your  local  American  Heart 
Association. 

Your  Li  fe  Is  In  Your  Hands. 

American  Heart  Association  <P 


Sometimes  Being  Sure  Of 
Yourself  Just  Isn't  Enough. 


; 


McDonough 

Caperton 

Insurance 

Group 

bill 

7IK 


Investing  Our  People 
In  Your  Future. 


McDonough  Caperton 
professionals  are 
dedicated  to  our  clients 
and  their  future.  It's  an 
investment  on  both  our 
parts  and  a trust  we 
cherish.  McDonough 
Caperton,  insurance 
advisor  to  the  West 
Virginia  State  Medical 
Association  — 
committed  to  people. 
Dedicated 
to  excellence. 


You  know  you  are  a 
good  doctor,  you've 
worked  hard  to  get 
where  you  are  but 
sometimes  being  sure 
of  yourself  just  isn't 
enough... 


Corporate  Headquarters  One  Hillcrest  Drive,  P.O.  Box  1551, Charleston,  WV  25326-1551,  Telephone:  (304)  346-0611  Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  North  Carolina,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


Transition 


Hardly  a word  that  is  foreign  to 
our  vocabulary  today. 

We  speak  of  the  changes  that  have 
recently  taken  place  in  the  European 
economic  and  political  worlds.  Our 
children  are  learning  to  make  the 
transition  from  dependent  beings  to 
fully  responsible  adults  much 
sooner  that  we  would  like. 

Even  in  the  world  of  sports,  this 
concept  is  held  in  high  regard.  For 
example,  the  transition  game  of  the 
Italian  World  Cup  soccer  team  pro- 
vided a much  needed  advantage 
with  which  to  mount  a strong 
counter-attack  against  a stubborn 
English  national  team. 

During  my  Presidential  Address  to 
the  House  of  Delegates  last  August,  1 
spoke  of  the  need  for  change  in  our 
Association.  To  be  sure,  I did  not 
take  pride  in  authorship  of  this  con- 
cept. The  seeds  of  transition  that 
we  needed  had  already  been 
sown — some  from  within  and  others 
cast  at  us  from  outside.  Never- 
theless, I believe  we  have  risen  to 
the  occasion.  By  choice,  we  have 
turned  directly  into  the  wind  in 
order  to  face  some  of  the  greatest 
challenges  that  have  ever  been 
driven  against  us. 

While  we  still  have  many  strides 
to  take,  we  have  formed  a sound 
base  for  making  the  next  decade 
one  of  lasting  importance  for  health 
care  in  West  Virginia.  State  govern- 
ment clearly  recognizes  the  need  for 


physicians  to  be  directly  involved  in 
development  of  health  care  policy. 
Furthermore,  our  Association  has 
taken  the  lead  in  promoting  the 
kind  of  involvement  that  warrants 
this  recognition.  Our  willingness  to 
serve  and  an  open,  creative  mindset, 
so  critical  to  making  difficult  deci- 
sions and  recommendations,  have 
opened  many  doors  for  us. 

Some  of  these  doors  will  open 
into  hallways  with  other  doors.  Our 
statewide  wellness  initiative  in  con- 
junction with  the  Brooke  Wellness 
Program  and  West  Virginia  Universi- 
ty School  of  Medicine  will  not  pro- 
vide immediate  solutions  for  our 
citizens’  health  problems. 

Similarly,  our  program  with  the 
West  Virginia  Bar  Association  to 
educate  school  children  regarding 
drugs  and  alcohol  will  undoubtedly 
require  other  support  systems,  in- 
cluding those  of  our  teachers  and 
business  leaders.  Attempts  to  find 
ways  to  provide  cost-effective  health 
care  to  the  more  than  300,000- 
uninsured  and  to  begin  to  prioritize 
health  care  technology  will  hardly 
be  easy  and  popular.  But  whoever 
said  we  were  afraid  to  open  doors? 

The  innovative  and  energetic 
WVSMA  staff  have  greatly  assisted 
my  own  attempts  to  make  our 
Association  more  receptive  to  the 
needs  of  our  members.  Improving 
communications  with  our  compo- 
nent societies  continues  to  be  of 


high  priority  and  will  receive  even 
more  attention  in  coming  months. 
We  have  developed  important  rela- 
tionships with  several  leading 
business  and  political  groups  but 
need  to  do  more.  I am  confident 
that  our  combination  of  capable 
leaders  and  an  enthusiastic,  hard- 
working administration  will  give  us 
the  keys  to  fit  all  the  doors  that  we 
face. 

I must,  however,  continue  to 
challenge  each  of  you — as  members 
of  the  West  Virginia  State  Medical 
Association — as  physicians  dedicated 
to  the  care  of  your  patients — and  as 
valuable  resources  that  our  state 
cannot  afford  to  lose — to  intensify 
your  personal  and  professional  com- 
mitment to  serving  others.  No  one 
else  can  do  it  for  you.  No  one  else 
can  do  it  better! 

Along  the  way  to  Oz,  Dorothy’s 
friends  said  they  wanted  courage,  a 
heart,  and  a brain.  Little  did  they 
know  that  they  already  had  them. 
Little  did  we  know  that  we  already 
had  the  things  we  said  we  needed 
and  wanted.  Transition  for  us  has 
been  simply  a matter  of  recognizing 
our  priorities.  Our  priorities  have 
changed,  and  so  has  our  stature.  In 
spite  of  all  the  problems  we  en- 
counter in  West  Virginia,  our  state  is 
still  filled  with  yellow  brick  roads 
that  each  lead  to  a gleaming 
Emerald  City  and  make  us 
remember,  . . . “there’s  no  place  like 
home.” 

— Derrick  L.  Latos,  M.D. 
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Outstanding  Investment 


You  might  say  we  never  had  a 
better  return  on  an  investment. 

In  1968,  Derrick  L.  Latos,  a first- 
year  student  at  the  West  Virginia 
University  Medical  School  was 
named  a recipient  of  a West  Virginia 
State  Medical  Association  Charles 
Lively  Memorial  Scholarship  by  our 
Scholarship  Committee.  He,  of 
course,  finished  his  medical  educa- 
tion at  Morgantown,  went  off  for 
training  in  nephrology  and  returned 
to  take  up  practice  in  his  native 
West  Virginia. 

Upon  his  return  to  West  Virginia, 
it  did  not  take  long  for  the  young 
Dr.  Latos  to  involve  himself  in  com- 
munity and  medical  affairs.  He 
learned  his  medical-political  lessons 
and  earned  his  political  stripes  in 
Ohio  County  while  working  his  way 
through  leadership  posts  there.  He 
served  several  terms  on  the  council 
of  the  West  Virginia  State  Medical 
Association  prior  to  being  elected 
vice-president  in  1987.  All  that 
while,  he  was  directing  one  of  the 
outstanding  nephrology  groups  in 
the  region,  raising  a family,  organiz- 
ing. supporting  and  coaching  youth 
sports,  and  serving  in  leadership 
roles  on  local  hospital  medical  staffs. 

Dr.  Latos  will  complete  his  year  as 
president  of  the  West  Virginia  State 
Medical  Association  this  month  and 
will  turn  ovef  the  reins  of  authority 
to  President  Elect  Michael  M.  Stump 


at  the  annual  meeting.  His  year  in 
office  has  been  challenging  and  full 
of  interest,  along  the  lines  of  the 
old  Chinese  curse  . . . May  your  life 
be  full  of  interest! 

It  has  been  his  job  to  negotiate 
and  mediate  terms  for  the  establish- 
ment of  the  loathsome  Senate  Bill 
57 6 with  its  take  one-take  all  and 
other  equally  objectionable  provi- 
sions aimed  at  herding  West  Virginia 
doctors  about  like  so  many  sheep. 
That  battle  still  rages  and  promises 
to  continue  for  years  to  come. 
Countless  meetings  with  the  Ex- 
ecutive Committee  and  Council  led 
to  countless  other  meetings  with 
legislators,  administration  underlings 
and  a rare  meeting  with  Governor 
Caperton. 

The  Preferred  Medical  Care  Net- 
work was  activated  in  order  to  buf- 
fer the  most  egregious  effects  of 
Senate  Bill  576.  Agreements  between 
the  Preferred  Medical  Care  Network 
and  the  Public  Employees  Insurance 
Association  were  reached  only  after 
difficult  negotiations.  Dr.  Latos 
organized  the  writing  and  assembl- 
ing of  materials  for  the  White  Paper  - 
“The  Health  Care  Crisis  In  West 
Virginia,”  published  in  the  Journal 
and  widely  distributed  throughout 
the  State. 

Special  meetings  of  the  Associa- 
tion House  of  Delegates  have  been 
notable  for  passions  inflamed  by  the 


callously  insensitive  and  insulting  at- 
titudes displayed  by  Caperton  ad- 
ministration officials.  Controlling, 
taming  and  aiming  these  passions  to 
constructive  ends  has  been  the  role 
and  responsibility  of  Dr.  Latos  dur- 
ing the  past  year.  His  trustwor- 
thiness, goodwill  and  optimistic 
nature  have  enabled  him  to  meet 
these  urgent  responsibilities. 

In  the  annals  of  the  Association, 
no  one  has  done  more,  traveled 
more,  met  and  talked  to  more  in- 
dividuals and  groups  on  behalf  of 
West  Virginia  physicians  than  has 
Dr.  Latos.  He  has  met  the  challenge 
of  leadership  and  has  set  standards 
that  will  be  difficult  to  match  in  the 
future. 

With  his  record  of  activity  and 
service,  one  need  not  worry  that  Dr. 
Latos’  input  and  influence  in  West 
Virginia  medicine  are  likely  to  fade. 
He  has  reached  the  top  rung  in  our 
table  of  organization  but  has  not  yet 
even  approached  the  end  of  his 
salutary  influence  on  Association 
affairs. 

Members  of  our  1968  Scholarship 
Committee  are  to  be  commended 
for  their  judgment  and  foresight  in 
having  selected  Derrick  L.  Latos  as 
the  recipient  of  the  West  Virginia 
State  Medical  Association  Charles 
Lively  Memorial  Scholarship.  May 
the  work  done  by  this  Committee  in 
the  years  since  that  time  turn  out  to 
be  as  rewarding. — SDW 


I send  a big  thank  you  for  your 
advertisement  of  the  Beni  Kedem 
Temple  Mini  Clinic  which  was  held 
on  May  15.  Forty-two  patients  were 
accepted  for  treatment  at  the 


Shriners  Crippled  Childrens’ 

Hospital,  partly  because  the  message 
was  conveyed  through  your  medical 
journal. 

Enclosed  is  my  “Love  of  the 


Children”  lapel  pin,  a token  of  our 
appreciation  for  a job  well  done. 
Yours  in  the  faith, 

Pastor  John  F.  Torrence 
Potentate 
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James  T.  Spencer,  Jr.,  M.D 
Charles  D.  Crigger,  M.D. 
Roger  P.  Nichols,  M.D. 

All  Physicians  Board  Certified 


F.  Thomas  Sporck,  M.D.,  F.A.C.S. 
Ronald  L.  Wilkinson,  M.D.,  F.A.C.S. 
Terry  L.  Good,  M.D. 


Complete  Medical/Surgical  Care  of  Ears,  Nose  & Throat 
Including  Respiratory  Allergies 

342-0124 

Medical  Office  Building  North,  Suite  200 
500  Donnally  Street 


Over 1200  professional  and  trade 
associations,  including  yours. 


It’s  true.  The  bill  collecting 
services  of  I.C.  System  have  been 
endorsed  by  over  1200  associations 
around  the  country  including  the  one 
you  belong  to. 

We're  proud  of  those  endorse- 
ments. I.C.  System  has  made  a con- 
certed effort  to  bring  high  standards  of 
professionalism,  ethical  conduct  and 
effectiveness  to  the  collection  industry. 
We  believe  we’ve  succeeded  and, 
apparently  your  association  agrees. 

So  if  you've  been  billing  people 
who  aren't  paying  you  and  you  want 
to  do  something  about  it,  you  know 
who  to  contact. 

Who  is  I.C.  System? 

We’re  a fifty-year-old  company 
headquartered  in  St.  Paul,  Minnesota, 
with  communication  centers  in  every 
state  of  the  union. 

Indeed,  I.C.  System  is  the  only 
privately-held  firm  collecting  debts  in 
all  fifty  states.  We’ve  led  the  industry  in 
automating  the  debt  recovery  process, 
and  our  work  is  endorsed  by  over  1200 
professional  and  trade  associations. 

Here’s  how  we  work. 

There  will  be  a local  I.C.  repre- 
sentative assigned  to  your  account  to 


help  get  you  started.  We  also  support 
your  rep  with  a full  range  of  collection 
services  mid  personnel,  including 
carefully-trained  telephone  contact 
specialists  and  a large  staff  of  full-time 
customer  service  representatives.  These 
people  will  respond  to  your  needs  and 
questions  and  maintain  the  two-way 
flow  of  information  that's  so  critical 
to  the  collection  process. 

Our  service  includes  initial 
training  on  how  to  use  our  service  for 
the  person(s)  in  your  office  handling 
accounts  receivable. 

We  promise  results,  and  we  stand 
behind  that  promise. 

Results  are  guaranteed. 

You  will  find  the  cost  of  our 
service  pays  for  itself  many  times  over. 
Our  compensation  plan  combines  a 
very  competitive  commission  rate  with 
a retainer  scaled  to  your  needs  and 
expectations. 

Whichever  retainer  amount 
you  select  from  either  our  corporate  or 
standard  programs,  we  guarantee  to 
keep  collecting  for  as  long  as  it  takes  to 
recover  at  least  ten  times  that  retainer 
amoun  t. 

The  I.C.  approach  works.  It  really 


does.  To  find  out  how  it  can  work  for 
you,  we  invite  you  to  send  in  the 
attached  reply  card. 


In  any  field,  over  time,  a leader  will  emerge. 

(C  I.C.  System 

© 1987  I.C.  System,  Inc. 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine 
Ax/d  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H 2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1 . Active  duodenal  ulcer- for  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy  -for  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  1 50  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H2-receptor  antagonists. 
Precautions:  Genera/- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests- False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility-  A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose- related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 
In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny 
Pregnancy- Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500  IU/L)  in  SGOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported  All 
abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

CA/S-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine- Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogemc  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic  -Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H2-receptor  antagonist.  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported 

Integumental- Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported 
Because  cross- sensitivity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Additional  information  available  to  the  profession  on  request. 
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WVSMA  Convention  Topics  to  Include 
Antibiotic  Therapy,  Magnesium  Deficiency 


Stuart  Levin,  M.D.,  associate  chair- 
man and  program  director  of  the 
Department  of  Internal  Medicine  at 
Rush-Presbyterian-St.  Luke’s  Medical 
Center  in  Chicago,  and  Edmund  B. 
Flink,  M.D.,  F.A.C.P.,  Benedum  pro- 
fessor of  medicine  at  West  Virginia 
University,  are  two  of  the  scheduled 
speakers  for  the  123rd  WVSMA  An- 
nual Meeting. 

This  year,  approximately  473 
physicians,  exhibitors  and  guests 
will  attend  the  convention  which 
will  be  held  August  13-18  at  The 
Greenbrier. 

Dr.  Levin  will  be  the  first  speaker 
for  the  Third  General  Session  which 
begins  at  8:43  a.m.  on  Saturday, 
August  18.  His  paper,  “Antibiotic 
Therapy,”  is  part  of  a panel  discus- 
sion on  drug  interactions.  As 
previously  announced,  the  other 
participants  for  this  panel  are  Ray- 
mond Woosley,  M.D.,  Ph.D.,  chair- 
man of  clinical  pharmacology  at 
Georgetown  University,  and  Gary  O. 
Rankin,  Ph.D.,  professor  and  chair- 
man of  the  Department  of  Phar- 
macology at  Marshall. 

Dr.  Flink ’s  topic  w'ill  be  “Clinical 
Magnesium  Deficiency.”  He  will 
speak  at  10:15  a.m.  on  Thursday, 
August  16  following  the  Thomas  L. 


Harris  Address  by  John  T.  Shepherd, 
M.D.,  of  the  Mayo  Clinic  and 
Foundation. 

Noted  Chicago  Educator 

Dr.  Levin’s  30-year  career  in 
medicine  has  revolved  primarily 
around  his  hometown  of  Chicago. 

A I960  graduate  of  the  University 
of  Illinois  Medical  School,  Dr.  Levin 
did  a rotating  internship  at  Cook 
County  Hospital  in  Chicago  and 
completed  his  residency  at  another 
local  hospital,  West  Side  Veterans. 

Dr.  Levin  joined  the  military  in 
1964  and  served  for  two  years  as 
chief  of  medicine  and  chief  of  infec- 
tious disease  at  General  Leonard 
Wood  Army  Hospital  in  Fort 
Leonard  Wood,  Mo.  Following  his 
military  service,  Dr.  Levin  returned 
to  Chicago  and  received  a United 
States  Public  Health  Service 
Fellowship  to  study  infectious 
disease  at  the  University  of  Illinois 
Research  Hospital  and  Presbyterian- 
St.  Luke’s  Hospital. 

After  completing  his  fellowship, 

Dr.  Levin  w-as  the  medical  director 
of  the  Municipal  Contagious  Disease 
Hospital  in  Chicago  for  two  years 
and  held  staff  positions  at  West  Side 


Veterans  Hospital,  Illinois  Research 
Hospital  and  Rush-Presbyterian- 
St. Luke's  Medical  Center.  In  1969, 

Dr.  Levin  accepted  his  present  posi- 
tion as  director  of  the  infectious 
disease  section  at  Rush-Presbyterian- 
St.  Luke’s  Medical  Center  and  in 
1978  w'as  also  named  associate  chair- 
man of  the  department  of  medicine. 

In  addition  to  his  roles  at  Rush- 
Presbyterian-St.  Luke’s  Medical 
Center,  Dr.  Levin  is  an  associate  pro- 
fessor of  both  preventive  medicine 
and  immunology  and  a professor  of 
medicine  at  Rush  Medical  College. 

He  is  a former  professor  of 
medicine  at  the  University  of  Illinois 
Medical  School  and  is  currently  ser- 
ving on  the  advisory  board  of  the 
Cook  County  Graduate  School  of 
Medicine. 

The  author  or  co-author  of  145 
scientific  articles  and  abstracts  and 
21  book  chapters,  Dr.  Levin  has  also 
written  editorials  and  is  actively  in- 
volved with  many  national  publica- 
tions. In  1981,  he  w'as  appointed  as 
the  associate  editor  of  the  AMA  Ar- 
chives of  Internal  Medicine  and  is 
also  currently  the  editor  of  the  Jour- 
nal of  Nosocomial  Infections. 

Dr.  Levin  is  a Fellow'  of  the 
American  Board  of  Internal 
Medicine  and  the  American  College 
of  Physicians  and  has  received 
numerous  awards  from  faculty  and 
students. 

Distinguished  WVU  Professor 

Dr.  Flink  received  both  his  M.D. 
and  Ph  D.  degrees  from  the  Univer- 
sity of  Minnesota,  where  he  served 
on  the  faculty  from  1942-57. 

From  1942-45,  Dr.  Flink  wras  the 
assistant  director  of  hospital 
laboratories  for  the  University  of 
Minnesota  Hospital  and  then 
became  the  director  of  the  teaching 
program  in  internal  medicine  at 
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Anker  Hospital  in  St.  Paul  for  two 
years.  In  1947,  Dr.  Flink  was  named 
director  of  medicine  for  the  Outpa- 
tient Clinic  at  University  Hospital 
and  the  following  year  he  was 
awarded  a Commonwealth  Fund 
Fellowship  and  took  sabbatical  leave 
for  biological  chemistry  research  at 
Harvard  University. 

Following  his  sabbatical,  Dr.  Flink 
returned  to  Minnesota  to  resume  his 
position  at  University  Hospital  and 
then  in  1952  joined  the  staff  of  Min- 
neapolis Veterans  Administration 
Hospital  as  chief  of  the  medical 
service. 

Eight  years  later,  Dr.  Flink  moved 
to  West  Virginia  to  become  chief  of 
the  medical  service  for  the  WVU 
University  Medical  Center,  a post  he 
held  for  16  years.  In  1976,  Dr.  Flink 
assumed  his  current  position  as  a 
Benedum  professor  at  WVU,  where 
he  is  also  an  attending  physician  at 
the  WVU  Medical  Center. 

Dr.  Flint  is  a former  president  of 
the  American  College  of  Nutrition 
and  is  a Fellow,  Master,  Governor 
and  Regent  of  the  American  College 
of  Physicians.  He  has  served  as  the 
AMA  representative  for  the  Residen- 
cy Review  Committee  in  Internal 
Medicine  and  been  a member  of  the 
United  States  Public  Health  Service 
Medical  Manpower  Commission 
and  the  American  Board  of  Internal 
Medicine  Committee. 

During  his  career,  Dr.  Flink  has 
been  a visiting  professor  at  Seoul 
National  University  in  Seoul,  Korea, 
and  eight  universities  in  the  United 
States.  Dr.  Flink  has  also  written  or 
been  a co-author  of  138  scientific 
articles  and  abstracts  and  9 chapters 
for  books. 

Other  Convention  News 

Michael  M.  Stump,  M.D.,  Elkins 
pathologist,  will  be  installed  as 
WVSMA  president  to  succeed  Der- 
rick L.  Latos,  M.D.,  during  the  se- 
cond session  of  the  House  of 
Delegates  on  Saturday  afternoon, 
August  18. 

The  convention  will  follow  the 
same  format  as  previous  years  with 
the  opening  session  of  the  House  of 
Delegates  Wednesday  afternoon; 
keynote  address  Thursday  morning; 
general-scientific  sessions  Thursday, 
Friday  and  Saturday  mornings;  sec- 
tion and  society  meetings  primarily 
Friday  afternoon;  and  the  second 
House  session  Saturday  afternoon. 


A new  feature  of  this  year’s 
WVSMA  Annual  Meeting  will  be  a 
variety  show  for  physicians  and  aux- 
ilians  entitled  “Peer  Revue,”  which 
is  planned  for  Friday,  August  17  at 
9:30  p.m. 

A husband  and  wife  singing  duet, 
a Roaring  20s  dance  group,  an  ac- 
cordian  player,  a vocalist  and  a 
classical  musician,  are  some  of  the 


Mrs.  Norma  Skoglund,  AMA  Aux- 
iliary president,  and  Mrs.  Alice  B. 
Edwards,  the  new  AMA  Auxiliary 
Eastern  Regional  vice  president,  are 
two  of  the  distinguished  guests  for 
the  WVSMA  Auxiliary  Meeting  at 
The  Greenbrier  on  August  15-18. 

More  than  100  spouses  are  ex- 
pected to  attend  the  convention 
which  will  be  held  again  concur- 
rently with  the  WVSMA  Annual 
Meeting.  Mrs.  Lois  Spencer,  the 
president  of  the  WVSMA,  will 
preside  over  the  business  meetings 
and  during  the  Second  Annual  Ses- 
sion on  Friday  morning,  she  will  in- 
stall Mrs.  Sara  Townsend  as  the  new 
president  for  1990-91. 

Mrs.  Skogland  will  deliver  the 
keynote  address  on  Thursday, 

August  16  following  the  opening 
ceremonies  for  the  Auxiliary  con- 
vention at  9:30  a.m.  The  next  day  at 
9:30  a m.,  Mrs.  Edwards  will  speak 
on  “What  the  AMA  Auxiliary  Can 
Do  For  You.” 

Committed  to  Volunteerism 

Throughout  her  life,  Mrs. 

Skoglund  has  devoted  herself  to 
helping  others. 


scheduled  performers  for  “Peer 
Revue.” 

If  you  would  like  to  perform  and 
share  your  special  talents,  please  call 
Dee  Crabtree,  Cindy  Hagerman  or 
Nancie  Divvens  at  the  WVSMA  of- 
fice, 925-0342  or  1-800-2  5 7-4747. 

For  a complete  schedule  of  con- 
vention events,  please  turn  to 
page  356. 


As  a young  wife  and  mother  with 
a husband  in  medical  school,  she 
took  a job  as  a case  worker  for  the 
Department  of  Public  Welfare  in 
Tennesse  to  help  support  the  family. 
Even  though  Mrs.  Skoglund  had 
taken  the  job  for  purely  economic 
reasons,  she  soon  found  how  much 
she  enjoyed  her  work  and  couldn’t 
help  but  get  personally  involved. 
Often  she  would  come  home  and 
clean  out  the  kitchen  cabinet  of 
Campbell  soup  cans  and  take  them 
to  a needy  family  she  had  met. 

It  was  during  this  time  when  her 
husband,  Roy,  was  a medical  student 
at  the  University  of  Tennessee,  that 
Mrs.  Skoglund  first  became 
associated  with  other  medical  wives. 
The  auxiliary  she  belonged  to  was  a 
close-knit  group  and  she  remembers 
their  medical  school  years  as  a time 
of  hard  work  not  hard  times, 
because  the  medical  students  and 
their  families  were  so  supportive  of 
each  other. 

In  1972,  after  the  birth  of  their  se- 
cond child  and  many  relocations  due 
to  Dr.  Skoglund’s  medical  career, 
they  settled  in  Roseburg,  Ore.,  and 
Mrs.  Skoglund  started  doing  formal 


Two  AMA  Auxiliary  Leaders 
Head  Annual  Program 


Mrs.  Lois  Spencer  Mrs.  Norma  Skoglund  Mrs.  Alice  B.  Edwards 
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volunteer  work  through  the  local 
medical  auxiliary.  She  felt  very 
strongly  that  physicians  and  their 
wives  should  contribute  to  the  com- 
munity as  much  as  possible,  so  she 
became  very  active  in  the  auxiliary 
and  civic  activities. 

Mrs.  Skoglund  served  as  president 
for  both  her  county  and  state  aux- 
iliaries and  in  numerous  other 
capacities.  In  addition,  she  has  been 
a member  of  the  board  of  directors 
of  the  Children’s  Oncology  Services 
of  Oregon,  chairman  of  the  Umpqua 
Community  College  Foundation, 
project  coordinator  for  the  Douglas 
County  Juvenile  Service  Commis- 
sion’s substance  abuse  education 
program  and  most  recently  donated 
her  time  to  promote  the  National 
Marrow  Donor  Program. 

Due  to  her  husband’s  involvement 
with  organized  medicine,  Mrs. 
Skoglund  was  drawn  to  the  AMA 
Auxiliary.  She  has  served  at  the  na- 
tional level  as  a member  of  the  Elec- 
tion, Nominating  and  Reference 
Committees;  chairman  of  the 
Legislation  and  Membership  Com- 
mittees; vice-president  of  the 
western  region;  secretary;  and  as 
president  elect  before  she  assumed 
her  current  role  as  president. 

The  ideals  of  volunteerism  and 
the  value  of  service  to  others  are  so 
important  to  Mrs.  Skoglund,  that  she 
chose  them  as  the  philosophy  for 
her  presidential  year.  As  a primary 
goal  of  her  presidency,  Mrs. 

Skoglund  wants  to  increase 
awareness  of  the  need  for  more 
volunteerism  by  physicians  and  their 
spouses  to  achieve  two  goals,  the 
improvement  of  people’s  lives  and 
the  enhancement  of  the  image  of 
physicians. 

Caring  Leader 

Mrs.  Alice  B.  Edwards  was  install- 
ed in  June  as  the  AMA  Auxiliary 
Eastern  Regional  vice  president,  and 
she  has  achieved  an  outstanding 
reputation  for  all  of  her  many 
achievements  with  the  Mercer 
County  Auxiliary  Chapter,  WVSMAA 
and  the  AMA  Auxiliary. 

A native  of  North  Carolina,  Mrs. 
Edwards  is  a registered  nurse  who 
also  holds  certification  as  an  OB- 
GYN  nurse  practitioner  and  as  a 
physician’s  assistant.  She  and  her 
husband,  Dr.  Keith  Edwards  live  in 
Bluefield  and  she  works  with  him  in 


his  practice.  The  Edwards  served  as 
medical  missionaries  in  Nigeria  for 
ten  years  and  they  are  recognized 
speakers  in  West  Virginia,  Penn- 
sylvania and  Delaware  for  their 
presentation,  “The  Medical  Family 
Faces  Malpractice.” 

Mrs.  Edwards’  dedication  to  aux- 
iliary work  is  shown  by  her  com- 
mitment to  community  activities. 

She  speaks  on  the  subject  of  AIDS 
for  many  churches,  service  clubs 
and  schools.  Mrs.  Edwards  is  also 
active  in  the  First  Baptist  Church  of 
Bluefield  and  she  has  served  as 
president  of  the  Mercer  County 
Auxiliary  Chapter  twice. 

On  the  state  level,  Mrs.  Edwards 
has  held  many  posts,  including  past 
editor  of  the  newsletter,  treasurer 
and  state  president  from  1983-84. 
Her  national  involvement  first  began 
when  she  served  as  a representative 
to  state  meetings  in  Wisconsin, 

Iowa,  Delaware  and  Maryland. 

Mrs.  Edwards  was  a featured 
speaker  in  a special  session  of  the 
AMA  Auxiliary  1989  Convention  on 
the  topic  of  “Working  in  Your 
Spouses’  Office.”  In  addition,  she 
was  one  of  the  three  auxilians 
featured  in  an  AM  News  article  on 
“Spouses  Who  Work  with  Physician 
Husbands,”  and  she  is  a former 
chairman  and  member  of  the  AMA 
Auxiliary  Health  Projects  Committee. 
Prior  to  accepting  her  current 
responsibilities,  Mrs.  Edwards  was 
the  Eastern  Regional  Director  for 
AMA  for  two  years. 

The  Edwards  have  four  natural 
children  and  one  adopted  Nigerian 
son  and  also  11  grandchildren.  In 
her  spare  time  when  she  is  not 
working  alongside  her  husband  in 
his  practice,  Mrs.  Edwards  is  an  ac- 
complished seamstress  with  an  in- 
terest in  smocking. 

Other  Convention  Highlights 

On  Friday,  August  17  at  3 p.m., 
John  Gasiorowski,  Ph  D.,  will  ad- 
dress the  WVSMAA  members  about 
“Medicine  and  Marriage  or,  ‘I  Gave 
at  the  Office.’”  In  addition,  auxilians 
are  invited  to  attend  the  formal 
opening  ceremonies  for  the  WVSMA 
Annual  Meeting  at  9:30  a.m.  on 
Thursday,  August  16  and  participate 
in  a variety  show  entitled  “Peer 
Revue"  on  Friday  at  9:30  p.m. 

For  a full  schedule  of  events, 
please  turn  to  page  361. 


Potterfield  Appointed 
to  Bar  Legal  Ethics 
Investigative  Panel 


Thomas  G.  Potterfield,  M.D. 


Thomas  G.  Potterfield,  M.D.,  a 
retired  Charleston  pediatrician  now 
living  in  Lewisburg,  has  been  ap- 
pointed by  State  Bar  President 
Richard  L.  Douglas  to  the  In- 
vestigative Panel  of  the  State  Bar’s 
Legal  Ethics  Committee. 

He  is  the  first  physician  to  serve 
on  the  committee  which  investigates 
complaints  and  allegations  against 
lawyers. 

Dr.  Potterfield  attended 
Georgetown  University  and  the 
Medical  College  of  Virginia  in 
Richmond. 

He  was  a captain  in  the  Army 
Medical  Corps,  serving  at  Walter 
Reed  Hospital. 

After  completing  his  residency  in 
Philadelphia,  Dr.  Potterfield  returned 
to  Charleston  in  1951,  where  he 
practiced  pediatrics  for  26  years.  He 
was  chief  of  pediatrics  at  Charleston 
Memorial  Hospital  (now  Charleston 
Area  Medical  Center)  from  1960-72. 

From  1977-82  he  served  as  the 
director  of  medical  affairs  at  CAMC, 
and  as  its  chief  of  staff  in  1976. 

He  was  chairman  of  CAMC’s 
Hospital  Ethics  Committee  from 
1985-87,  and  he  has  authored  several 
articles  on  hospital  ethics. 

He  was  instrumental  in  setting  up 
a bio-ethics  committee  at  CAMC 
which  addresses  ethics  in  medicine. 

He  and  his  wife,  Ann  have  six 
daughters,  two  sons  and  five  grand- 
children. 
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o 

o 


Poetry  Corner  y 


August 

3 — Laser  Surgery  Workshop  (Eye  & Ear 
Clinic  of  Charleston,  Inc.  & Dept,  of 
Surgery,  WVU/Charleston  Division, 
Charleston. 

15- 19 — 123rd  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 

18-24 — Society  of  Magnetic  Resonance  in 
Medicine  (9th),  New  York  City. 

September 

6- 8 — Am.  Academy  of  Facial  Plastic  & 
Reconstructive  Surgery,  San  Diego,  Calif. 

7 —  W.  Va.  Urological  Society,  Morgan- 
town. 

16- 19 — Am.  College  of  Emergency  Physi- 
cians, San  Francisco. 

21-22 — Fifth  Annual  Endocurietherapy 
Symposium,  Ohio  State  University’s  Center 
for  Continuing  Education,  Columbus. 
23-24 — The  Rural  Health  Care  Crisis,  West 
Virginia  Health  Sciences  Center, 
Morgantown. 

October 


5 — Laser  Surgery  Workshop  (Eye  & Ear 
Clinic  of  Charleston,  Inc.  & Dept  of 
Surgery,  WVU/Charleston  Division, 
Charleston. 

3-6 — Joint  Southeast  and  Northeast  Con- 
ference on  Wellness,  National  Wellness  In- 
stitute, Alexandria,  Va. 

7-1 1 — Am  Academy  of  Family  Physicians, 
Dallas. 

7-12 — Am.  College  of  Surgeons,  San 
Francisco. 

14-17 — Southern  Medical  Assoc., 
Nashville 

19-20 — Ophthalmology  Clinical  Confer- 
ence (WVU  Dept  of  Ophthalmology), 
Morgantown 

25- 27 — 1 6th  Annual  Hal  Wanger  Family 
Practice  Conference,  WVU  School  of 
Medicine,  Morgantown. 

26- 31  — Am.  College  of  Gastroenterology, 
San  Francisco. 

28-Nov.  1 — Am  Academy  of  Ophthal- 
mology, Atlanta 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 


The  Third  Week  In 
August 

They’re  coming  back! 

The  kids , I mean; 

With  tattered  shorts 
And  faded  jeans. 

They're  coming  back! 

The  upper  classes; 

A motley  crew 

Of  lads  and  lasses. 

Among  them  scattered 
In  singles  mainly, 

A girl  or  boy 

Freshmen,  plainly. 

As  if  it  mattered, 

They  deport  like  scholars, 

With  eager  faces 
Like  silver  dollars. 

They  are  all  here  now, 

And  in  about  three  weeks 
Is  the  transformation 
That  the  freshmen  seeks. 

No  stranger  now. 

Football,  with  its  “ Thuse ” and 
cheers, 

Makes  him  as  them: 

They're  Mountaineers! 

Robert  L.  Smith,  M.D. 


MS 


Long  Gone 

Long  gone  are  days  of  childish  play 
At  games  of  make-believe, 

And  other  games  that  children  play 
To  pass  their  childhood  time  away. 

Long  gone  are  dreams  of  yesterday 
And  what  the  future  held  in  store, 
The  time  is  now,  this  is  the  day 
That  childish  dreams  are  put  away. 

It 's  gone,  no  matter  what  we  say, 
Long  gone,  the  past  we  knew, 

And  even  though  we  feel  dismay, 

We  see  our  past  lives  slip  away. 

We  cannot  hold  to  yesterday, 

Long  gone  are  times  so  free. 

We  face  the  living  of  this  day 
Which  we  cannot  yet  put  away. 

We're  living  in  a later  day, 

A time  which  holds  us  in  its  grasp, 
Reality  has  come  to  stay, 

We  cannot  make  it  go  away. 

E.  Leon  Linger,  M.D. 


We  request  physician  contributions  to  Poetry  Corner.  Submissions  should  be  ad- 
dressed to  Stephen  D.  Ward,  M.D.,  Editor,  The  West  Virginia  Medical  Journal,  Box 
4106,  Charleston,  WV  25364. 
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Continuing 

Education 

Programs 


Listed  to  the  right  are  the  conti- 
nuing medical  education  activities 
of  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  August  1990. 

The  programs  are  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  director 
of  Continuing  Medical  Education; 
Brenda  McGregor,  WVU  outreach 
coordinator  of  Continuing  Medical 
Education;  Katharine  Terrie,  program 
manager,  WVU  Charleston  Division; 
and  Robin  Rector,  coordinator  of 
Continuing  Medical  Education, 
Charleston  Area  Medical  Center  (also 
in  charge  of  WVU  Charleston  Divi- 
sion on-campus  CME). 

This  schedule  is  presented  as  a 
convenience  for  physicians  in  plan- 
ing their  continuing  education  pro- 
gram. (Other  national,  state  and 
district  medical  meetings  are  listed 
in  the  Medical  Meetings  Department 
of  the  Journal.) 

These  programs  are  tentative  and 
subject  to  change.  Weekly  con- 
ferences are  also  a held  on  the 
WVU  Morgantown,  Charleston  and 
Wheeling  campuses.  Further  infor- 
mation about  CME  activities  may  be 
obtained  by  calling  Dr.  Chick  at 
(304)  696-7018;  McGregor  (304) 
293-3937;  Terrie  (304)  347-1363;  and 
Rector  (304)  348-9580. 

CAMC/WVU  Health  Sciences 
Center-Charleston 


Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (*)/WVU  Health 

Sciences  Center-Charleston  (A) 

(Check  locally  for 
additional  information) 


CME  Outreach 
Programs 

Fairmont,  ★ Fairmont  General  Hos- 
pital, August  7,  7:30  p.m. -“Evaluation 
of  Renal  Failure  and  Determination 
of  Patients  Needing  Dialysis,” 
Michael  Sorkin,  M.D. 

Fairmont,  ★ Fairmont  Clinic,  August 
15,  1 p.m.  (tba) 

Gassaway,  □ Braxton  County  Mem- 
orial Hospital,  August  (no  program) 
(A) 

Grantsville,  □ Calhoun  General  Hos- 
pital, August  (no  program)  (•) 

Hurricane,  □ Putnam  General 
Hospital,  August  (no  program)  (•) 

Logan,  □ Logan  General  Hospital, 
August  (no  program)  (•) 

Madison,  □ Boone  Memorial 
Hospital,  August  (no  program)  (A) 

Man,  □ Appalachian  Regional 
Hospital,  August  21,  7 p.m.  - “Noise 
Induced  Hearing  Loss”  James 
Spencer,  M.D.  (•) 

Montgomery,  □ Montgomery 
General  Hospital,  August  1,  noon  - 
“Eye  Trauma"  David  Allara,  M.D.  (•) 

New  Martinsville,  ★ Wetzel  Co. 
Hospital,  August  (no  program) 


Oak  Hill,  □ Plateau  Medical  Center, 
August  (no  program)  (A) 

Point  Pleasant,  □ Pleasant  Valley 
Hospital,  August  23,  noon  (tba)  (•) 

Ripley,  □ Jackson  General  Hospital, 
August  10,  noon  - “Eye  Trauma,” 
David  Allara,  M.D.  (•) 

Ronceverte,  □ Humana  Hospital 
Greenbrier  Valley,  August  15,  1.  p.m. 
- “Organ  Transplantation  Update,” 
Ernest  Hodge,  M.D.  (•) 

Spencer,  □ Roane  General  Hospital, 
August  21,  12:30  p.m.  - “Heat  Il- 
lnesses,” Shawn  Chillag,  M.D.  (•) 

Summersville,  □ Summersville 
Memorial  Hospital,  August  (no  pro- 
gram) (A) 

Waynesburg,  Pa,  ★ Greene  County 
Memorial  Hospital,  August  28,  7 
p.m.  - “Common  Orthopedic  Pro- 
blems in  Children,”  Eric  Jones,  M.D. 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  August  (no  program) 
(A) 

White  Sulphur  Springs,  □ Green- 
brier Clinic,  August  (no  program)  (A) 

Williamson,  □ Williamson  Memorial 
Hospital,  August  (no  program)  (A) 
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Presenting 


THE  IMPLICATIONS 
OF  NEW  TECHNOLOGY 


Featuring 


The  Ethics  of  Science 


Edmund  Pellegrino,  M.D. 

Director,  Georgetown  University  Center  for  the 
Advanced  Study  of  Ethics 


Uwe  Reinhardt,  Ph.D. 

James  Madison  Professor  of  Political  Economics 
Princeton  University 


Daniel  Maguire,  Ph.D. 

Professor  of  Ethics 
Marquette  University 


Steven  Rosenberg,  M.D. 

Chief  of  Surgery , National  Cancer  Institute 
National  Institutes  of  Health 


A NATIONAL  MEDICAL  CONFERENCE 

September  26-28, 1990 

Celebrating  our  25th  Anniversary 

Greater  Baltimore  Medical  Center 
V 7/7/  rj  V_  6701  North  Charles  Street 

greater  Baltimore  medical  center  °x°  Baltimore,  Maryland  21204 

This  conference  is  open  to  all  physicians. 

For  registration  or  more  information,  call 

(301 ) 828-321 7 


SOMETHING  TO  THINK  ABOUT. . . 

THE  PRACTICE, 

THE  PATIENTS, 

THE  PRESCRIPTIONS 
ARE  YOURS. 

KEEP  THE  PRESCRIBING  DECISION  YOURS,  TOO. 


SPECIFY:  DISPENSE  AS  WRITTEN 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc 

scored  tablets 


YOUR  CHOICE  ALL  ALONG! 

Roche  Products 


Roche  Products  Inc 
Manati.  Puerto  Rico  00701 


Copyright  ©1989  by  Roche  Products  Inc  All  rights  reserved 


- JOIN  US  - 

123RD  ANNUAL  MEETING 
OF  THE 

West  Virginia  State  Medical  Association 


The  Greenbrier 


AUGUST  15-18,  1990 

JOINT-SPONSORS 

West  Virgina  University  School  of  Medicine 
Marshall  University  School  of  Medicine 

COMPLETE  PROGRAM  BEGINS  ON  THE  FOLLOWING  PAGE 

PROGRAM  COMMITTEE:  James  L.  Comerci,  M.D.  of  Wheeling,  Chairman;  and  Drs. 

Graciano  Cendana,  Charleston;  Thomas  H.  Chang,  Clarksburg;  James  L.  Bryant,  Clarksburg;  C.  Richard 
Daniel,  Beckley;  Michael  J.  Lewis,  Morgantown;  Michael  A.  Morehead,  Parkersburg;  Maurice  A.  Mufson, 
Huntington;  Edward  Pinney,  Martinsburg;  Mabel  Stevenson,  Huntington  and  Michael  Stump,  Elkins. 

REGISTRATION  FEE  is  $25  for  WVSMA  members  and  $150  for  non-members.  Please  make 
check  payable  to  "WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION". 

ACCREDITATION:  Information  relative  to  the  number  of  Category  1 CME  credit  hours  approved 
for  the  meeting  will  be  publicized  in  an  upcoming  issue  of  The  Journal  and  WESGRAM. 


WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
123RD  ANNUAL  MEETING 
AUGUST  15-18,  1990 
THE  GREENBRIER  HOTEL 
WHITE  SULPHUR  SPRINGS,  WV 

ADVANCE  REGISTRATION  FORM 


Fees: 

Physician  Members  $2  5 
Student 

Physician  Non-Members  $150  Physician  Assistants 

Resident  Nurses  (No  Charge) 

Name 

(Print  or  Type) 

Address 

City 

State 

Zip 

Specialty  Daytime  Phone 


Make  Check  Payable  to  WVSMA  and  mail  completed  form  to: 
West  Virginia  State  Medical  Association 
PO  Box  4106 
Charleston,  WV  25364 
(304)  925-0342 


WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

12 3RD  ANNUAL  MEETING 

AUGUST  15-18,  1990 

THE  GREENBRIER,  WHITE  SULPHUR  SPRINGS,  W.VA. 

PROGRAM 


The  WVSMA  staff  would  like  to  recognize  members  of  this  year’s  Annual  Meeting  Program 
Committee  and  the  effort  put  forth  by  each  individual.  The  success  of  the  meeting  is  due 
to  the  planning  and  organizing  that  takes  place  each  year  before  the  meeting  begins.  The 
time  and  initiative  taken  by  these  people  is  sincerely  appreciated  by  the  staff  and  all  those 
who  have  the  opportunity  to  participate  in  the  Annual  Meeting. 

James  L.  Comerci,  M.D.,,  Chairman,  Wheeling 
James  L.  Bryant,  M.D.,  Clarksburg 
Graciano  Cendana,  M.D.,  Charleston 
Thomas  H.  Chang,  M.D.,  Clarksburg 
C.  Richard  Daniel,  M.D.,  Beckley 
Michael  J.  Lewis,  M.D.,  Morgantown 
Michael  A.  Morehead,  M.D.,  Parkersburg 
Maurice  A.  Mufson,  M.D.,  Huntington 
Edward  Pinney,  M.D.,  Martinsburg 
Mabel  M.  Stevenson,  M.D.,  Huntington 
Michael  M.  Stump,  M.D.,  Elkins 


PRE  CONFERENCE  MEETINGS 


Tuesday  Evening,  August  14 

6:00 

WVSMA  Executive  Committee  Meeting 
Derrick  L.  Latos,  M.D.,  presiding 

7:30 

Dinner 

8:30-12 

Wednesday  Morning,  August  15 

:00  Exhibit  Setup,  Exhibit  Center 

9:30 

WVSMA  Council  Meeting 

Bill  M.  Atkinson,  M.D.,  presiding 

12:00 

Council  Luncheon 

Wednesday  Morning,  August  15 

12:00-4:30  WVSMA  Registration,  Exhibit  Center  Foyer 

Wednesday  Afternoon 

1:30  WVSMA  House  of  Delegate  Registration 

Governor’s  Hall 

2:00  First  Session,  House  of  Delegates 

Derrick  L.  Latos,  M.D.,  presiding 
Governor’s  Hall 

Presidential  Address:  Derrick  L.  Latos,  M.D. 
President,  West  Virginia  State  Medical 
Association 

Presentation  of  AMA-ERF  Grants  to  the  West 
Virginia  and  Marshall  University  Schools  of 
Medicine 


“A  National  Challenge” 

C.  John  Tupper,  M.D.,  President,  American 

Medical  Association 

Business  Meeting 

-Nominee  Speeches 

-Introduction  of  Resolutions 

Wednesday  Evening 

6:30-7:30  Presidential  Reception 

Thursday  Morning,  August  16 
First  General  Session 
Governor’s  Hall/Exhibit  Center 

Robert  M.  DAlessandri,  M.D.,  Moderator 

8:30-2:00  Registration,  Exhibit  Center  Foyer 

9:00  Call  to  Order- 

Derrick  L.  Latos,  M.D.,  President,  WVSMA 
-Invocation 

-Welcome  Address,  Derrick  L.  Latos,  M.D. 
-Introduction  of  1990  Annual  Meeting 
Program  Committee 

9:15  The  Thomas  L.  Harris  Address 

“Fashions  in  Medical  Education:  Future  Op- 
timism or  Bated  Breath” 

John  T.  Shepherd,  M.D.,  Mayo  Clinic  and 
Foundation,  Rochester,  MN 

10:15  “Clinical  Magnesium  Deficiency”  Edmund  B. 

Flink,  M.D.,  Professor  of  Medicine,  West 
Virginia  University  School  of  Medicine, 
Morgantown 
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11:00 

Break  to  Visit  Exhibits 

11:30 

“The  Future  of  Congenital  Heart  Surgery” 
Robert  Gustafson,  M.D.,  F.A.C.S.,  Associate 

11:45 

Professor  of  Surgery  and  Pediatric  Medicine, 

12:00 

Morgantown 

12:15 

Questions  and  Answers 

12:30 

Recess  for  Lunch 

Thursday  Afternoon 

12:30 

Young  Physicians  Luncheon  Meeting, 

David  Avery,  M.D.,  presiding 
Guest  Speakers:  Robert  M.  Bogin,  M.D.,  Chair- 
man, and  Susan  Johnston,  Director,  American 
Medical  Association  Young  Physician  Section, 
Chicago,  IL 

12:00 

12:30 

Component/Specialty  Society  Presidents  Lun- 
cheon Meeting 

Derrick  L.  Latos,  M.D.,  presiding 

2:00 

Golf,  Tennis,  and  Volleyball  Tournaments 

12:00 

2:00 

WESPAC  Meeting 

Esther  Weeks,  Chairman,  presiding 

4:00 

Committee  on  Resolutions 
Michael  M.  Stump,  M.D.,  presiding 

Thursday  Evening 

6:30-7:30 

Cocktail  Party 

CNA  Insurance  Companies  and  McDonough 
Caperton  Insurance  Group,  Hosts 

12:00 

Friday  Morning,  August  17 

12:30 

7:00 

WVSMA  Section  on  Surgery  Breakfast  Meeting, 
Thomas  H.  Chang,  M.D.,  presiding 

1:00 

“Pediatric  Cardiothoracic  Injury’— Robert 
Gustafson,  M.D.,  F.A.C.S.,  Associate  Professor 
of  Surgery,  Department  of  Surgery,  WVU 
Medical  Center,, Morgantown,  WV 

1:00 

8:30-4:00 

Registration 
Exhibit  Center  Foyer 

Second  General  Session 
Governor’s  Hall/Exhibit  Center 
Panel  Presentations 

1:00 

“The  Changing  Role  of  the  Physician” 

James  L.  Comerci,  M.D.,  Moderator 

8:45 

“Government  Intervention”  Karen  Politz,  Aide 
to  Senator  Rockefeller  on  Health  Care  Issues 

9:00 

“The  Changing  Role  and  View  of  Physicians” 

1:00 

9:15 

Donald  C.  Fidler,  M.D.,  Associate  Professor, 
Behavioral  Medicine  and  Psychiatry, 
Morgantown 

2:00 

“Medicine  and  Marriage  or,  ‘I  Gave  at  the  Of- 
fice’” John  Gasiorowski.  Ph.D.,  Department  of 

Psychology,  Wheeling  Jesuit  College,  Wheeling 

2:00 

9:30 

“Litigation  and  Effect  on  Physicians” 

Ronald  E.  Alexander,  J.D.,  L.L.M.,  Akron.  OH 

9:45 

Break  to  Visit  Exhibits 

2:15 

10:15 

Panel  Discussion 

11:45 

Recess  for  Lunch 

Friday  Afternoon 

WVSMA  Cancer  Committee  Luncheon, 

Catalino  B.  Mendoza,  Jr.,  M.D.,  presiding 
WVSMA  Section  on  Internal  Medicine  Lun- 
cheon/Scientific Meeting, 

Maurice  A.  Mufson,  M.D.,  presiding 

“Fever  of  Undetermined  Origin'— Stuart 
Levine,  M.D.,  Department  of  Medicine,  Rush- 
Presbyterian,  St.  Luke’s  Medical  Center, 
Chicago,  IL 

WV  Gastroenterology  Society  Luncheon, 
Donald  G.  Seibert,  M.D.,  presiding 
“Infection  Control  in  the  Surgical  Intensive 
Care  and  Endoscopy  Unit”  — John  W.  Hoyt, 
M.D.,  Clinical  Associate  Professor  of 
Anesthesia  and  Critical  Care  Medicine,  Univer- 
sity of  Pittsburgh  School  of  Medicine, 
Pittsburgh,  PA 

WV  American  College  of  Emergency  Physi- 
cians Luncheon/Scientific  Meeting,  C.  David 
Burkland,  M.D.,  President,  presiding 

“Ambulatory  Pediatric  Emergencies’— Rosanna 
Sikora,  M.D.,  Assistant  Professor  of  Emergency 
Medicine,  Emergency  Department,  WVU 
Hospitals,  Morgantown 

WV  Psychiatric  Association  Executive  Council 

Luncheon  Meeting 

Paul  Clausell,  M.D.,  presiding 

WVSMA  Publications  Committee  Luncheon 

Meeting,  Stephen  D.  Ward,  M.D.,  presiding 

Neurosurgical  Society  of  WV  Scientific 

Meeting 

WV  Academy  of  Ophthalmology  Scientific 
Meeting 

James  Genin,  M.D.,  President,  presiding 

“Eye  and  Skin  Disease’— Marian  Macsai,  M.D., 
Assistant  Professor,  Director  of  Corneal  and 
External  Disease  Section,  WVU  Medical 
Center,  Department  of  Ophthalmology, 
Morgantown 

WV  Section  on  Dermatology  Scientific 
Meeting 

Charles  L.  Yarbrough,  M.D.,  President, 
presiding 

“What’s  New  in  Pediatric  Dermatology 
Part  I’— James  Rasmussen,  M.D.,  Professor  of 
Pediatrics  and  Dermatology,  University  of 
Michigan,  Ann  Arbor,  MI 

WV  Orthopedic  Society  Scientific/Business 
Meeting 

Michael  O.  Fidler,  M.D.,  presiding 

WV  Academy  of  Ophthalmology  Business 

Meeting 

James  Genin,  M.D.,  presiding 
WV  Psychiatric  Association  Business  Meeting 
Paul  Clausell,  M.D.,  presiding 
WV  Section  on  Dermatology  Scientific 
Meeting 

Charles  L.  Yarbrough,  M.D.,  President, 
presiding 
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3:00 


3:00 


4:00 


:00 

:00 


6:00-7:00 

6:00-7:00 

6:00-7:00 


9:30 


“What’s  New  in  Pediatric  Dermatology 
Part  II’— James  Rasmussen,  M.D.,  Professor  of 
Pediatrics  and  Dermatology,  University  of 
Michigan,  Ann  Arbor,  MI 
WV  Psychiatric  Association  Scientific  Meeting 
Paul  Clausell,  M.D.,  presiding 

“Manic  Depressive  Disorder'— Michael  Thase, 
M.D.,  Medical/Research  Director,  Mood 
Disorders  Module,  Western  Psychiatric  In- 
stitute, Pittsburgh,  PA;  and  Associate  Professor, 
University  of  Pittsburgh,  Pittsburgh,  PA 
WV  Radiological  Society  Scientific/Business 
Meeting 

Gary  Marano,  M.D.,  President,  presiding 

“Intra  Uterine  Ultrasound’— Deborah  Willard, 
M.D.,  Acting  Chairman,  Department  of 
Radiology,  WVU  Medical  Center,  Morgantown 
WV  Chapter  American  Academy  of  Pediatrics 
Scientific  Meeting 

Joseph  Werthammer,  M.D.,  presiding 

“Pediatric  Cardiac  Surgery:  Future  Trends’— 
Robert  Gustafson,  M.D.,  F.A.C.S.,  Associate 
Professor  of  Surgery,  Department  of  Surgery, 
WVU  Medical  Center,  Morgantown 
WV  Psychiatric  Association  Reception 
WVSMA  1991  Annual  Meeting  Program  Com- 
mittee Meeting 

Friday  Evening 

Cocktail  Party 
WVU  Alumni,  Hosts 
Cocktail  Party 

Office  of  Medical  Alumni  Relations,  and  MCV 
Alumni  Association,  Hosts 
Cocktail  Party 

Medical  Alumni  Association  of  Virginia,  Hosts 
Entertainment:  “WVSMA  Peer  Revue ” 

Cocktails  Courtesy  PIE  Mutual  Insurance  Com- 
pany and  RMI,  Ltd. 


Saturday  Morning,  August  18 

8:30-12:00  Registration 

Exhibit  Center  Foyer 

Third  General  Session 
Governor’s  Hall/Exhibition  Center 
Panel  Discussion 
“Drug  Interactions” 

Charles  H.  McKown,  Jr.,  M.D.,  Moderator 
8:45  “Antibiotic  Therapy”  Stuart  Levine,  M.D., 

Department  of  Medicine,  Rush-Presbyterian, 
St.  Luke’s  Medical  Center,  Chicago,  IL 
9:30  Break  to  Visit  Exhibits 

10:15  “Indications  for  Antiarrhythmic  Drugs  after 

CAST”  Raymond  Woosley,  M.D.,  Ph.D.,  Chair- 
man of  Clinical  Pharmacology,  Georgetown 
University,  Washington,  D.C. 

11:00  “Polypharmacy:  The  Excessive  Use  of  Drugs” 

Gary  O.  Rankin,  Ph  D.,  Professor  and  Chair- 
man, Department  of  Pharmacology,  Marshall 
University,  Huntington 
11:45  Recess  for  Lunch 

11:45  Kanawha  County  Caucus 


12:00 


12:00 


12:00 


12:30-1:30 


1:00 


Saturday  Afternoon 

WV  Association  of  Pathologists  Lun- 
cheon/Scientific Meeting, 

Graciano  Cendana,  M.D.,  presiding. 

“New  Molecular  Pathology  Insight  Into 
Pathogenesis  of  Alzheimer’s  Disease’— Rawhi 
Omar,  M.D.,  Associate  Professor,  Department 
of  Pathology,  WVU  Medical  Center, 
Morgantown 

Luncheon— WVSMA  Past  Presidents,  Visiting 
State  Presidents  and  50  Year  Graduates 

Bill  M.  Atkinson,  M.D.,  Immediate  Past  Presi- 
dent; and  Derrick  L.  Latos,  M.D.,  President, 
Co-Hosts 

Sports  Medicine  Luncheon 
David  W.  Avery,  M.D.,  Presiding 

WVSMA  House  of  Delegate  Registration 
Chesapeake  Hall 

Second  Session  House  of  Delegates 
Chesapeake  Hall 

-Presentation  of  Colors 
-Reaffirmation 
-Necrology 
-Business  Meeting 

-Election  and  Installation  of  Officers 
-Presidential  Address — 

Michael  M.  Stump,  M.D. 


Saturday  Evening 

6:30-7:30  Reception  Honoring  Newly  Installed  Officers 
of  WVSMA  and  Auxiliary 


Thanks! 

A special  word  of  appreciation  goes  to  the 
following  firms  who  have  contributed 
educational  grants  or  other  support  at  this 
year's  Annual  Meeting.  The  support  given 
by  these  firms  makes  possible  the  educa- 
tional emphasis  of  the  meeting. 

Chapman  Printing 

CNA  Insurance  Companies 

Dermik  Laboratories 

Glaxo  Pharmaceuticals,  Hospital  Division 
The  Greenbrier  Hotel 
McDonough  Caperton  Insurance  Group 
MCV  Office  of  Medical  Alumni  and 
MCV  Alumni  Association 
Medical  Alumni  Association  of  Virginia 
PIE  Mutual  Insurance  Company 
Roche  Laboratories 
RMI,  Ltd. 

SmithKline  Beecham  Pharmaceuticals 
The  Upjohn  Company 
WVU  Alumni 
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1990-91  DELEGATES/ALTERNATES 


BOONE  (2) — Names  not  submitted. 

BROOKE  (2) — Delegates:  William  G.  Bell  and  William 
T.  Booher,  Jr.,  Wellsburg. 

CABELL  (11) — Delegates:  Dennis  M.  Burton,  Gary 
Gilbert,  John  Hunt,  Robert  W.  Lowe,  M.  Bruce  Martin  and 
Jose  I.  Ricard,  Huntington;  Estelito  B.  Santos,  Barboursville; 
Thomas  F.  Scott,  Joseph  Touma,  Matthew  Wilson  and 
Charles  Yarbrough,  Huntington. 

Alternates:  Charles  Abraham,  Robert  Marshall,  Carl 
McComas,  Richard  McWhorter,  James  Morris,  William  L. 
Neal,  Tara  Sharma,  Mabel  Stevenson,  D.  H.  Webb  and 
Joseph  Werthammer,  Huntington. 

CENTRAL  WV  (3 )— Delegates:  Clemente  Diaz, 
Richwood;  Arnold  F.  Gruspe  and  Porfirio  R.  Pascasio, 
Weston;  Rigoberto  Ramirez,  Buckhannon. 

Alternates:  William  D.  Given,  Gassaway;  and  Eusebio  L. 
Villanueva,  Glenville. 

EASTERN  PANHANDLE  (4)— Delegates:  Edward  F 
Arnett,  Martinsburg;  James  D.  Helsley,  Berkeley  Springs; 
Harvey  D.  Reisenweber  and  Robert  S.  Strauch,  Martinsburg. 
Alternates:  D.  Ewell  Hendricks,  C.  Vincent  Townsend  and 
Edward  Pinney,  Martinsburg;  and  A.  Bradley  Soule,  III, 
Shepherdstown. 

FAYETTE  (3) — Delegates:  Samuel  R.  Davis,  Mt.  Carbon; 
and  Joe  N.  Jarrett,  and  Serafino  Maducdoc,  Oak  Hill. 
Alternates:  Fred  L.  Akerberg,  Charlton  Heights,  Oscar 
Gosien,  Oak  Hill;  and  Saghir  Mir,  Montgomery. 

GREENBRIER  VALLEY  (4)— Delegates:  David 
Meriwether,  Alderston,  William  Mossburg  and  Robert 
Scott,  Lewisburg;  and  Jeffrey  Zervas,  Talcott. 

HANCOCK  (3) — Delegates:  Lubin  C.  Alimario  and 
Robert  Solomon,  Weirton. 

HARRISON  (5) — Delegates:  Thomas  H.  Chang,  Chin- 
may  K.  Datta,  Erlinda  L.  De  La  Pena,  Clarksburg;  Robert 
D.  Hess  and  Douglas  McKinney,  Clarksburg. 
Alternates:  James  L.  Bryant,  Cordell  A.  De  La  Pena, 
Clarksburg;  Ray  A.  Harron,  Bridgeport;  M.  V.  Kalaycioglu, 
Shinnston;  and  C.  B.  Mendoza  Jr.,  Clarksburg. 

KANAWHA  (19) — Delegates:  Richard  A.  Capito,  South 
Charleston;  Robert  J.  Clubb,  R.  Eugene  Cordell,  and  Glenn 
Crotty,  Jr.,  Charleston;  W.  Alva  Deardorff,  South 
Charleston;  David  B.  Gray,  R.  Edward  Hamrick  Jr.,  William 
L.  Harris  and  Sherman  E.  Hatfield,  Charleston;  Richard  D. 
Hayes,  South  Charleston;  George  W.  Hogshead,  Nitro;  Fred 

F.  Holt,  James  W.  Kessel,  Tony  C.  Majestro  and  Jimmie  L. 
Mangus,  Charleston;  John  V.  Merrifield,  Dunbar;  William 

G.  Sale,  Joseph  T.  Skaggs  and  Ronald  L.  Wilkinson, 
Charleston. 

Alternates:  R.  David  Allara,  Steven  A.  Artz,  Bruce  L.  Berry, 
Clinton  A.  Briley  Jr.  and  Albert  G.  Capinpin  Charleston; 
Angel  M.  Cinco  and  William  D.  Crigger,  South  Charleston; 
Larry  D.  Curnutte,  Michael  O.  Fidler,  Thomas  J.  Janicki,  J. 

K.  Lilly,  William  O.  McMillan,  Jr.,  Donald  H.  Moore,  Lee 

L.  Neilan  and  Thompson  Pearcy,  Charleston;  Richard  C. 
Rashid  and  Carl  J.  Roncaglione,  South  Charleston;  Ganpat 
G.  Thakker  and  Charles  C.  Weise,  Charleston. 

LOGAN  (4) — Delegates:  Judity  Brendemuehl,  Logan; 
Thomas  P.  Long,  Man;  Raymond  O.  Rushden,  Logan;  and 
Rodney  L.  Stephens,  Logan. 

Alternates:  Rano  S.  Bofill,  Ray  M.  Kessel  and  Mark  S. 
Spurlock,  Logan. 


MARION  (3) — Delegates:  Paul  E.  Frye,  C.  Edward  Haislip 
and  Harry  G.  Kennedy,  Fairmont. 

Alternates:  Babu  R.  Devabhakthuni,  Jack  S.  Koay  and 
Michael  Schroering,  Fairmont. 

MARSHALL  (3) — Delegates:  Kenneth  J.  Allen,  Glen  Dale; 
Thomas  O.  Dickey,  Moundsville;  and  Phillip  B.  Mathias,  Glen 
Dale. 

Alternates:  Howard  Neiberg,  Ignacio  H.  Luna  and  Carlos  C. 
Jimenez,  Glen  Dale. 

MASON  (2) — Names  not  submitted. 

McDOWELL  (2) — Delegates:  Charles  E.  Michaelis  and  Louis 
A.  Vega,  Welch. 

Alternate:  Alexander  L.  Herland,  Welch. 

MERCER  (5) — Delegates:  Philip  !.  Branson,  Princeton;  T. 
Keith  Edwards  and  John  J.  Mahood,  Bluefield;  Edward  M. 
Spencer  and  Theodore  Werblin,  Bluefield. 

Alternates:  David  F.  Bell  Jr.,  Bluefield;  Larry  Carson  and 
David  Larkin,  Princeton;  Bhasker  Pujari,  Bluefield. 

MONONGALIA  (16) — Names  not  submitted. 

OHIO  (9) — Names  not  submitted. 

PARKERSBURG  ACADEMY  (7 )— Delegates:  David  W 
Avery,  Vienna;  John  E.  Beane,  A.  Paul  Brooks  Jr.,  Humberto 
Escandon,  Gary  Miller,  Michael  Morehead,  and  R.  C.  Sims, 
Parkersburg. 

Alternates:  Daniel  Lundblad  and  Dennis  Mlot,  Parkersburg; 
and  Stephen  R.  Mosberg,  Vienna. 

POTOMAC  VALLEY  (2) — Names  not  submitted. 

PRESTON  (2) — Delegates:  Thomas  A.  Haymond, 
Reedsville;  and  Michael  Schwarzenberg,  Kingwood. 
Alternate:  Timothy  C.  Miller,  Kingwood. 

PUTNAM  (2) — Names  not  submitted. 

RALEIGH  (7) — Delegates:  M.  Jamil  Ahmed,  William  C. 

Covey,  Jr.,  Cee  Ann  Davis,  Ahmed  D.  Faheem,  Carlos  Lucero, 
Lamberto  Maramba  and  Robert  P.  Pulliam,  Beckley. 
Alternates:  Prudencio  C.  Corro,  C.  Richard  Daniel,  Jr.,  Lewis 
Fox,  Prospero  Gogo,  Amabile  Milano,  Husan  Nazer  and 
Richard  Thompson,  Beckley. 

SOUTH  BRANCH  VALLEY  (2 )— Delegates:  Felino  C 
Barnes  and  David  L.  Whetsell,  Petersburg. 

Alternate:  Larry  C.  Rogers,  Petersburg. 

SUMMERS  (2) — Delegate:  Jack  D.  Woodrum,  Hinton. 
Alternate:  Stanley  T.  Day,  Hinton. 

TUG  VALLEY  MEDICAL  ASSOCIATION  (5)— Delegates: 

Manuel  M.  Angco,  and  Rao  Vempaty,  Williamson. 
Alternates:  Pastor  Gomez  and  Manolo  D.  Tampoya, 
Williamson. 

TYGART’S  VALLEY  (3)— Delegates:  Fouad  H.  Abdalla, 
Elkins;  Charles  L.  Arnett,  Philippi;  and  Samuel  Santibanez, 
Grafton. 

Alternates:  B.  N.  Chandran,  Elkins;  F.  R.  Franyutti  and  Karl 
J.  Myers,  Jr.,  Philippi. 

WESTERN  (2) — Name  not  submitted. 

WETZEL  (2) — Delegates:  Donald  A.  Blum  and  Terry 
Tallman,  New  Martinsville. 

Alternate:  K.  M.  Chengappa,  New  Martinsville. 

WYOMING  (2) — Delegates:  Manuel  C.  Barit,  Mullens;  and 
Shashikant  B.  Bhhavsar,  Oceana. 
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Revue ” 


with  the  best  as  this  show  lights  up 
the  stage  in  a variety  extravaganza 
beyond  compare! 

The  performance  will  feature  an 
impressive  cast  of  physicians  and 
auxilians  who  have  a special  talent 
they  want  to  share.  Whether  it  is 
serious,  entertaining,  dramatic 
or  funny,  you’ll  find  something  of 
pleasure  in  this  show. 

Register  now  to  be  a part  of  this 
unique  opportunity  to  be  in  the 
spotlight.  Call  the  WVSMA  office 
at  925-0342  and  be  there  when  the 
curtain  rises! 


Official  Program 

66th  Annual  Meeting 

West  Virginia  State  Medical  Association  Auxiliary 

August  15-18,  1990 

The  Greenbrier,  White  Sulphur  Springs,  WV 


Wednesday  Afternoon 
August  15 

1 : 00-5:00 — Registration* — Lower  Lobby 

YOU  MUST  BE  REGISTERED  TO  PARTICIPATE  IN  THE  BUSINESS 
SESSIONS  AND  RECREATIONAL  ACTIVITIES. 

3:30 — Pre-Convention  Board  Meeting — Mrs.  Edward  Spencer  (Lois) 
President,  presiding  Van  Buren/Fillmore 

Wednesday  Evening 

6:30-7:30 — WVSMA  Presidential  Reception 

Thursday  Morning 
August  16 

9:00-3:00 — Registration — Lower  Lobby 

9:30 — Formal  Opening  of  the  Convention — Mrs.  Edward  Spencer 
(Lois)  President,  presiding  Van  Buren/Fillmore 

National  Athem — Mrs.  James  Bryant  (Sue) 

Invocation — Mrs.  Harry  Weeks  (Esther) 

Pledge  of  Loyalty — Mrs.  C.  Vincent  Townsend  (Sara) 

In  Memoriam — Mrs.  Joe  Jarrett  (Astri) 

Introduction  of  Honored  Guests  and  Past  State  Presidents 

Presentations:  Derrick  Latos,  M D , President  WVSMA 
C.  John  Tupper,  M.D.,  President  AMA 
George  Rider,  Executive  Director,  WVSMA 

Introduction  of  Convention  Chairmen — Mrs.  Herman  Fischer 
(Denny)  and  Mrs.  Paul  Gordon  (Lil) 

Keynote  Address — Mrs.  Roy  Skoglund  (Norma),  AMA  Auxiliary 
President 

Roll  Call  of  Delegates — Mrs.  Robert  Strauch  (Mary  Helen), 
Recording  Secretary 

Declaration  of  a Quorum — Mrs.  Keith  Edwards  (Alice), 
Parliamentarian 

Credentials  and  Registration — Mrs.  Raymond  Harron  (Carolyn) 

Convention  Rules  of  Order — Mrs  Herman  Fischer  (Denny), 
Convention  Chairman 

Report  of  the  1989  Convention  Reading  Committee — Mrs.  Gus 
Mouhlas  (Linda)  and  Mrs.  William  Scaring  (Carole) 

Appointment  of  Reading  Committee 

Appointment  of  Tellers 

Treasurer’s  Report — Mrs.  Harvey  Reisenweber  (Ginny) 
Recommendations  from  Pre-Convention  Board  Meeting 
Election  of  1991  Nominating  Committee 
President's  Report — Mrs.  Edward  Spencer  (Lois) 


Reports  of  Officers  and  Standing  Committee  Chairmen** 
Presentation  of  Regional  Directors: 

Central — Mrs.  Rutherford  Sims  (Barbara) 

Eastern — Mrs.  P.V.  Swearingen  (Brenda) 

Northern — Mrs.  Robert  Altmeyer  (Jane) 

Southern — Mrs.  Iligino  Salon  (Pacita) 

Western — Mrs.  Riad  A1  Asbahi  (Huda) 

New  Business 

Announcements 

Adjournment 

Thursday  Afternoon 

1 :00 — Tennis — Golf — Bridge 

Thursday  Evening 

6:30-7:30 — Cocktail  Party,  CNA  Insurance  Companies  and 
McDonough  Caperton  Insurance  Group,  Hosts 

Friday  Morning 
August  17th 

8:00 — Past  President’s  Breakfast  — Wilson  Room 

9;00-Noon — Registration — Lower  Lobby 

9:30 — Second  General  Session — Van  Buren/Fillmore  Room 

Introduction  of  Honored  Guests  and  Past  Presidents 

Featured  Speaker — Mrs.  Keith  Edwards  (Alice),  Eastern  Regional 
Vice  President  AMA  Auxiliary  on  “What  the  AMA  Auxiliary  Can 
Do  For  You.” 

Roll  Call  of  Delegates — Mrs.  Robert  Strauch  (Mary  Helen) 

Declaration  of  a Quorum — Mrs.  Keith  Edwards  (Alice), 
Parliamentarian 

Presentation  of  AMA-ERF  Awards — Mrs.  James  Helsley  (Vickie) 
and  Mrs.  Mark  Meany  (Evelyn)  AMA-ERF  Chairmen 

Recognition  of  Grants  to  WVU  School  of  Medicine,  Robert 
D’Alessandri,  M.D.,  Dean;  and  Marshall  University  School  of 
Medicine,  Charles  McKown,  M.D.,  Dean 

Presentation  of  Membership  Awards — Mrs.  C.  Vincent  Town- 
send, (Sara)  President-Elect  and  Membership  Chairman 
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Auxiliary  and  Auxilian  of  the  Year  Award — Mrs.  Michael  Stump 
(Priscilla),  Chairman 

Southern  Medical  Doctor’s  Day  Display  Awards — Mrs.  Herman 
Fischer  (Denny),  Southern  Medical  Councilor 

Convention  Announcements  and  Reports — Mrs.  Herman 
Fischer,  (Denny)  and  Mrs.  Paul  Gordon  (Lil)  Convention 
Chairmen 

Credentials  and  Registration — Mrs.  Raymond  Harron  (Carolyn) 
Press  and  Publicity — Mrs.  Grady  McRae  (Ann),  Chairman 
New  Business 

Recommendations  of  Pre-Convention  Board  Meeting 
Unfinished  Business 
Report  of  Tellers 

Report  of  the  1990  Nominating  Committee — Mrs.  Harvey 
Reisenweber  (Ginny),  Chairman 

Election  of  Officers 

Installation  of  Officers — Mrs.  Roy  Skoglund  (Norma),  President 
AMA  Auxiliary 

Presentation  of  President’s  Pin  and  Gavel — Mrs.  Edward 
Spencer  (Lois) 

Inaugural  Address— Mrs.  C.  Vincent  Townsend  (Sara)  1990-91 
WVSMA  Auxiliary  President 

Presentation  of  Past  President’s  Pin — Mrs.  Lois  Spencer, 
1989-1990  WVSMA  Auxiliary  President 

Announcements 
Adjournment  Sine  Die 


Friday  Afternoon 

12:30 — President’s  Luncheon — Crystal  Room 

3:00—  Medical  Marriages”  John  Gasiorowski,  Ph  D . Wheeling 
Van  Buren/Fillmore 

Friday  Evening 

9:30 — Entertainment— ‘WVSMA  Peer  Revue " 

Saturday  Morning 

10:00 — Post  Convention  Board  Meeting — Mrs.  C Vincent  Townsend 
(Sara),  President  presiding — -Van  Buren/Fillmore 

Saturday  Afternoon 

100 — Second  and  Final  Session  of  WVSMA  House  of  Delegates*  * * 
Chesapeake  Room 

Saturday  Evening 

6:30-7:30 — Reception  Honoring  1990-91  Officers  of  WVSMA  and 
Auxiliary 

'Registration  fee  is  $5. 00. 

“These  reports  will  not  be  read  but  are  published  in  the  Annual 
Report  Book. 

'“Auxiliary  members  are  urged  to  attend. 


A dvocate  for  quality  health  care 
U nique  peer  support  for  the  medical  family 
X cellent  leadership  training 
I nnovative  health  education  programs 
L egislative  awareness  and  action 
I mage  builder  for  the  medical  profession 
A ctive  community  participation 
R espected  leadership 
Y our  path  to  lifelong  friendships 

If  you  desire  to  become  a member  of  this  influen- 
tial group,  call  now  at  925-0342.  All  you  need  is 
the  desire  to  be  involved. 

AUXILIARY  gives  the  rest. 

When  It’s  All  Spelled  Out. 


AUXILIARY  Says  A Lot. 
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1990  ANNUAL  MEETING  EXHIBITS 
COMMERCIAL  AND  SCIENTIFIC/EDUCATIONAL 


A.  H.  ROBINS  COMPANY* 

IMAGE  TECHNOLOGY  INC 

ABBEY/FOSTER 

Anthony  F.  Bonner,  Steve  Otey,  and  Louis  Bonner 

Sam  May,  Patti  Todd,  Jeanette  Roth,  and  Dan  Dietz 

INSURANCE  CORPORATION  OF  AMERICA 

ABBOTT  LABORATORIES 

Jerry  Morgan 

Maria  Bronosky 

KEY  PHARMACEUTICALS 

BIRCH  & DAVIS  ASSOCIATES  INC 

Jon  W.  Lipps,  II  and  Eric  Petry 

Norman  Linn  and  Brian  E.  McCagh 

KIMBERLY  QUALITY  CARE 

BRISTOL  LABORATORIES* 

Tim  Allman,  Lynn  Bailey,  Gwenna  Parker,  Karen  Sadler, 
and  Alice  Sweatman 

CHARLESTON  AREA  MEDICAL  CENTER 

MARSHALL  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Melissa  Long  and  Bill  Ferrell 

Charles  H.  McKown,  Jr.,  M.D. 

CHESTNUT  RIDGE  HOSPITAL 

MEAD  JOHNSON  PHARMACEUTICALS* 

Ken  Hershberger  and  Debbie  Sauder-Franzen 

MEDICAL  COLLEGE  OF  VIRGINIA/VCU 

CIBA-GEIGY  CORPORATION 

Joan  Glynn  and  Dawn  Mayfield 

Jim  Adkins 

MERRILL  LYNCH 

CNA  INSURANCE  COMPANIES  AND 
MCDONOUGH  CAPERTON  INSURANCE  GROUP 

Hal  Darnold,  Todd  Watts,  Ron  Looney,  and  Gary  Bird 

MILES  INC.— DIAGNOSTICS  DIVISION 

CNA  - Julie  Ayers,  Sarah  Dore,  Ralph  Ellis, 
Dennis  J.  Vogelsberger 

MCIG  - Stephen  L.  Brown  and  Leslie  R,  Shaffer 

A1  Chesson  and  Joe  Dawson 

MOUNTAIN  STATE 

E.  R.  SQUIBB  - PPP 

Richard  Damous,  Joe  Oliver,  and  Scott  Williams 

ORGAN  PROCUREMENT  AGENCY,  INC. 

Joan  Fulton,  Nora  McQuain,  Linda  Trent, 
and  Rhonda  M.  White 

FAMILY  MEDICINE  FOUDATION  OF  WV 

NOVO-NORDISK 

Robert  D.  Hess,  M.D.,  Chris  Ferrell,  Alice  Jo  Hess, 
and  Thomas  P.  Long,  M.D. 

Ann  Anderson,  Beth  Enck,  and  Linda  Wittman 

PARKE-DAVIS  * 

GLAXO  PHARMACEUTICALS 

Gary  Browning,  Tom  Keeney,  Glen  Kirchner,  Bob  Richards, 
and  Stu  Sergent 

PHYSICIANS  RELIANCE  ASSOCIATION  INC/ 
PHYSICIANS  NATIONAL  RISK 
RETENTION  GROUP  INC 

HEALTHCARE  FINANCIAL  SERVICES 

John  E.  Glander,  Robert  Golden,  and  Hamilton  Jones 

J.  Bruce  Dunlap  and  Thomas  M.  Harris 

PIE  MUTUAL  INSURANCE  COMPANY 

HIGHLAND  HOSPITAL 

Daniel  P.  Snouffer,  John  Esterle,  Larry  E Rogers,  Terri  L.  Yeary, 
and  Gerald  C.  Opgenorth 

June  Canfield 

HUMANA  INC 

PROVIDER  OFFICE  SERVICES  AND 
TELECOMMUNICATIONS,  INC.  (POST+  ) 

Debra  Z.  Buckler,  Paul  Miller,  and  Gennv  Lou  Garrett 

Cheryl  J.  Vetter,  Wade  H.  Smith,  III,  and  Sharon  Miller 
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QUANTUM  HEALTH  RESOURCES 

Dave  Cummons,  Tom  Bailey,  Debbie  Kiser 


US  NAVY 


Lt.  Terry  S.  Molnar 


RMI,  ltd. 

Robert  H.  Blake  and  David  E.  Haden 

ROCHE  LABORATORIES  * 

Pete  Francesa,  Cheri  Freeman,  and  Tom  Mitchell 

ROSS  LABORATORIES 

Dan  Beckwith,  Dean  Fliotsos,  and  Philip  E.  Pini 

RORER  PHARMACEUTICALS 

Raymond  Conway,  Earl  Lawson,  and  Bryan  Tyo 

SANDOZ  PHARMACEUTICALS 

Joe  Del  Sardo  and  David  Proctor 

SCHERING  CORPORATION 

Joseph  Sassler,  A1  Williams,  and  Kim  Mahokey 

SEARLE  PHARMACEUTICALS 

Tim  Smith  and  Kay  Tolley 

SMITHKLINE  BEECHAM  PHARMACEUTICALS 

L.  Woodburn  and  S.  Perkins 

SUMMITT  PHARMACEUTICALS 

Robin  Minter 

SUPPORT  SYSTEMS  INTERNATIONAL 

Kathy  Hessler,  Robert  Scherer,  Jeanne  Schreiber, 
and  Faith  Sowards 

US  AIR  FORCE 

SMSGT  Blevins  and  TSGT  Woodard 

US  ARMY  MEDICAL  DEPARTMENT 

Major  Gary  R.  Placek  and  Major  James  H.  Anwav 


UPJOHN  COMPANY  (THE) 

George  McClain  and  Howard  Staker 


WALLACE  LABORATORIES* 


W.  B.  SAUNDERS  COMPANY* 

WV  BUREAU  OF  HEALTH— AIDS  SURVEILLANCE 

Jody  Robinson 

WEST  VIRGINIA  DEPARTMENT  OF  HEALTH 
WIC  PROGRAM 

Denise  Ferris  and  Helen  Hardman 

WEST  VIRGINIA  MEDICAL  INSTITUTE 

Betty  C.  Kirkwood,  Carolyn  Payne.  Harry  S.  Weeks,  Jr.,  M.D., 
and  Stephen  West-Fisher 

WEST  VIRGINIA  STATE  BOARD  OF 
REHABILITATION 

DISABILITY  DETERMINATION  SECTION 

Rae  Burdette 


WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
AUXILIARY 

Jane  Altmever,  Judy  Bofill,  and  Barbara  Sims 


WEST  VIRGINIA  UNIVERSITY  SCHOOL  OF  MEDICINE 

Virginia  Hunt,  Kari  Long,  and  Carol  Paserba 

WYETH-AYERST 

Karen  Corrigan,  Ted  Marchal,  and  Tom  McClure 
’Names  not  available  at  press  time. 
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INTRODUCING 

A BRIGHT  NEW  IDEA... 

IN  MILD  TO  MODERATE  HYPERTENSION 


FOR  INITIAL  SINGLE-AGENT  THERAPY 
IN  MILD  TO  MODERATE  HYPERTENSION. . . 


INTRODUCING 

180-mg  CALAN  SR 

(verapamil  HCI) 


The  1988  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  "...to  control 
blood  pressure  with  the  fewest  drugs  at  their  lowest  dose....’’1 


©1990,  G.D.  Searle  & Co. 


HIGH  SINGLE-AGENT  EFFICACY*  . . 

180mg--EFFICACY 
DEMONSTRATED 
COMPARABLE  TO 240 mg2 


Dose-response  relationship2 
(sustained-release  verapamil) 


Verapamil  SR  (mg/day) 

Mean  supine  diastolic  blood  pressure  at  peak  (6  hours  postdose)  versus  verapamil  SR  once  daily. 

180  mg... 

-24-HOUR  CONTROL2 
—AN  ECONOMICAL  CHOICE 
-WELL-TOLERATED*  LOW-DOSE  THERAPY2 

When  you  want  the  single-agent  safety  and  efficacy 
of  verapamil  SR  therapy. . . 


SUSTAINED-RELEASE  CAPLETS 

A BRIGHT  NEW  IDEA 

in  verapamil  SR  therapy 


*80%  single-agent  efficacy  demonstrated  in  six  clinical  studies  of  more  than  4,000  adult  patients  with  varied  titration  xhedules  of  up  to  360  mg  or  480  mg  per  day  in  divided  doses. 
^Constipation,  the  most  commonly  reported  side  effect  of  Calan  SR,  is  easily  managed  in  most  patients. 

Please  see  last  page  of  this  advertisement  for  references  and  a brief  summary  of  prescribing  information. 


PATIENT  PLUS™  PROGRAM 

NOW  GIVE  PATIENTS  CALAN  SR  180  mg 

FREE  FOR  3 MONTHS 


1-800-4-CALAN-4 

Patients  must  be  enrolled  before  October  15, 1990. 

The  Patient  Plus  program  for  Calan  SR  180  mg  Is  available  for  all  patients  for  a limited  time  only  As  with  other  Searle 
cardiovascular  products.  Calan  SR  180  mg  will  be  available  on  an  ongoing  basis  through  the  Patients  In  Need  program. 
Please  see  your  Searle  Representative  for  full  program  details. 


SUSTAINED-RELEASE  CAPLETS 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  1 st-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxm.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully. 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  reduce 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolanzing);  dosage  reduction 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed  One  study 
in  rats  did  not  suggest  a tumongenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed. 
Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapamil 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina 
pectoris,  atrioventncular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruation, 
impotence. 


References: 

1 . 1988  Joint  National  Committee:  The  1988  report  of  the  Joint 
National  Committee  on  Detection,  Evaluation,  and  Treatment  of 
High  Blood  Pressure.  Arch  intern  Med  1988;148:1023-1038. 
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Address  medical  inquiries  to 
G.D.  Searle  & Co. 

Medical  & Scientific 
Information  Department 

G.D  Searle  & Co.  490 1 Searle  Parkway 

Box  5110,  Chicago,  IL  60680  Skokie,  IL  60077 


Service  is  the  cornerstone 
of  our  business. 


McDonough 

Caperton 

Insurance 

Group 


Upon  a foundation  of 
experience  and 
professionalism, 
McDonough  Caperton  has 
built  a regional  insurance 
brokerage  firm  assisting 
clients  nationwide.  Our 
mission  is  to  provide  a 
distinctive  service  of 
outstanding  value  that  will 
remain  the  cornerstone  of 
our  business  as  we  move 
forward. 


• Comprehensive  Major 
Medical 

• Professional  Office 
Overhead 

• Term  Life 

• Medicare  Supplement 

• Disability  Income 

• Hospital  Indemnity 

Call  Us.  1-800-344-5139 
Extension  708 


Corporate  Headquarters  One  Hillcrest  Drive,  East,  P.O.  box  1 35 1, Charleston,  WV  25326-1551,  Telephone:  (304)  346-061 1 Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


Health  Sciences 
Center  News 


West  Virginia 
University 


Compiled  from  material  furnished  by  the  Health 
Sciences  Center  News  Service,  West  Virginia 
University,  Morgantown,  WV. 


Laxative  Abuse  Study 
Wins  Honors 

Laxative  abuse  among  college 
students  was  the  topic  of  an  award- 
winning presentation  by  two  West 
Virginia  University  professors  at  a 
recent  American  College  Health 
Association  meeting. 

John  Vanin,  M.D.,  associate  pro- 
fessor of  medicine,  and  John  Caven- 
dish, assistant  professor  of  health 
education,  received  a best-of-session 
blue  ribbon  for  research  which 
found  that  eight  percent  of  a ran- 
dom sample  of  WVU  college 
students  abuse  laxatives. 

These  findings  are  comparable  to 
other  studies  nationwide  which 
have  found  that  between  5 and  10 
percent  of  college  students  abuse 
laxatives. 

“Results  of  the  study  indicate  that 
a majority  of  the  college  students 
who  abuse  laxatives  have  emotional 
problems,”  Dr.  Vanin  said.  “They 
also  tend  to  engage  in  other  addic- 
tive behaviors,  such  as  drug  and 
alcohol  abuse  and  compulsive 
dieting,”  he  added. 

According  to  Dr.  Vanin  most  peo- 
ple abuse  laxatives  in  an  effort  to 
control  their  weight.  Many  also  suf- 
fer from  eating  disorders  such  as 
anorexia  and  bulimia — which  in- 
volves fasting,  binging  and  purging. 


Stullken  Named 

Anesthesiology 

Chairman 

Edward  H.  Stullken,  M.D.,  has 
been  appointed  chairman  of  the 
Department  of  Anesthesiology  in 
the  WVU  School  of  Medicine,  effec- 
tive October  1 . 


Dr.  Stullken  is  currently  chair- 
man of  anesthesiology  at  Western 
Pennsylvania  Hospital  in  Pittsburgh. 
Since  1987,  he  has  been  on  the 
clinical  faculties  of  the  medical 
schools  at  WVU  and  at  the  Universi- 
ty of  Pittsburgh. 

He  is  a 1972  graduate  of  the 
Abraham  Lincoln  College  of 
Medicine  of  the  University  of 
Illinois,  and  completed  residency 
and  fellowship  study  at  the  Univer- 
sity of  Iowa  and  the  Mayo  Clinic. 

Dr.  Stullken’s  research  interests 
include  cerebral  blood  flow  and 
metabolism,  the  physiology  of 
calcium  entry  blockers  and  in- 
tracranial pressure  dynamics. 


Committee  Formed 
to  Assist  Special 
Children 

A committee  of  health  workers, 
educators,  state  officials  and  parents 
is  being  formed  to  take  steps 
toward  identifying  and  assisting 
children  with  developmental 
disabilities. 

“According  to  national  surveys, 

10  to  12  percent  of  all  children 
have  some  sort  of  disability  which 
can  impair  their  ability  to  develop 
intellectually,  socially  or  physical- 
ly,” says  William  Neal,  M.D.,  head 
of  the  pediatrics  program  in  the 
WVU  School  of  Medicine,  “In  West 
Virginia,  we  are  only  identifying 
about  1 to  2 percent  of  the  children 
from  birth  to  three  years  old  are 
getting  them  the  help  they  need.” 

Neal  says  children  whose  pro- 
blems are  not  identified  early  often 
face  difficulties  in  school  or  in  fami- 
ly life  which  could  be  prevented. 
“They  end  up  with  behavioral  pro- 
blems or  drop  out  of  school.  We 
have  to  break  this  cycle  if  West 
Virginia  children  are  to  have  a 
future.” 

Dr.  Neal  hopes  the  committee, 
which  is  called  “The  West  Virginia 


Committee  for  Children  with 
Special  Needs,”  can  unite  the 
various  agencies  which  now  share 
responsibilities  for  many  of  the 
health,  social  and  educational  ser- 
vices offered  to  children. 


Rheumatology 
Clinic  Opens 

University  Health  Associates  and 
United  Hospital  Center  in 
Clarksburg  are  jointly  offering  a 
new  rheumatology  clinic — for  pa- 
tients with  arthritis,  lupus  and 
inflammatory  muscle  disease — at 
a monthly  clinic  in  Clarksburg. 

Anthony  DiBartolomeo,  M.D., 
professor  of  medicine  at  WVU  and 
section  chief  of  rheumatology,  will 
staff  the  clinic  in  Suite  305  of  the 
Doctors  Office  Building  at  United 
Hospital  Center.  Physicians  wishing 
to  refer  patients  should  call  United 
Hospital  Center  at  622-6996. 


Pain  Management 
Center  Relocates 

WVU  Hospitals’  Pain  Clinic  has 
relocated  to  Ruby  Memorial 
Hospital,  operating  under  a new 
name  with  expanded  services. 

Richard  H.  Docherty,  M.D.,  assis- 
tant professor  of  anesthesia  and 
director  of  the  program,  said  the 
new  location  provides  more  conve- 
nient registration  to  patients  and 
ample  space  for  the  expanding  pain 
service. 

Now  called  the  Pain  Management 
Center,  it  is  located  on  the  eighth 
floor  of  Ruby  Memorial.  The  Center 
is  a multidisciplinary  service  which 
sees  a wide  variety  of  acute  and 
chronic  pain  syndrome  patients 
with  illness  such  as  lumbar  disc 
pain,  shingles  or  reflex  sympathetic 
dystrophy. 

The  phone  number  for  the  Pain 
Management  Center  is  598-4078. 
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Just  What  the  Doctor  Ordered! 


You  can  boost  efficiency  and  cash  flow  with  the  POST+ 
Medical  Accounts  Receivable  Package.  As  a health 
care  provider,  you  know  the  importance  of  organized  health 
care  records-and  you're  aware  of  the  time  and  effort  it  takes  to 
keep  them  in  order.  Now  POST+  can  make  that  job  simpler, 
more  efficient,  and  more  profitable  with  features  like: 

• Hardware  and  Software  from  ONE  Reliable  Source 

• Comprehensive  Accounts  Receivable  System 

• Two-Way  Telecommunication  of  Insurance  Claims 

• On-Site  Training/Conversion  Support 

• Outstanding  Service/Monthly  Maintenance 

• Ongoing  Software  Enhancements 

Call  POST+  today.  When  you  see  what  our  system  can  do, 
you'll  agree  that  the  POST+  Accounts  Receivable 
Package  is  the  perfect  prescription  for  your  practice. 


PROVIDER  OFFICE  SERVICES  & TELECOMMUNICATIONS,  INC. 

200  Kanawha  Boulevard,  East  • Charleston,  West  Virginia  25323 
Call  toll-free  from  anywhere  in  West  Virginia:  1 -800-358-POST 

Endorsed  by  Blue  Cross  and  Blue  Shield  of  West  Virginia,  Inc. 


MEDICAL  PRACTICE  MANAGEMENT 

* ARE  YOU  AWARE  OF  HOW  PROPOSED  REGULATIONS  WILL  AFFECT  YOU? 

* IS  YOUR  FEE  SCHEDULE  DESIGNED  TO  MAXIMIZE  REVENUE? 

* ARE  BILLING  AND  COLLECTING  EFFORTS  EFFICIENT? 

* ARE  YOU  BILLING  EVERYTHING  THAT  YOU  ARE  ENTITLED? 

* SHOULD  YOU  ACCEPT  ASSIGNMENT  FOR  MEDICARE? 

* HAVE  YOU  VIOLATED  MEDICARE  FRAUD  AND  ABUSE  LAWS? 


In  this  environment  of  tougher  competition  and  more  regulations,  it  is  increasingly  important  to  operate 
your  practice  as  efficiently  as  possible.  We  are  experienced  at  third  party  reimbursement  analysis,  ac- 
counts receivable  management,  joint  venture  analysis,  tax  planning  and  other  related  areas.  If  you  need 
assistance,  or  have  other  questions,  contact  our  medical  management  group  professionals. 


Medical  Practice  Management  Group 
Charleston,  West  Virginia  25329 


Arnett  & Foster 

(304)  346-0441 
1-800-642-3601 


Bill  McKee 
Steve  Robey 
Lane  Ellis 


500  Lee  Street,  P.  O.  Box  2629 


Greg  Gibbs 


Steve  Barthelmess 


THE  MYERS  CLINIC  — Philippi,  West  Virginia 

Notice:  Seeking  Internal  Medicine  Certified  or  Board  Eligible  and/or  Family  Practice. 

Also:  Seeking  Locum  Tenen— Family  Practice 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  1-(304)  457-2800 


Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 

Family  Practice: 

James  A.  Arnett,  M.  D. 


William  C Morgan,  Jr.,  M.D.,  Inc. 

Diplomate,  American  Board  of  Otolaryngology 
Fellow.  American  College  of  Surgeons 

OTOLOGY:  DISEASES  & SURGERY  OF  THE  EAR 

William  C Morgan,  Jr,  m.d 

Otologist 

Forensic  Otology 
Compensation  Evaluation 
Hearing  Conservation 


St.  Francis  Medical  Plaza 
Suite  602 
331  Laidley  Street 
Charleston,  WV  25301 

304-345-7100 


Cynthia  K.  Zentz,  M.S.,  CCC-A 

Audiologist 

Complete  Audiological  Services 
Hearing  Aid  Dispensing  & Service 
Assistive  Listening  Devices 
Electronystagmography 


1990-91  COMMITTEE  APPOINTMENTS 

WVSMA  President  Elect  Michael  M.  Stump,  M.D.,  Elkins,  is  now  in  the  process  of  gauging  member  interest  in 
particular  committee  areas.  He  is  looking  for  physicians  who  have  special  interest,  expertise  and  dedication  and 
eager  to  fill  the  position.  Please  note  that  the  committees  are  an  extremely  important  component  of  the 

Association.  The  number  of  members  named  to  each  committee  must  be  limited. 

Please  list,  in  order  of  preference,  your  first,  second  and  third  choice  of  committee  assignments.  Return  to: 
WVSMA,  P.O.  Box  4106,  Charleston,  WV  25364. 


Cancer 

Physicians  Health  and  Well  Being 

Legislation 

Resolutions 

NAME 


Constitution  and  Bylaws 

Insurance 

Medical  Education  and 

Hospitals/CME  Accreditation 

COUNTY  SOCIETY 


David 
Hade  n 


Bob 

Blake 


Kelly 

Griffith 


Jack 

Grimm 


John 

Thompson 


For  life,  health,  disability,  and  professional 
liability  insurance,  the  team  of  specialists 
you  need  are  the  professionals  of  RM1,  Ltd. 


Call  us  for  a complete  insurance  check-up 
or  look  us  up  at  the  Annual  WVSMA 
Convention  August  15-19  at  The  Greenbrier. 


Rest  insured. 


RO.  Box  1126  Charleston,  WV  25324 
304-346-3024. 

In  Clarksburg,  304-623-0696. 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Rural  Health  Centers 
to  Receive  Students 

Starting  this  fall,  several  Marshall 
University  medical  students  will  go 
far  beyond  visiting  rural  com- 
munities for  parts  of  their  medical 
training:  for  nine  full  months  they 
will  live  there,  learn  there  and  pro- 
vide services  there. 

Health  centers  in  Wayne,  Spencer 
and  Scarbro  were  selected  to  receive 
students  in  the  pilot  year  of  the 
Rural  Physician  Assistant  Program, 
according  to  Linda  Savory,  M.D.,  an 
assistant  dean  and  the  program’s 
director. 

The  up  to  four  students  expected 
to  participate  in  the  program  will  be 
placed  at  Wayne  Health  Services, 
Roane  County  Family  Health  Care, 
and  New  River  Family  Health  Center. 

“Nothing  like  this  has  been  at- 
tempted before  in  West  Virginia,  but 
a similar  program  in  Minnesota  has 
been  statistically  proven  to  produce 
highly-qualified  physicians  who  are 
particularly  likely  to  return  to  a rural 
area  to  practice,”  Dr.  Savory  said. 

“We  worked  closely  with  Dr.  John 
Verby  of  the  University  of  Min- 
nesota, in  developing  our  program,” 
she  added. 

Savory  said  one  of  the  program's 
greatest  strengths  lies  in  the  fact  that 
students  actually  will  be  providing 
health  services  in  rural  areas  with 
demonstrated  needs. 

The  students  will  work  under  the 
close  supervision  of  faculty  physi- 
cians at  the  three  sites:  Michael 
Kilkenny,  M.D.,  in  Wayne,  Carroll 
Christiansen,  M.D.,  and  Sven 
Jonsson,  M.D.,  in  Spencer,  and 
Daniel  Doyle,  M.D.,  in  Scarbro. 

Other  local  medical  specialists  will 
also  provide  assistance,  and  Hunting- 
ton-based  faculty  members  will  over- 
see student  education  at  each  site. 

In  addition,  participating  students 
will  be  linked  to  the  medical  school 
by  computers,  which  will  allow 
them  ready  access  to  information 


available  through  Marshall's  medical 
library  and  its  Department  of 
Academic  Computing. 

“The  computers  represent  an 
essential  ‘umbilical  cord'  that  will 
help  students  overcome  the  barriers 
of  practicing  in  an  isolated  area 
without  the  resources  of  a medical 
school  directly  at  hand,"  Savory  said. 

The  program  will  give  students 
w'ho  w-ant  to  practice  in  rural  areas 
a very  realistic  learning  setting, 
Savory  said. 

“In  a multi-specialty  institution 
such  as  a medical  school,  it’s  dif- 
ficult if  not  impossible  to  show' 
students  what  it’s  like  to  work  in  a 
rural  practice,”  she  said.  “For  prac- 
tical purposes,  the  health-care  team 
in  a rural  practice  consists  of 
primary-care  doctors  and  nurses, 
perhaps  with  assistance  from  a 
social  worker.  The  students  in  this 
program  actually  will  become  part 
of  this  team  for  nine  months.” 

Students  also  will  have  the  advan- 
tage of  following  a group  of  patients 
over  an  extended  period  of  time, 
she  said. 

“In  traditional  medical  education, 
students  rotate  from  medical  field  to 
medical  field,  learning  how7  to  deal 
with  medical  problems  in  each 
field,”  she  said.  “Our  new7  program 
takes  just  the  opposite  approach: 
students  will  interact  with  patients 
on  a reasonably  long-term  basis, 
working  with  various  other 
specialists  as  they  become  involved 
in  the  patients’  cases.  Among  other 
things,  this  will  help  give  students  a 
patient’s-eye  view  of  the  health-care 
system.” 

Savory  said  the  program  is  built 
upon  recognized  principles  of  adult 
learning:  that  adults  learn  particular- 
ly effectively  when  they  have  an  op- 
portunity to  observe  a situation, 
recognize  what  additional  informa- 
tion is  needed,  and  then  gather  in- 
formation to  fill  in  the  gaps  in  their 
knowledge.  The  students  will  be 
assisted  by  the  supervising  faculty 
on  site  and  from  Huntington,  as  w7ell 
as  by  other  participating  local 
specialists. 

“We  anticipate  that  this  program 
will  help  these  students  have  better 
clinical  reasoning  pow7er  w7hen  they 
become  physicians,”  she  said.  “We 
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believe  they  will  be  better  learners, 
better  consumers  of  medical  educa- 
tion, and  better  operators  in  the 
primary-care  environment  in  w7hich 
doctors  must  truly  be  committed  to 
lifelong  independent  learning.” 


Mulloy  Receives 
Leadership  Award 

Karen  Mulloy,  M.D.,  of  the  Mar- 
shall University  School  of  Medicine 
has  been  chosen  as  a recipient  of 
the  1990  American  Medical  Associa- 
tion/Burroughs Wellcome  Co. 
Leadership  Award  for  Resident 
Physicians. 

She  has  been  chosen  to  attend  an 
interim  meeting  and  an  annual 
meeting  of  the  AMA  Resident  Physi- 
cians Section  Assembly,  and  will 
receive  a S 1,000  stipend  for  atten- 
ding each  meeting. 

The  award  was  given  to  residents 
with  significant  community  involve- 
ment and  demonstrated  leadership 
skills. 

Dr.  Mulloy  is  medical  director  of 
the  Ebenezer  Outreach  Center.  In 
addition,  she  works  as  an  advocate 
of  the  mentally  retarded  and  has 
been  active  in  health  education  for 
both  the  workplace  and  the  com- 
munity as  a w-hole. 


Students  Chosen  for 
Summer  Institute 

Two  Marshall  medical  students 
have  been  chosen  to  participate  in 
the  fourth  Summer  Institute  in 
Geriatrics  at  Boston  University- 
Medical  Center. 

Rising  seniors  Whitney  Calkins 
and  Steven  Pribanich  III  have  been 
selected  for  the  program,  which  ex- 
poses students  to  geriatric  medicine 
and  research.  It  is  particularly 
designed  to  assist  students  with  a 
demonstrated  interest  in  geriatrics  to 
further  solidify  their  commitment  to 
a career  in  academic  geriatric 
medicine. 

The  program  is  co-sponsored  by 
the  American  Geriatrics  Society. 


Charles  M.  Cooper,  M.D.  Morgan  E.  Scott,  M.D.  Neil  P.  Dubner,  M.D.  Arthur  E.  Kelley,  M.D.  Basil  E.  Roebuck,  M.D. 


E)on  L.  Weston,  M.D.  Orren  LeRoyce  Royal,  M.D.  G.  Paul  Hlusko,  M.D.  D.  Wilfred  Abse,  M.D.  Ronald  L.  Myers,  M.D.  Hal  G.  Gillespie,  M.D. 


Greek  poet  Theocritus  said  it.  The  eleven  men 
who  comprise  the  Active  Medical  Staff  of  Saint 
Albans  Hospital  practice  it.  Every  day. 

They  combine  years  of  study  and  experience 
to  bring  patients  the  best  available  care  for  emo- 
tional and  psychological  troubles.  Their  special 
interests  cover  the  broadest  spectrum  of  psychiatric 
treatment,  resulting  in  both  adult  and  adoles- 
cent programs  for  chemical  dependency,  eating 


disorders,  phobias  and  anxieties,  and  pain 
management. 

Our  doctors  lead  a large  group  of  professionals 
and  volunteers  who  make  compassion  and  expert 
care  a way  of  life.  Saint  Albans.  Today  and  for  the 
past  74  years  we  are 

concerned,  above  Soiflt  AlOOflS 

p^eofmmd.  Psychiatric  Hospital 

Radford,  Virginia  (703)  639-2481 


Family  therapy 
for  colic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.' 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  ■ Active  therapy 
p values  (active  vs  placebo)  NS  - Nol  significant  *p<r  0 05  fp<  002  tp  < 0 01 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


NEW 


Phazvme 


(simethicone/ 

antigas) 


Helps  you  through 
the  colic  phase. 


1 Kanwalpt  SS.  Jasbir  KS  Simethicone  in  the  management  of  infant  colic 
Practitioner  1988:232  508 
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New  Members 


The  following  West  Virginia 
University  School  of  Medicine 
students  were  welcome  as  new 
members  in  the  month  of  June. 
Nora  A.  Klinker 
807-7L  Pine  Street 
Morgantown,  WV  26505 

Nicholas  M.  Komas 
Route  7,  Box  222-0 
Morgantown,  WV  26505 

Robert  F.  Davis 
238  Poplar  Drive 
Morgantown,  WV  26505 

Jill  A.  Stewart 

1064  Van  Voorhis  Road 

Morgantown,  WV  26505 

James  B.  Chafin 
1 Maier  Village 
2800  Hart  Street 
Charleston,  WV  25304 

Rachel  G.  Goodman 
305-B  Maple  Avenue 
Morgantown,  WV  26505 

Galo  A.  Grijalva 
408  Harding  Avenue 
Morgantown,  WV  26505 

Amada  I.  Almase 
1333  Hunter  Lane 
Morgantown,  WV  26505 

Janet  V.  Widerspan 
960  Chestnut  Ridge  Road 
Morgantown,  WV  26505 

C.  J.  Malanga 

990-A  Northwestern  Avenue 
Morgantown,  WV  26505 

Annette  C.  Kulifay 
1064  Van  Voorhis  Road 
Morgantown,  WV  26505 

Michael  A.  Covelli 
1067  Maple  Drive 
Morgantown,  WV  26505 

Peter  D.  Wearden 
1452  Dogwood  Avenue 
Morgantown,  WV  26505 


Leigh  Anne  Miller 
990  Irwin  Street 
Morgantown,  WV  26505 

Anita  Fiala 

1320  Heritage  Place 

Morgantown,  WV  26505 

Catherine  E.  Tsai 
1320  Heritage  Place 
Morgantown,  WV  26505 

Karl  K.  Trimble 
235  Wayland  Street 
Morgantown,  WV  26505 

Michelle  A.  Muss 
1311  Perry  Avenue 
Morgantown,  WV  26505 

Juli  L.  Ewen 
159  Independence  Hills 
Morgantown,  WV  26505 

Bruce  E.  Burns 

8012  Chestnut  Hills  Apartments 
Morgantown,  WV  26505 

Lemwel  G.  Delgra 
101  29th  Street 
Charleston,  WV  25304 

John  R.  Rocchi 
5544  Zieger  Road 
Verona,  PA  15147 

Jeffrey  Lawson 
104  Crest  Street 
Summersville,  WV  26651 

John  Justice 

5212  Linda  Vista  Drive 

Cross  Lanes,  WV  25313 

Manuel  C.  Vallejo  Jr. 

50  Fairhill  Drive 
Washington,  PA  15301 

F.  Matthew  Abraham 
P.  O.  Box  477 
Granville,  WV  26534 

Michael  L.  Patterson 
Route  1,  Box  260,  Lot  409 
Maidsville,  WV  26541 

Thomas  L.  Heil 
1 Maier  Village 
2800  Hart  Street 
Charleston,  WV  25304 

Richard  K.  Cavender 
101  29th  Street 
Charleston,  WV  25304 


James  D.  Bailey,  Jr. 

105  29th  Street 
Charleston,  WV  25304 

Jeffrey  S.  Trump 
108  Warren  Avenue 
Beckley,  WV  25801 

Matthew  B.  Upton 
4307  Virginia  Avenue 
Charleston,  WV  25304 

Mark  S.  Jones 
135  B Lough  Street 
Westover,  WV  26505 

Terry  C.  Shank 
Route  2,  Box  316 
Washington,  WV  26181 

George  H.  Faber 
1056  Van  Voorhis  Road 
Morgantown,  WV  26505 

Todd  Tallman 
990  Irwin  Street 
Morgantown,  WV  26505 


County 

Societies 


HARRISON 

Chinmay  Datta,  M.D.,  has  been 
elected  president  of  the  Harrison 
County  Medical  Society  for  1990-91. 

At  their  recent  meeting,  the  Har- 
rison County  Medical  Society  also 
elected  the  following  officers:  Doug 
McKinney,  M.D.,  president  elect; 
Sidney  Jackson,  M.D.,  secretary; 
Erlinda  De  La  Pena,  M.D.,  treasurer; 
and  Samuel  Guy,  M.D.,  Charles 
Lefebure,  M.D.,  and  Saad  Mossalati, 
M.D.,  as  board  members. 

SOUTH  BRANCH 

Francis  H.  Oliver,  M.D,  professor 
of  medicine  at  the  West  Virginia 
University  School  of  Medicine,  was 
the  guest  speaker  at  the  South 
Branch  Medical  Society’s  Dinner 
Scientific  Meeting  in  Petersburg  on 
June  20. 

Dr.  Oliver  discussed  “Hyperten- 
sion, Post-M.L,  Referral  Needs  to 
Cardiologist.” 
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RIGHT 
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THE  RISK 


And  since  a 12-year  study  shows  that  being  40%  or  more  overweight  puts  you  at  high  risk, 
it  makes  sense  to  follow  these  guidelines  for  healthy  living ! Eat  plenty  of  fruits  and  vegetables 
rich  in  vitamins  A and  C— oranges,  cantaloupe,  strawberries,  peaches,  apricots, 
broccoli,  cauliflower,  brussel  sprouts,  cabbage.  Eat  a high-fiber, 
low-fat  diet  that  includes  whole-grain  breads  and  cereals  such  as 
oatmeal,  bran  and  wheat.  Eat  lean  meats,  fish,  skinned  poultry  and 
low-fat  dairy  products.  Drink  alcoholic  beverages  only  in  moderation. 

For  more  information,  call  1-800-ACS-2345. 


AMERICAN 
V CANCER 
* SOCIETY 


< 
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SPAC 

With  so  many  challenges 
facing  organized  medicine, 
it  is  important  to  have 
friends  in  the  legislature. 

The  need  for  political  action 
has  never  been  greater,  or 
so  simple  for  you  to  be 
effective! 

Write  your  check  to  WESPAC 
now  and  become  a partner 
with  your  spouse.  Help  us 
show  how  effective  we  can  be. 

$100  Sustaining  $50  Regular 
Mail  your  personal  check  today  to: 


WESPAC 
P.O.  Box  4106 
Charleston,  WV  25364 


The  Laser  Surgery  Center 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 

Eye-Ear-Nose-Throat 

John  A.  B.  Holt,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 
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The  most  effective  medication  a physician  prescribes  is  his/her  own  personality.  This  is 
especially  true  in  the  practice  of  psychiatry  where  individual  “dosages”  must  be  carefully 
determined  and  measured. 

HIGHLAND  HOSPITAL  can  rightfully  boast  of  a superb  medical  staff  of  psychiatrists  who 
are  highly  sensitive  to  their  patients’  needs.  Their  interventions  are  done  with  insight,  care 
and  deep  sincerity. 

HIGHLAND  HOSPITAL 


300  56th  Street,  S.E.,  P.O.  Box  4107 
Charleston,  West  Virginia  25364 
(304)  925-4756 


HIGHLAND  BRIDGES  THE  GAP  BETWEEN  MENTAL  ILLNESS  AND  MENTAL  HEALTH 


Classified 


BEAVER,  PENNSYLVANIA:  Seeking  director, 
assistant  director,  full-time  and  part-time 
emergency  physicians  for  475  bed  Level  II 
facility.  Double  and  triple  coverage  provided 
during  peak  periods.  Outstanding  compensa- 
tion and  paid  malpractice  insurance.  Benefits 
available  to  full-time  staff.  Board  eligibility  or 
certification  in  emergency  medicine  or 
primary  care  specialty,  and  ACLS  required. 
Contact:  Karen  Remai,  Emergency  Con- 
sultants, Inc.,  2240  South  Airport  Road,  Room 
37,  Traverse  City,  Ml  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


RIPLEY,  WEST  VIRGINIA:  ED  staff  positions 
available  at  hospital  in  thriving,  growing  com- 
munity of  3,500.  Annual  ED  volume  is  8,500 
at  this  95-bed  facility.  Excellent  location,  mid- 
way between  Charleston  and  Parkersburg,  on 
1-77.  Small  town  atmosphere  with  conve- 
nience of  living  close  to  big  cities.  Family- 
oriented  activities  are  abundant  in  this  area. 
Spectrum  offers  you  a competitive  area  of 
reimbursement  plus  coverage,  high-limit  oc- 
currence malpractice  insurance  coverage, 
allowance  for  CME  and  relocation  expenses. 
For  more  information,  please  send  CV  or  call 
Ric  West,  D.O.,  RR  #1,  Box  70,  Millwood,  W V 
25262,  304-372-2731  or  Cathy  Long,  Spectrum 
Emergency  Care,  Inc.,  P.  O.  Box  27352,  St. 
Louis,  M0  63141,  1-800-325-3982,  ext.  3015. 


OB/GY N — NEW  YORK— 32-member  multi- 
specialty group  in  Long  Island,  New  York,  ad- 
ding third  member  to  its  department  of 
Obstetrics  and  Gynecology.  First  year, 
6-figure  salary,  four  weeks  vacation,  other 
benefits.  Call:  Wanda  Parker,  Senior 
Associate,  E.G.  Todd  Associates,  Inc.,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 
Toll  Free:  (800)  221-4762.  Collect:  (212) 
599-6200. 


PHYSICIAN  OWNED  emergency  medicine 
group  needs  board  eligible  primary  care 
physician  for  progressive  referral  hospital  in 
Beckley,  WV.  Fee  for  service  reimbursement 
exceeding  $70  per  hour.  For  more  information 
please  contact  Richard  C.  Wisman,  M.D.  at 
(304)  255-2400. 


THREE  INTERNISTS— BE-BC— General  inter- 
nist and/or  additionally  with  interest/some 
training  in  cardiology  and/or  oncology.  Mar- 
tinsburg  Veterans  Administration  Medical 
Center  is  in  the  beautiful  Shenan- 
doah/Cumberland Valley  75  miles  from 
Washington,  DC.  Full  federal  benefits,  in- 
cluding 30  days  paid  vacation  and  retirement 
plan.  Contact  A.D.  Low,  Office  of  Chief  of 
Staff,  VAMC,  Martinsburg,  WV  25401, 
304-263-0811,  ext.  4015. 


PRIMARY  CARE  — Several  physicians  (IM, 
FP,  OB,  Ped)  needed  to  join  lucrative,  existing 
practice  in  ideal  suburban  location.  Please 
call  Bonnie  Youngblood  at  1-800-438-2476. 


OHIO  (Central  and  Northern  Area):  Seeking 
Emergency  Medicine  physicians  for  full  time 
and  locum  tenens  opportunities  in  attractive 
moderate  volume  facilities.  Directorships 
also  available.  Competitive  hourly  rates, 
malpractice  insurance  and  flexible  schedul- 
ing. Schedule  incentive  bonuses.  Benefit 
package  available  to  full-time  physicians.  For 
more  information  contact:  Emergency  Con- 
sultants, Inc.,  2240  South  Airport  Road,  Room 
37,  Traverse  City,  Ml,  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


FAMILY  PRACTICE  OPPORTUNITY:  General 
Practitioner  MD/DO  to  join  family  practice  in 
rural  Kentucky.  First  year  guaranteed  $96,000. 
Partnership  after  first  year  or  option  to  buy. 
Prefer  local  graduate.  For  more  information 
please  write  to  Family  Practice  Clinic,  P O 
Box  1997,  Williamson,  WV  25661  or  call 
1-606-237-6000. 


TWO  OFFICES  FOR  RENT  in  the  Highlawn 
Medical  Condominium.  One  furnished  and 
one  not.  This  is  next  to  St.  Mary’s  Hospital. 
They  are  in  a suite  being  used  by  a 
psychiatrist  and  a psychologist.  For  more  in- 
formation please  contact  Florence  K. 
Hoback,  M.D.,  2658  Third  Avenue,  Huntington, 
WV  25702. 


PULMONOLOGIST  — BE  or  BC  pulmonolo- 
gist to  join  busy  private  practice  group  in  a 
University  city.  Modern  state-of-the-art  private 
hospital  serving  referral  area  of  a quarter 
million.  Opportunity  exists  for  clinical 
academic  appointment  with  University 
Medical  Center.  Large  metropolitan  cities  and 
recreational  areas  nearby.  Reply  with  CV  and 
references  to:  Joseph  J.  Renn,  III,  M.D.,  Inter- 
nal Medicine  Associates,  99  J.D.  Anderson 
Drive,  Morgantown,  WV  26505. 


GENERAL  SURGEON,  BE/BC  with  recent 
training,  endoscopy  experience,  join  private 
practice  in  Central  Ohio  rural  community  of 
38,000  with  JCAHO  approved  hospital. 
Guaranteed  income,  benefits  and  incentives 
will  be  discussed  with  interested  candidates. 
Send  CV  to  T.  K.  Park,  M.D.,  Box  703,  Coshoc- 
ton, OH  43812. 


BE/BC  FAMILY  PRACTITIONER  needed  to 
join  busy  ambulatory  practice  in  semirural 
area  south  of  Pittsburgh,  PA.  Potential  to  have 
an  inpatient  component  to  the  practice  is 
desirable.  No  OB.  Inquiries  to  Joy  or  Bonnie 
412-363-9700. 


STAFF  M.D.  • Free  standing  Urgent  Care 
Center  located  in  Asheville,  N.C.,  supporting 
approximately  20,000  visits  per  year,  has  an 
immediate  opening  for  a physician,  part  or 
full-time.  Competitive  salary  with  Bonus 
Plane.  No  night  shifts  or  call.  Family  Practice 
or  Internal  Medicine  preferred.  Contact:  C.  W. 
Harvey,  Director,  St.  Joseph’s  Urgent  Care 
Center,  P.  O.  Box  16367,  Asheville,  NC  28816 
or  call  (704)  252-4878.  EOE 


AIM  HIGH— Serve  your  country  and  discover 
the  tremendous  support  of  a dedicated  staff 
of  professionals  as  an  Air  Force  physician. 
Enjoy  quality  benefits,  quality  lifestyle  and 
30  days  of  vacation  with  pay  each  year.  Find 
out  how  to  qualify.  Call:  USAF  HEALTH  PRO- 
FESSIONS — 412-687-7317  — Station-To- 
Station-Collect. 


CHARLESTON  - PSYCHIATRIST:  Excellent 
staff  position  for  board  certified/board  eligi- 
ble physician  while  developing  private  prac- 
tice in  child,  adolescent  and  adult  psychiatry. 
Eighty  (80)  bed,  not-for-profit,  freestanding, 
JCAHO  accredited  psychiatric  hospital.  At- 
tractive salary  guarantee  with  no  investment 
or  overhead  expenses.  An  ideal 
environment— ALMOST  HEAVEN,  WEST 
VIRGINIA!  Send  resume  to:  Administrator, 
Highland  Hospital,  P O.  Box  4107,  Charleston, 
WV  25364. 


CLASSIFIED  RATES:  43  cents 
per  word,  minimum  of  $22  per 
ad.  50  cents  per  word  for  con- 
fidential ad,  minimum  of  $27  per 
ad.  10%  discount  for  6 inser- 
tions. Payment  in  advance 
required. 

DEADLINE:  Copy  nust  be  receiv- 
ed by  the  10th  of  the  month 
preceding  the  month  of  issue: 
e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to: 
West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 


Have  A Mammogram. 
Give  Yourself  The  Chance 
Of  A Lifetime. 

The  best  weapon  against  breast 
cancer  is  early  detection. 

And  that’s  why  a mammogram 
is  so  important. 

It  “sees”  breast  cancer  before 
there’s  a lump,  when  the  cure 
rates  are  near  100%.  That  could 
save  your  life;  it  might  even  save 
your  breast. 

Although  not  perfect,  a mam- 
mogram is  still  the  most  effective 
weapon  against  breast  cancer. 

And  if  you’re  over  35,  it’s  essential 
you  have  one. 

Because  all  breast  cancer  needs 
is  a place  to  hide.  i 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

JAMES  B.  HAZLETT,  Executive  Director 
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VASOTEC 


ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapri!  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 
Warnings:  Angioedema  Angioedema  ot  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
lace  ana  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcutaneous 
epinephrine  solution  InOOO  (0.3  mL  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  hear!  failure),  reduce  Ihe  diuretic  dose,  or  increase  salt  intake  cautiously  betore  initiating  therapy  with  VASOTEC 
in  patients  al  risx  for  excessive  hypotension  who  are  able  to  tolerate  such  adiustments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS  ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  for  the  first  two  weeks  ol  treatmenl  and 
whenever  the  dose  ol  enalapril  and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  If  symptomatic  hypolension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia! Agranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  lo  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ot  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  lo  enalapril  cannol  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ot  Ihe  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  of  the  diuretic  and/or  vXSOTEC  may  be  required 

Evaluation  ot  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ot  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  patienfs,  but  was  not  a cause  for  discontinuation 
Risk  lactors  for  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes  which 
should  be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  interactions .) 

Surgery! Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  (o  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  lo  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  tor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema  may  occur  especially  following  the  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  lo  take  no  more  drug  until  they 
have  consulted  with  Ihe  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  tew  days  of  therapy.  If 
actual  syncope  occurs,  the  patients  should  be  fold  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  fold  to  report  promptly  any  indication  ot  infection  (e  g..  sore  throat,  fever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  sate  and  effective  use  ot  this  medication.  It  is  not  a disclosure  ot  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  Ihe  sail  intake  prior  lo  initiation  of  treatmenl  with  enalapril  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has 
stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blockmg  agents,  methyl- 
dopa  nitrates  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amilonde),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomi- 
tant use  of  these  agents  is  indicated  because  of  demonstraled  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination of  sodium  including  ACE  inhibitors  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  il  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  felotoxicity  or  teratogenicity  in  rals  treated  with  up  lo  200  mg/kg/day  of  enalppril 
(333  times  ihe  maximum  human  dose)  Fetotoxicity.  expressed  as  a decrease  in  average  fetal  weight,  dccijrred 
in  rats  given  1200  mgAg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  al  doses  of 
1 mgAg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day.  but  not  at  30  mgAg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnanl  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnanl  women  However  data  are  available  that 
show  enalapril  crosses  Ihe  human  placenta  Because  the  risk  of  fetal  toxicity  with  Ihe  use  of  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  Ihe  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus. 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  oulcome 
Inadvertent  exposure  limited  to  Ihe  first  trimester  of  pregnancy  has  nol  been  reported  to  affect  tetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  wth  fetal  and  neonatal  mor- 
bidity and  mortality. 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactaling  rals  contains  radioactivity  following  administration  ol  ’*C  enalapril  maleate  II  is  nol 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  for  one  year  or  more.  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%).  dizziness 
(4.3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were-  diarrhea  (14%).  nausea  (1.4%).  rash  (1.4%),  cough  (1.3%),  orthostatic  effects  (1.2%),  and  asthenia  (11%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7.9%),  hypotension  (6.7%),  orthostatic  effects  (2.2%),  syncope  (2  2%).  cough  (2.2%).  chest  pain  (2.1%).  and 
diarrhea  (2.1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (T 8%).  headache  (1.8%).  abdominal  pain  (1.6%),  asthenia  (16%).  orthosta- 
tic hypolension  (1.6%),  vertigo  (16%),  angina  pectoris  (1  5%),  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (13%). 
dyspnea  (1.3%).  urinary  tract  infection  (1 3%).  rash  (13%),  and  myocardial  infarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest:  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypolension  in  high-risk  patients  (see  WARNINGS,  Hypolension).  pulmonary  embolism  and  infarction:  pulmonary 
edema:  rhythm  disturbances,  atrial  fibrillation:  palpitation 

Digestive:  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena.  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth. 

Musculoskeletal:  Muscle  cramps 

Nervous/Psychialric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION), 
Respiratory:  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme, urticaria,  pruritus,  alopecia,  flushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rale, 
arthralgias/arthritis,  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syntope  occurred  in  0.5%  of  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy in  01%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  67%  and  syncope  occurred  in 
2 2%  of  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  19%  of  patients  with  heart 
failure  (See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  12%  of  patients. 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1 0 vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
0.1%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A few  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  Ihe  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension.  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour,  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions. ) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dese  or  in  two 
divided  doses  In  some  patients  treated  once  daily.  Ihe  antihypertensive  effect  may  dimmish  toward  Ihe  end  of  the 
dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  of  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dL).  For  patients 
with  creatinine  clearance  s 30mL/min  (serum  creatinine  a 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions .)  If  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may 
diminish  ihe  likelihood  of  hypotension  The  appearance  of  hypotension  after  the  initial  dose  of  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  Ihe  drug,  following  effective  management  ot  the  hypotension  The 
usual  therapeutic  dosing  range  for  the  treatmenl  of  heart  failure  is  3 lo  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing.  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV),  patients  were  treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses.  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Effects.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS.) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >16  mg/dL,  therapy  should  be  initi- 
ated at  2.5  mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure.  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b i d.  and  higher  as  needed,  usually  at  intervals  of  four  days  or  more,  if  al  Ihe  time  iui  Q n 

of  dosage  adjustment  there  is  nol  excessive  hypotension  or  significant  deterioration  of  renal  func-  IVI3LJ 

tiqn  The  maximum  daily  dose  is  40  mg.  MERCK 

For  more  detailed  mlormation.  consult  vour  MSD  Representative  ot  see  Prescribing  Information,  Merck  SHARF% 

Sharp  & Dohme,  Division  ol  Merck  & Co  , INC  , West  Point,  PA  194)6  jgvS6iR2(8i9)  DOHME 


THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 


FOR  MANY  MS 

HYPERTENSIVE  PATIENTS  'S 

ONCE-A-DAY 


VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  HEALTH 
PROFESSIONS 

Station-To-Station 

Collect 

804-276-0459 


There  Are  Two  Things 
Yon  Don’t  Get 
With  Our 
Group  Coverage : 


Fuss 


With  Blue  Cross  and  Blue  Shield  of 
West  Central  West  Virginia  (Parkersburg), 
you  get  complete  health  care  coverage 
for  your  group  — without  a lot  of  adminis- 
trative paperwork.  You’ll  have  all  the 
advantages  of  the  nation’s  #1  medical/ 
surgical  coverage,  plus  optional  paid 


prescription,  dental  and  vision  coverage, 
in  a plan  that  can  be  custom-designed 
to  fit  your  needs  and  your  budget.  And 
there’s  no  need  to  fuss  about  frequent 
rate  increases:  we  can  offer  a 12-month 
rate  guarantee  to  groups  of  15  or  more. 


Forms 


Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9-line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 


no  handling  or  follow-up  on  your  part.  If 
you  need  answers  or  assistance,  all  you 
have  to  do  is  call  our  Customer  Service 
Department. 

Find  out  more  about  “No-Fuss,  No- 
Forms”  coverage  for  your  group.  Call  us 
toll-free  or  contact  your  local  independ- 
ent agent. 


In  WVcall  1-800-344-5514  or 
1-800-654-5013. 

Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 
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CNA!s  financial  stability 
can  be  vital  to  the  health 
of  your  practice. 
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The  stability  of  an  insurance 
company  depends  largely  on 
its  financial  strength. This  is  im- 
portant to  you  because  it's  a 
good  indicator  of  future  perform- 
ance— whether  the  company 
will  be  around  to  protect  you 
from  claims  down  the  road. 

The  CNA  Insurance 
Companies*  have  earned  an  AT 
rating  for  financial  strength 
from  the  AM.  Best  Company. 

This  measure  of  excellence  is 
a reflection  of  our  manage- 
ment strength  and  our  ability 
to  meet  obligations  now  and 
in  the  future. 

Aiother  good  indicator 


of  the  future  is  past  performance.  CNA 
has  been  protecting  doctors  against 
malpractice  claims  for  more  than  20 
years.  We  understand  the  special  risks 
individual  physicians  and  group  prac- 
tices face.  Your  personal  assets  could 
be  at  risk  right  along  with  the  assets 
of  your  practice,  and  we  can  tailor 
coverages  to  meet  your  exact  needs. 

For  more  information,  contact  your 
local  agent  or: 

McDonough  Caperton 
Insurance  Group 
One  Hillcrest  Dr.  East 
RO.  Box  1551 

Charleston,  WV  25326-1551 
(304)  346-0611 

CNA:  YOUR  PARTNER 
IN  MEDICAL  MALPRACTICE 
PROTECTION 


The  WVSMA  CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 
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Special  Article 


Tort  Reform  Recommendations  for  West  Virginia 


IRENE  LOUDA,  M.H.A. 

ELIZABETH  McCOLEMAN,  M.H.A. 
RALPH  RAY,  M.H.A. 

Ohio  University,  Athens,  Ohio 


Tort  reform  is  central  to  resolu- 
tion of  the  malpractice  issue  in 
West  Virginia.  This  article  examines 
tort  law  and  malpractice  as  viewed 
from  federal  and  state  levels  and 
compares  general  liability  costs  in 
states.  The  article  also  looks  at  na- 
tional trends  in  malpractice 
awards ; at  state  initiatives  in  tort 
reform;  and  finally  extracts  what 
works  and  what  doesn't.  It  presents 
strategies  for  legislative  approaches 
to  tort  reform. 

Introduction 

There  is  growing  national  debate 
about  the  real  costs  of  liability  in- 
surance. These  expenses  have  been 
referred  to  as  a “hidden  tax”  costing 
the  economy  at  least  $80  billion  a 
year  and  accounting,  for  instance, 
for  30  percent  of  the  price  for  a 
new  stepladder,  95  percent  of  the 
cost  of  vaccine,  and  up  to  one  third 
of  the  price  for  a small  airplane  (1). 

Some  experts  feel  liability  costs 
are  hampering  this  country’s  com- 
petitive capability  both  abroad  and 
at  home  and  are  contributing  heavi- 
ly to  a rising  cost  of  living.  This 
country’s  international  trade  deficit 
has  been  negatively  influenced  by 
liability  costs  in  that  American  com- 
panies must  attempt  to  compete 
against  foreign  firms  which  do  not 
operate  under  legal  structures  which 
invite  litigation. 

The  problem  of  increasing  litiga- 
tion, and  its  associated  liability 
costs,  has  been  developing  for  some 
years,  with  the  medical  malpractice 
crisis  of  the  1970s  followed  by  one 
in  the  80s.  It  has  been  suggested 
these  developments  have  been 
brought  about  by  a small,  but  very 
influential,  group  of  legal  academi- 
cians, judges,  and  attorneys  who 
have  transformed  traditional  tort  law 


into  a giant  social  lottery  scheme  (1). 
Unfortunately,  this  “lottery,”  while 
rewarding  a handful  of  people,  is 
having  the  effect  of  stifling  overall 
productivity  and  competitiveness. 


i (t-rihe  probability  that 
JL  a plaintiff  will  win 
his  suit  has  increased, 
from  20  percent  in  the 
1960s  to  more  than  50  per- 
cent in  the  1980s;  and  dur- 
ing this  same  period,  the 
average  judgment  awarded 
rose  fivefold,  from  an  in- 
flation adjusted  S 50,000  in 
the  1960s  to  more  than 
$250,000  in  the  1980s.  yy 


Tort  Law  and  Malpractice 

Negligence  and  other  non-criminal 
actions  which  result  in  some  form 
of  injury  are  dealt  with  in  our  socie- 
ty through  a legal  action  known  as  a 
tort,  a technical  term  derived  from  a 
French  word  meaning  “wrong.”  The 
legal  and  administrative  process  by 
which  liability  for  such  injuries  is 
established  and  compensated  for  is 
known  as  the  tort  system  (2). 

To  establish  a tort  of  malpractice, 
four  elements  are  necessary  (3): 

1.  There  has  been  a breach  of 
standard  of  care. 

2.  That  breach  in  the  standard 
was  the  proximate  cause  of  the 
injury. 

3.  The  injury  produced 
reasonable  damage. 

4.  The  outcome  would  have  been 
less  injurious  to  the  patient  if 
the  physician  had  conducted  a 
different  course. 

The  burden  of  proof  in  negli- 
gence claims  lies  with  the  plaintiff, 
who  must  demonstrate  a prepon- 


derance of  evidence  that  the  breach 
in  the  standard  more  likely  than  not 
(only  51  percent  on  a scale  of  100) 
caused  the  injury.  This  can  be  com- 
pared with  scientific  proof  where 
evidence  must  reach  the  95  percent 
confidence  level  to  be  convincing. 
Some  have  suggested  that  the 
burden  of  proof  in  medical  malprac- 
tice should  be  raised  from  a 
preponderance  of  evidence  to  “clear 
and  convincing  evidence  (4).” 

Critics  have  felt  that  the  present 
tort  system  inadequately  assesses 
liablity,  often  failing  to  distinguish 
between  negligent  and  non-negligent 
behavior  which  exposes  physicians 
to  liability  for  adverse  outcomes  as 
well  as  negligent  medical  practice. 

Due  to  heightened  public 
awareness  of  liability,  a willingness 
to  sue  and  huge  jury  awards,  liabili- 
ty insurance  premiums  have 
skyrocketed.  The  Rand  Corpora- 
tion’s Institute  for  Civil  Justice,  a 
group  which  performs  research  on 
the  American  civil  justice  systems, 
refers  to  recent  plaintiff  activities  as 
“High  Stakes”  litigation,  characteriz- 
ed by  both  a substantial  increase  in 
claim  frequency  and  an  “explosive” 
growth  in  the  average  magnitude  of 
awards  (5). 

In  his  1988  book  about  this  coun- 
try’s liability  crisis,  author  Peter 
Huber  cites  a number  of  examples 
of  the  extraordinary  growth  of  the 
financial  costs  of  tort  litigation.  For 
instance,  damage  claims  against 
cities  have  doubled  between  1982 
and  1986.  The  probability  that  a 
plaintiff  will  win  his  suit  has  in- 
creased, from  20  percent  in  the 
1960s  to  more  than  50  percent  in 
the  1980s;  and  during  this  same 
period,  the  average  judgment  award- 
ed rose  fivefold,  from  an  inflation 
adjusted  $50,000  in  the  1960s  to 
more  than  $250,000  in  the  1980s  (6). 

The  health  care  industry  has  been 
particularly  affected  by  the  present 
system  of  High  Stakes  litigation,  and 
this  has  negatively  affected  the  way 
medicine  is  now  practiced,  the  ac- 
cessibility to  care,  and  the  costs  of 
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health  services  (now  representing  11 
percent  of  this  country’s  GNP). 

In  Washington,  there  appears  to 
be  a shifting  of  sentiment  regarding 
the  need  for  medical  malpractice 
reform.  Sen.  Edward  Kennedy, 
D-Mass.,  and  Rep.  Fortney  “Pete” 
Stark,  D-Calif.,  chairman  of  the 
House  Ways  and  Means  subcommit- 
tee on  Health,  have  in  the  past  com- 
plained that  reforms  would  benefit 
physicians  at  the  expense  of  pa- 
tients' rights.  Both,  however,  are 
now  saying  they  would  consider 
some  kind  of  federal  action  to  en- 
courage reforms  (7). 

Lawmakers  have  now  begun  to 
realize,  that  the  spiraling  cost  of 
health  care  is  directly  related  to 
spiraling  medicine  malpractice  litiga- 
tion. Sen.  Kennedy  is  alarmed  by 
what  he  sees  as  an  inverse  relation- 
ship between  the  cost  of  malprac- 
tice insurance  and  the  ability  of 
poor  and  uninsured  patients  to  get 
medical  care  (7). 

Several  malpractice  proposals  are 
expected  to  come  up  soon  before 
Congress  as  a result  of  this  heighten- 
ed alarm  and  interest.  With  Con- 
gress attempting  to  reform  Medicare 
reimbursement,  there  has  been  talk 
of  a compromise  wherein  expen- 
diture targets  will  be  traded  for  tort 
reforms.  However,  some  feel  that 
even  without  a compromise  some 
form  of  tort  reform  is  forthcoming  (7). 

For  example: 

1.  A plan  has  been  suggested  that 
would  reimburse  physicians  for 
part  of  their  malpractice 
premiums. 

2.  Rep.  Robert  Mrazek,  D-N.Y.,  is 
promoting  a bill,  introduced  in 
1988,  that  would  award  federal 
grants  to  states  that  would  set 
up  medical  liability  arbitration 
panels.  The  panels  hear 
malpractice  disputes,  dismiss 
frivolous  claims,  set  awards 
with  a 5250,000  limit  on 
payments  for  pain  and  suffer- 
ing, and  apportion  attorney 
contingency  fees  on  a sliding 
scale. 

3.  Connecticut  Republican  Nancy 
Johnson  is  proposing  a bill  that 
would  enable  physicians, 
hospitals,  and  Medicare  patients 
to  agree  upon  binding  arbitra- 
tion of  malpractice  disputes. 


Another  area  where  federal  in- 
terest in  tort  reform  is  being  ar- 
ticulated is  the  Department  of 
Health  and  Human  Services.  In  a 
report  released  in  1988,  four  major 
recommendations  were  made  (8): 

1.  The  statute  of  limitations 
should  be  revised  for  medical 
malpractice  claims. 

2.  Attorney  fees  should  be 
limited. 

3.  Non  economic  damages  should 
be  limited. 

4.  Payments  should  be  structured 
on  awards  that  exceed  a 
predetermined  figure,  for 
example  $100,000. 

A study  was  conducted  by  the 
American  College  of  Obstetricians 
and  Gynecologists  (ACOG)  in  which 
338  state  and  federal  judges  were 
surveyed  regarding  their  opinions 
on  the  effects  particular  medical 
malpractice  reforms  might  have  on 
the  public  welfare.  The  survey  in- 
dicated that  many  judges  felt  the 
present  tort  system  did  not  work 
well  in  the  areas  of  (1)  expert 
witness  testimony,  (2)  the  system  of 
jury  decision-making,  or  (3)  in  the 
awarding  of  damages  (4). 

Physicians  have  long  decried  the 
use  of  adversary  witnesses  noting 
outcomes  often  hinge  upon  a “bat- 
tle of  experts”  who  express  radically 
different  views  on  the  standard  of 
care  and  proximate  cause.  Surpris- 


ingly, 84  percent  of  the  judges  polled 
in  the  ACOG  survey  favored  the 
use  of  an  impartial  expert  witness 
agreed  upon  by  both  parties  (4). 

Liability  in  West  Virginia 

West  Virginia's  tort  law  has  made 
liability  insurance  costs  significantly 
higher  than  those  in  surrounding 
states  (9).  These  costs  may  be  hav- 
ing the  effect  of  deterring  any  new 
businesses  or  professional  practices 
from  incurring  the  additional  costs 
required  to  do  business  or  provide 
services  in  the  state. 

A recent  comparison  of  liability 
costs  in  West  Virginia  and  surroun- 
ding states  showed  that  premiums  in 
West  Virginia  for  all  types  of  liability 
insurance  were  consistently  higher 
than  the  identical  coverage  found  in 
the  other  states.  Total  liability  costs 
in  West  Virginia  have  more  than 
doubled  between  the  years  1983 
and  1988,  with  an  average  increase 
of  $60  million  per  year  (9). 

As  an  example,  commercial 
automobile  insurance  premiums 
were  higher  in  West  Virginia  than  in 
adjoining  states  (Table  1). 

In  one  comparison,  40  selected 
business  activities  in  West  Virginia 
and  Virginia  were  compared  in 
regard  to  liability  insurance 
premiums.  In  the  majority  of  in- 
stances (29  out  of  40  categories 
surveyed),  West  Virginia  premiums 
were  higher,  and  in  some  cases,  dif- 
ferences were  substantial  (Table  2). 


TABLE  1 

Comparison  of  Commercial  Automobile  Insurance  Premiums  — 
Virginia,  Pennsylvania,  Ohio  and  Kentucky 

West  Virginia, 

SERVICE-USE 

PICK-UP 

COMMERCIAL 

TRUCK 

EXTRA-HEAVY 

TRUCK 

COMMUNITY 

Under  10,000 
lbs.  GVW 

35,000  lbs.  GVW 

Over  45,000  lbs. 
GVW 

HUNTINGTON,  WV 

1,113 

2,254 

3,327 

IRONTON,  OH 

687 

1 ,390 

2,052 

ASHLAND,  KY 

323 

653 

976 

LEWISBURG,  WV 

641 

1,298 

1,915 

COVINGTON,  VA 

501 

1,015 

1 ,489 

MORGANTOWN,  WV 

764 

1,546 

2,283 

UNIONTOWN.  PA 

586 

1.247 

1.813 

WHEELING,  WV 

872 

1,766 

2,503 

WASHINGTON,  PA 

657 

1.399 

2.033 

ST  CLAIRSVILLE,  OH 

671 

1,298 

1,915 

PARKERSBURG,  WV 

71  1 

1,438 

2,125 

MARIETTA,  OH 

687 

1,390 

2,052 

BLUEFIELD,  WV 

684 

1,386 

2,045 

BLUEFIELD,  VA 

565 

1,327 

1,958 
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Significant  disparities  in  liability 
rates  between  West  Virginia  and  its 
neighbors  are  apparent.  Moreover, 
in  spite  of  larger  liability  insurance 
premiums  paid  in  West  Virginia, 
litigation  costs  result  in  that  state’s 
insurance  industry  being  no  more 
profitable  than  companies  in  the  ad- 
joining states  (9). 

Health  Care  and  Medical 
Malpractice  in  West  Virginia 

According  to  the  United  States 
Department  of  Health  and  Human 
Services’  National  Center  for  Health 
Statistics,  the  United  States  mortality 
rate  is  883  deaths  per  100,000  people. 
The  mortality  rate  for  people  living 
in  West  Virginia  is  1,105  per 

100,000  (19  percent  greater  than 
the  national  average).  Futhermore, 
West  Virginia  ranks  39  out  of  51 
states  in  infant  mortality,  long  a prime 
indicator  of  the  public  health  (10). 

Not  surprisingly,  the  state  of  West 
Virginia  has  a shortage  of  physi- 
cians. It  ranks  37th  among  all  states 
in  the  total  number  of  doctors  per 
capita.  The  American  Medical 
Association  reports  West  Virginia 
has  157  physicians  for  every 

100,000  residents,  well  below  the 
national  average  of  189  for  every 

100,000  people.  This  problem  is  ex- 
acerbated by  the  fact  that  the  state 
is  losing  physicians  e.g.,  during  the 
first  nine  months  of  1989,  87  physi- 
cians left  West  Virginia  to  practice 
elsewhere  (10). 

The  scarcity  of  physicians  has 
been  brought  about  by  a number  of 
problems.  A major  one  is  the  fact 
that  business  costs  make  West 
Virginia  an  unattractive  place  to 
practice  medicine.  For  example,  the 
average  West  Virginia  physician  pro- 
vided $57,000  of  free  services  to  in- 
digents or  the  uninsured  in  1988. 


This  accounts  for  26  percent  of  all 
services  provided  (10).  Obviously, 
no  business  or  industry  can  be 
viable  while  required  to  give  away 
free  one  quarter  of  its  product. 

Besides  the  hardship  of  un- 
compensated care,  West  Virginia 
physicians  are  beset  by  the  problem 
of  practicing  medicine  in  a state 
having  uncertainty  and  instability  in 
the  costs  of  medical  liability  in- 
surance. Figure  1 shows  that  during 
the  years  1983  thru  1988,  overall 
liability  premiums  increased 
twofold,  with  medical  liability 
premiums  increasing  169  percent  (9). 

The  premiums  physicians  must 
pay  to  practice  in  West  Virginia  are 
higher  than  those  paid  by  physi- 
cians in  neighboring  states.  For  ex- 
ample, the  cost  of  liability  insurance 
for  a physician  practicing  obstetrics 
and  gynecology  (OB/GYN)  is 
significantly  higher  than  the  rates 
for  the  same  coverage  in  adjoining 
states;  this  relationship  is  depicted 
in  Figure  2,  showing  rates  for  1987 
and  1989. 

Problems  of  medical  liability  in 
West  Virginia  have  become  a high- 
profile  issue  in  the  state  media.  For 
example,  on  February  23,  1990,  the 
Wheeling  Intelligencer  ran  a front 
page  story  detailing  a record  $ 1 5 
million  malpractice  award  against  a 
Charleston  obstetrician  (11).  The  ar- 
ticle included  a statement  from  Dr. 
Bruce  Berry,  the  chairman  of  the 
West  Virginia  section  of  the  College 
of  Obstetrics  and  Gynecology,  who 
reported  that  the  number  of 
obstetricians  practicing  in  West 
Virginia  had  dropped  from  135  to 
65  in  the  last  5 years. 

The  Basics  of  Tort  Reform 

It  is  puzzling  that  increases  in 
malpractice  awards  and  the  filing  of 
claims  (Figure  3 and  4)  have  occur- 


TABLE 2 

Comparison  of  Selected  Insurance  Rates 

- West  Virginia  and  Virginia 

TYPES  OF  BUSINESS 

WEST  VIRGINIA 

VIRGINIA 

ANTIQUE  STORES 

3. 30 

1.51 

APARTMENT  BUILDINGS 

73.01 

40.72 

BOWLING  LANES 

10.02 

5.66 

FLORISTS 

2.83 

1.29 

FURNITURE  SHOPS 

2.36 

1.61 

GIFT  SHOPS 

2.83 

1.29 

MEDICAL  OFFICES 

94.04 

44.99 

YMCA 

239.70 

159.46 

red  during  a time  of  startling  im- 
provements in  medical  care  (12).  It 
seems  unlikely  that  today’s  physi- 
cians are  less  skillful  than  those  of 
20  years  ago  or  that  there  has  been 
a general  deterioration  in  medical 
standards.  Other  factors  must  be 
responsible  for  the  phenomenon. 

Standards  of  Practice 

Some  have  suggested  that  juries 
are  now  holding  physicians  to 
higher  standards  of  care. 

The  performance  of  physicians  is 
assessed  by  a notion  referred  to  as 
“customary  care,’’  defined  as  the 
degree  of  care  used  and  skill  ex- 
hibited under  similar  circumstances, 
as  determined  by  expert  testimony. 
It  is  thus  logical  to  assume  that,  as 
the  practice  of  medicine  becomes 
more  sophisticated,  juries  will  ex- 
pect better  professional  judgments 
and,  in  turn,  better  patient 
outcomes. 

This  is  very  possibly  the  case  in 
the  practice  of  obstetrics  and 
gynecology,  the  specialty  most 
adversely  affected  by  malpractice 
areas  and  court  litigation.  Recent 
technological  innovations  such  as 
ultrasound  scanning  and  fetal 
monitoring  have  given  the  public 
greater  expectations  of  positive 
outcomes. 

Jury  Generosity 

It  has  been  suggested  that  juries 
have  confused  adverse  outcomes 
with  substandard  care.  Since  there 
is  often  no  substantive  evidence 
relating  to  outcomes  from  medical 
intervention,  it  is  difficult  for  juries 
to  decide  if  a negative  outcome 
resulted  from  substandard  care  or 
other  causes  undiscernible. 

Pro-Plantiff  Reforms 

In  one  study,  statistically  signifi- 
cant effects  upon  claim  frequency 
and  award  severity  wTere  found  in 
jurisdictions  where  four  pro-plaintiff 
reforms  were  adopted  (the  abolition 
of  the  locality  rule,  abolition  of 
charitable  immunity,  expansion  of 
informed  consent,  and  expansion  of 
respondent  superior).  To  what  ex- 
tent each  change  contributed  to  the 
aggregate  liability  awards  w^as  not 
determined. 

Pro-Defendent  Reforms 

In  reaction  to  pro-plaintiff 
reforms,  pro-defendent  reforms  have 
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been  enacted  by  several  states. 

These  include: 

* caps  on  non-economic 
damages; 

* mandatory  collateral  offset  (i.e. , 
any  award  will  be  less  the  net 
of  other  benefits); 

* shorter  statute  of  limitations 
(i.e.,  the  amount  of  time  in 
which  litigation  must  be 
initiated); 

* the  use  of  arbitration  panels. 

It  is  generally  conceded  that  these 
reforms  have  introduced  greater 
stability  and  predictability  in  liabili- 
ty premiums  and  over  time  will 
limit  the  rate  of  increase  of  award 
severity  and  claim  frequency. 


FIGURE  1 

A FIVE-YEAR  COMPARISON  OF  LIABILITY  PREMIUMS  IN  WEST  VIRGINIA 
MEDICAL  MALPRACTICE,  AND  TOTALS  FOR  ALL  OTHER  TYPES 
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■ Medical  Malpractice  Liability  □ All  Other  Types 


FIGURE  2 

STATE  COMPARISON  OF  OB/GYN  PREMIUMS  - 1987  AND  1988 


■ November  1987  Premiums  □ November  1988  Premiums 


Liability  Expansion 

Several  new  areas  where  liability 
may  be  found  by  a jury  have  arisen 
during  the  last  two  decades: 

* emotional  damages  without  the 
need  to  demonstrate  physical 
impact; 

* loss  of  the  chance  of  survival; 

* wrongful  life  (i.e.,  a claim  by 
an  impaired  child’s  parents  that 
but  for  the  defendent's 
negligence  the  child  never 
would  have  been  born); 

* wrongful  death  (i.e.,  a parent’s 
claim  for  damages  for  the 
defendant’s  failure  to  prenatally 
detect  a severe  birth  defect). 

Changes  in  Procedural  Rules 

There  have  been  significant  pro- 
cedural changes  (i.e.,  guidelines 
under  which  trials  are  conducted). 

By  the  mid-1970s,  most  state 
courts  had  adopted  more  flexible 
federal  rules  of  discovery  and  rules 
of  evidence.  These  rules  allow 
plaintiff’s  lawyers  greater  opportuni- 
ty for  pretrial  discovery  and,  hence, 
to  expand  their  ability  to  introduce 
into  evidence  factors  that  may  prove 
liability  or  increase  a case’s 
monetary  value.  Moreover,  courts 
have  begun  to  rely  more  heavily  on 
expert  witnesses,  particularly 
economists,  who  estimate  the  plain- 
tiff’s future  living  costs. 

Changes  in  Legal  Practice 

The  basic  objective  of  tort  reform 
is  to  ameliorate  in  the  application  of 
civil  law.  In  general,  there  are  eight 
major  areas  of  concern  (3). 


1.  To  ensure  that  the  injured  par- 
ty receives  funds  awarded  in  a 
negligence  action.  (It  is 
estimated  only  20  percent  of 
payments  ever  reach  the  in- 
jured person.) 

2.  To  expedite  the  litigation  pro- 
cess. Many  years  may  pass 
before  any  disposition  of  a case 
is  made. 

3.  To  encourage  a reasonable  set- 
tlement of  the  case. 

4.  To  provide  equity  in  awards  in 
order  to  achieve  similar  set- 


tlements for  conditions  of  like 
severity  and  circumstance. 

5.  To  permit  the  defendent  the 
opportunity  for  an  unen- 
cumbered defense. 

6.  To  conserve  finite  resources 
available  through  the  insurance 
carrier. 

7.  To  identify  and  eliminate  in- 
competent physicians  from  the 
system. 

8.  To  differentiate  cases  of  maloc- 
currence  from  those  of 
malpractice. 
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FIGURE  3 

NATIONAL  TRENDS  IN  MALPRACTICE  CLAIM  FILINGS 
CLAIMS  PER  100  PHYSICIANS 


■ Internal  Medicine  □ All  Physicians  □ Obstetrics  and  Gynecology 


FIGURE  4 

NATIONAL  TRENDS  IN  MALPRACTICE  AWARDS 
AVERAGE  PAID  CLAIM 


Altering  tort  law,  from  past  ex- 
perience, will  require  a long-term 
coordinated  effort  on  the  state 
level,  with  certain  general  com- 
ponents necessary  for  success  (3). 

1.  Money  - to  finance  reform 
initiatives; 

2.  Expertise  - experienced, 
competent  personnel,  lawyers 
and  lobbyists  must  help 
legislators  draft  and  enact 
responsible  bills. 

3.  Information  - lobbyists  need 
factual  voter  information 
derived  from  public  surveys 
to  influence  change  in  opinion 


and  to  persuade  legislators 
that  a problem  does  exist; 

4.  Coalitions  - political  momen- 
tum must  be  obtained  by  the 
melding  of  sometimes 
disparate  groups  adversely 
affected  by  the  current  tort 
system; 

5.  Commitment  - the  rank  and 
file  of  the  medical  constituen- 
cy must  be  committed  to  sup- 
porting the  movement  over  an 
extended  period  of  time  and 
to  endure  any  setback. 

Tort  reform  measures  can  be 
divided  into  one  of  two  types; 


traditional  reforms  and  radical 
reforms. 

Traditional  reforms  leave  the  tort 
system  in  place  and  focus  on  ad- 
justing the  amount  of  damages,  or 
how  damages  are  paid  (4).  Examples 
of  traditional  reforms,  many  of 
which  have  already  been  enacted 
by  state  legislatures,  are  caps  on 
non-economic  damages,  mandatory 
reduction  of  collateral  source 
payments  from  awards,  mandatory 
periodic  payments  of  future 
damages,  and  shortening  the  statute 
of  limitations  for  minors. 

Radical  tort  reforms  are  aimed  at 
eliminating  the  inefficiency  of  the 
tort  system  itself.  In  1986,  the 
Medical  Offer  and  Recovery  Act, 
commonly  known  as  the  Moore  - 
Gephardt  bill,  was  an  attempt  at 
radical  reform.  This  bill  proposed 
incentives  for  the  early  evaluation 
and  settlement  of  malpractice 
claims.  Other  radical  reform 
measures  (4): 

* The  AMA/Specialty  Society 
Medical  Liability  Project  recom- 
mended a new  system  whereby 
all  malpractice  claims  would  be 
decided  by  an  administrative 
system  instead  of  the  traditional 
jury  system; 

* New  York  commissioned  a ma- 
jor study  by  the  Harvard 
School  of  Public  Health  on  the 
feasibility  of  no-fault  medical 
malpractice  claims. 

State  Initiatives  in  Tort 
Reform 

In  accordance  with  this  country’s 
tradition  of  delegation  of  govern- 
mental power,  regulation  of  the 
health,  safety,  and  welfare  of 
citizens  has  been  primarily  a state 
responsibility.  State  governments, 
thereby  are  empowered  to  legislate 
legal  systems  and  parameters  for 
these  systems  which  allow  for  the 
review  and  determination  of  liabili- 
ty. Moreover,  because  State 
Supreme  Courts  have  reached  wide- 
ly divergent  views  in  interpreting 
their  own  constitutions,  tort  law 
and  its  consequences  vary  widely 
from  state  to  state  (13). 

Presently,  after  15  years  of  at- 
tempts at  reform,  the  tort  reform 
movement  has  stalled  in  most  states 
(14).  In  the  past,  legislative  in- 
itiatives aimed  at  reducing  liability 
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claims  and,  in  turn,  insurance 
premiums,  have  been  opposed  by 
strong  attorney-supported  lobby 
groups. 

Nonetheless,  experience  in  other 
states  can  be  used  as  a guidepost  for 
reform  initiatives  in  West  Virginia. 
The  following  is  a brief  overview  of 
this  activity. 

The  Arizona  Experience  (14) 

Gin  Arizona  in  1986,  a 
strong  popular  move- 
ment arose  to  reform 
tort  law,  fueled  by  a 
conviction  that  huge 
malpractice  awards 
were  driving  up  costs 
of  health  care. 

State  trial  lawyers  effectively 
countered  the  movement  by  devel- 
oping an  advertising  campaign  which 
focused  on  a few  flagrant  medical 
malpractice  cases  and  asked  voters  if 
they  were  really  willing  to  support 
legislation  which  would  erode  their 
ability  to  sue.  The  initiative,  known 
as  Proposition  103,  was  subsequently 
defeated.  Moreover,  two  years  after 
this  defeat,  voters  were  again  polled 
regarding  the  need  for  tort  reform, 
and  it  was  found  that  the  support 
shown  in  1986  had  substantially 
eroded,  clearly  showing  a major  shift 
in  public  opinion. 

The  experience  in  Arizona  in- 
dicated the  electorate  clearly  did  not 
identify  liability  costs  as  a common 
problem  nor  one  responsible  for  ris- 
ing health  care  costs.  Leaders  of  the 
reform  movement  failed  to  enlist 
public  support  by  convincing  the 
voters  that  reforms  would  benefit 
them  by  reducing  all  liability  in- 
surance premiums. 

The  California  Experience  (2) 

j— An  explosion  in  the 

/ number  of  medical 

^ I malpractice  suits  resulted 
V,  \ in  a medical  malpractice 
V \ insurance  crisis  in 

N.  California  in  the 

\ 1970s.  This  led 

f to  the  passing 
■ * of  the  1975 
Medical  Injury  Compensation 
Reform  Act  (MICA). 

The  MICA  statute  provides  the 
following  in  respect  to  tort  law  and 
medical  injuries: 

1.  A ceiling  of  S250,000  is  placed 
on  damages  attributed  to  pain 


and  suffering  that  results  from 
an  injury. 

2.  A reduction  of  awards 
equivalent  to  the  amount  of 
compensation  recovered  for  the 
same  injury  from  Social  Securi- 
ty, Workman’s  Compensation, 
private  insurance  policies 
covering  accidents,  sickness,  or 
disability,  or  any  agreement 
with  another  group  that  pro- 
vided for  reimbursement  of  the 
costs  of  health  services. 

3.  The  court  may  order  that  the 
portion  of  an  award  related  to 
future  losses  be  paid  in 
periodic  installments  rather 
than  in  the  traditional  lump 
sum. 

4.  The  percentage  of  an  award 
that  may  be  charged  by  a plain- 
tiffs attorney  can  be  limited. 
The  limits  are  40  percent  of 
the  first  $20,000,  33-3  percent 
of  the  next  $50,000,  25  per- 
cent of  the  next  $100,000,  and 
10  percent  of  anything  over 
$200,000. 

5.  A statute  of  limitations  provides 
that  suit  must  be  filed  within 
three  (rather  than  the  tradi- 
tional four)  years  of  the  alleged 
wrongful  act,  or  within  one 
year  from  the  date  that  the  in- 
jury was  or  should  have  been 
discovered. 

6.  A plaintiffs  attorney  is  required 
to  notify  a prospective  defen- 


dant of  intent  to  sue  90  days 
before  filing  suit.  (Failure  to 
comply  does  not  effect  the 
validity  of  the  suit  but  does 
subject  the  attorney  to  profes- 
sional disciplinary  action.) 

7.  The  former  State  Board  of 
Medical  Examiners  is  reorganiz- 
ed and  strengthened  into  the 
Board  of  Medical  Quality 
Assurance,  which  has  licensing 
and  record-keeping  functions 
and  responsibility  for  monitor- 
ing and  enforcing  medical 
professionalism. 

With  the  formation  of  MICA, 
aspects  of  the  new  law  were 
challenged  in  court  as  being  un- 
constitutional. However,  by  1985  (10 
years  after  the  law  was  enacted), 
MICA  had  sustained  four  separate 
challenges  to  its  constitutionality  in 
the  California  Supreme  Court.  It 
also  withstood  another  challenge 
when  the  U.S.  Supreme  Court  refus- 
ed to  hear  yet  another  challenge  in 
1987.  Therefore,  the  reforms  enacted 
by  MICA  have  only  recently  been 
enacted  in  all  California  State 
Courts. 

Since  1976,  professional  liability 
premium  increases  have  been  less 
than  the  cost  of  living.  Figure  5 
shows  a comparison  of  annual 
premium  rates  for  obstetricians  and 
gynecologists  across  several  states, 
with  California  having  the  lowest 
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rates.  Prior  to  1975,  the  year  of 
MICA’s  passage  into  law,  California 
had  the  highest  premium  rates  for 
all  states  depicted  (2). 


The  Florida  Experience  (15) 

It  was  not  until 
Florida  obstetri- 
cians were  aban- 
doned by  their  in- 
surance carriers  in 
1987  and  subse- 
quently threaten- 
ed to  quit  deliver- 
ing babies  that  the  Florida  Medical 
Association  (FMA)  and  state  at- 
torneys formed  a task  force  to 
negotiate  a remedy  to  a crisis  not 
abated  by  reforms  passed  in  1985 
and  1986. 

Initially,  the  FMA  lobbied  for  its 
plan,  an  extrajudicial  system  similar 
to  one  proposed  earlier  in  the  year 
by  the  AMA.  Reform  initiatives,  in- 
terestingly, were  supported  by  some 
attorneys  who  saw  that  frivolous 
claims  discredited  the  legal  process 
and  led  to  hysterical  attempts  to 
reform  the  entire  system.  Finally 
both  groups  were  able  to  agree  on  a 
statement  of  the  problem: 


“...the  cost  of  adequate  insurance 
to  compensate  claims  for  medical 
injuries  is  not  affordable,  and  this 
situation  threatens  the  economic 
future  of  health  care  providers 
and  the  public’s  access  to  quality 
health  care.” 


What  ensued  was  “tit  for  .tat” 
negotiations  where  each  side  would 
concede  something  to  gain  a con- 
cession in  another  area.  For  in- 
stance, physicians  wanted  legal  in- 
centives for  plaintiffs  to  seek  arbitra- 
tion instead  of  trial.  To  get  attorneys 
to  accept  this,  they  agreed  to 
measures  that  would  make  arbitrated 
payoffs  quicker  and  easier  to  make. 
Physicians  also  agreed  to  give  at- 
torneys easier  access  to  medical 
records  in  return  for  a provision 
that  would  force  an  attorney  to  ob- 
tain a written  medical  opinion  of 
negligence  before  filing  a claim. 

The  result  of  this  process  was 
passage  of  a bill  known  as  S.B.6E, 
signed  into  law  on  February  8, 

1988.  The  law  provides: 


1.  More  stringent  procedures  for 
filing  suit  whereby  an  attorney 
must  first  obtain  a signed 
medical  opinion  showing 


reasonable  grounds  for  a 
malpractice  claim. 

2.  Disciplinary  action  against 
lawyers  who  file  frivolous  suits. 

3.  Financial  incentives  to  artibrate 
disputes. 

4.  A no-fault  system  of  compensa- 
tion for  birth-related  neuro- 
logical injuries. 

5.  Greater  protection  for 
Emergency  Room  physicians 
wherein  the  plaintiff  is  required 
to  demonstrate  reckless 
disregard  in  their  treatment. 

6.  Tougher  sanctions  against 
negligent  physicians;  thus  giv- 
ing expanded  power  to  the 
State’s  Department  of  Profes- 
sional Regulation  and  increased 
immunity  for  peer  review 
activities. 


The  New  Mexico  Experience 

In  1962,  in 
response  to  an  in- 
creasing number  of 
malpractice  suits,  the 
New  Mexico  Medical 
Association  approach- 
ed the  New  Mexico 
Bar  Association  and 
negotiated  the  formation  of  a joint 
medico-legal  malpractice  screening 
panel. 

The  panel  was  entirely  voluntary, 
but  attorneys  were  reproached  by 
their  peers  when  they  chose  not  to 
use  it. 

Nonetheless,  the  panel  was  not 
successful  in  halting  the  rising  costs 
of  malpractice  insurance  premiums 
and  in  1974,  the  state’s  largest 
underwriter  notified  the  State 
Medical  Society  that  it  was  about  to 
withdraw  its  coverage. 

Subsequently,  the  State  Medical 
Society,  formed  an  ad  hoc  commit- 
tee to  draft  remedial  legislation  to 
address  the  problem.  Next,  the 
society  contacted  the  New  Mexico 
Bar  Association  and  formed  a joint 
commission,  which  also  included  in- 
terested legislators. 

The  results  of  these  efforts  were 
passed  into  law  as  the  Medical 
Malpractice  Act  in  February  1976. 
Making  provision  for  several 
changes  in  the  tort  system,  the 
statute: 


1.  Clearly  defined  a health  care 
provider;  e.g.  doctors  of 
medicine,  osteopathy,  podiatry, 


chiropractic,  nurse  anesthetists, 
and  hospitals. 

2.  Allowed  the  State  Medical 
Society  to  form  its  own 
malpractice  insurance  company. 
This  agency  now  insures  95 
percent  of  the  doctors  of 
medicine  and  35  percent  of  the 
osteopaths  in  the  state.  To  ob- 
tain coverage,  a provider  had  to 
demonstrate  insurance  coverage 
of  $100,000  per  incident  and 
contribute  one  third  of  the 
base  premium  to  a patient  com- 
pensation fund,  which  is  ad- 
ministered by  the  State's  In- 
surance Commissioner. 

3.  Placed  a cap  on  awards;  i.e. , 
$500,000  on  non-economic 
costs  with  the  first  $100,000 
coming  from  the  insurance 
fund  and  next  $400,000  from 
the  patient  compensation  fund. 

4.  Placed  a three-year  statute  of 
limitations  for  adults  and  for  a 
child  6 years  or  younger,  a 
claim  can  be  filed  until  the 
child  reaches  his  or  her  ninth 
birthday. 

5.  Required  a hearing  by  the 
malpractice  screening  panel 
before  any  case  could  be  filed 
in  a court  jurisdiction. 

Flowever,  the  findings  of  the 
panel  were  not  transmissible  to 
the  court  in  any  ensuing  trial, 
and  the  decision  of  the  panel 
did  not  limit  either  party  from 
subsequent  court  action. 

From  March  1,  1976,  through 
September  30,  1988,  the  panel 
heard  1 , 160  cases  and  effectively 
resolved  80.9  percent  of  the  cases 
without  going  to  court. 

The  Indiana  Experience  (17) 

^ The  Medical  Malpractice 

Act  of  1975  was  enacted 
during  the  tenure  of  Otis  R. 
J Bowen  as  governor  of  In- 
diana  (a  physician  and  later 
Secretary  of  the  Department 
of  Health  and  Human  Services).  The 
legislation  called  for: 

1.  Mandatory  pretrial  screening 
panels; 

2.  Limits  on  a plaintiff’s  total 
recovery  to  $500,000; 

3.  A two-year  statute  of  limitations 
for  the  filing  of  malpractice 
suits. 
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As  a result  of  these  reforms,  In- 
diana’s major  insurance  carriers 
levied  no  rate  increases  from  1976 
thru  1984,  and  in  1985,  the  increase 
was  only  12  percent.  Prior  to  the 
reform  legislation,  Indiana  had  one 
of  the  highest  costs  for  malpractice 
insurance.  They  now  have  one  of 
the  lowest. 

Tort  Reform  in  Colorado  (17) 

Colorado  has 
enacted  the 
following  tort 
reform  mea- 
sures: 

1.  The  placement  of  caps  on 
awards; 

2.  The  exposure  of  collateral 
sources  to  juries; 

3.  Limitations  on  attorney  fees; 

4.  Pretrial  screening,  the  decision 
not  admissible  in  court. 

Reform  in  Massachusetts  (17) 

The  Massachusetts 
Legislature  has 
enacted  the  following 
* ■*  tort  reforms: 

1.  Caps  on  awards; 

2.  The  exposure  of  collateral 
sources  to  juries; 

3.  Limitations  on  attorney  fees; 

4.  Pretrial  screening. 

A year  after  the  passing  of  the 
legislation  in  1986,  500  fewer 
medical  malpractice  cases  were  filed 
than  the  year  before. 

Tort  Reforms:  What  Works 
and  What  Doesn’t  (17) 

Least  promising  reforms: 

1.  No-fault  insurance  - By 

eliminating  the  concept  of 
fault,  any  patient  who  suffers 
an  adverse  result  can  file  suit 
and  apply  for  damages  without 
having  to  show  negligence. 
Estimates  are  that  this  would 
result  in  a threefold  increase  in 
claims  and  awards. 

2.  Doctor-patient  contract  - No 
contract  that  holds  a doctor 
harmless  in  the  event  of 
malpractice  is  likely  to  survive 
judicial  scrutiny. 

3.  Assessing  legal  fees  to  the 
losers  - The  only  state  to  try 
this  plan  (Florida)  quickly 
scrapped  it.  The  plan  was  in- 
tended to  discourage  frivolous 


suits  by  plaintiffs  who  have 
nothing  to  lose  and  everything 
to  gain.  The  problem  is  that 
the  unsuccessful  plaintiff  can 
simply  declare  bankruptcy  and 
walk  away  from  any  respon- 
sibilities. Conversely,  a losing 
physician  must  pay  off  the 
judgment,  his  attorney,  and  the 
plaintiff’s  attorney. 

4.  Arbitration  - Mandatory  and 
binding  arbitration  would 
almost  certainly  be  ruled  an 
unfair  restriction  on  the  right 
to  a jury  trial.  Moreover,  some 
insurance  groups  feel  that  man- 
datory arbitration  would  raise 
not  lower  expenses. 

Tort  Reforms  That  Appear 
Promising: 

1.  Caps  on  Damages  - Will  limit 

expenses  on  the  so  called 
“pain  and  suffering”  awards. 
Physicians  Insurance  Associa- 
tion of  America  (PIAA)  projects 
a savings  of  between  5 and  18 
percent. 

2.  Pretrial  screening  - The  at- 
tempt is  to  weed  out  frivolous 
suits  and  to  encourage  quick 
settlement  of  those  that  are 
meritorious.  PIAA  states  that 
any  claim  costs  an  average  of 
$7,000  to  prepare  for  trial, 
hence  any  measure  that  results 
in  fewer  suits  will  result  in  sav- 
ings. 

3.  Collateral  Source  Payments  - 

Subtracting  these  from  any 
award  could  produce  a 10-15 
percent  savings  in  payouts  ac- 
cording to  PIAA. 

4.  Periodic  Payments  of 
Larger  Awards  - Awards 
beyond  a certain  threshold, 
typically  $100,000  would  be 
paid  in  installments  over  a 
period  of  years.  PIAA  projects 
a 6 percent  savings  if  enacted. 

5.  Contingency  Fee  Limits  - 
Create  a sliding  scale  for  at- 
torney fees.  PIAA  projects  a 9 
percent  savings  from  this 
measure. 

6.  Shorten  Statute  of  Limitations 

This  would  have  three  major 
benefits: 

1)  Make  liability  more  predic- 

table for  carriers; 

2)  Faster  resolution  of  claims; 

3)  More  easily  defended  cases 
for  physicians. 


Public  Health  Policy  in  West 
Virginia 

In  the  spring  of 
1989,  in  an  attempt  to 
combat  the  rising  costs 
of  providing  health 
care  in  West  Virginia, 
Governor  Caperton 
signed  into  law  S.B.  576,  The  Om- 
nibus Healthcare  Act  of  1989. 

In  adopting  the  Act,  the  Legis- 
lature stated  that  it  intended  (18): 

“to  provide  a framework  within 
which  the  departments  and  divi- 
sions of  state  government  can 
cooperate  to  effect  cost  savings 
for  the  provisions  of  health  care 
services  and  the  payment  thereof. 
It  is  the  purpose  of  the  legislation 
to  encourage  the  long-term,  well- 
planned  development  of  fair, 
equitable  and  cost-effective 
systems  for  all  health  care  pro- 
viders paid  or  reimbursed  by  the 
Public  Employees  Insurance 
Agency,  the  state  Medicaid  pro- 
gram, the  Workers  Compensation 
Fund  or  the  Division  of 
Rehabilitation  Services.” 

One  of  the  major  provisions  of 
the  bill,  and  one  West  Virginia 
physicians  found  troublesome, 
was  the  setting  of  conditions  for 
provider  participation  in  state-run 
health  programs,  e.g.,  the  Public 
Employees  Insurance  Agency 
(PEIA),  Workers  Compensation, 
and  Medicaid.  Concerns  were  in 
three  main  areas: 

1.  Take  one,  take  all  - Except 
in  instances  involving  life- 
threatening  medical 
emergencies,  a health  care 
provider  (as  defined  in  the 
statute)  agreeing  to  deliver 
health  care  services  to  any 
beneficiary  of  a state  health 
care  program  shall  be  deem- 
ed to  have  agreed  to  provide 
health  care  services  to 
beneficiaries  of  all  state  pro- 
grams. 

2.  15  percent  Medicaid  Pa- 
tients - At  least  15  percent 
of  the  total  number  of  pa- 
tients treated  by  any  health 
care  provider  must  be 
Medicaid  recipients. 

3.  Non-PPO  Providers  - Physi- 
cians not  enrolled  in  the  state- 
covered  PPO  but  wishing  to  ac- 
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cept  as  patients  those 
covered  by  the  state  health 
plans  will  have  their  fees 
capped  at  110  percent  of  the 
current  PPO  contractual  rate. 

West  Virginia  physicians  resented 
the  “take  one,  take  all”  mandate, 
knowing  they  were  already  pro- 
viding a large  amount  of  indigent 
services.  Some,  consequently, 
decided  not  to  participate  in  any 
state  health  program.  This  unex- 
pectedly set  off  a political  confron- 
tation between  physicians  and  West 
Virginia  schoolteachers  who  are 
covered  under  a state  health  plan 
and  who  would  lose  services  from 
physicians  not  choosing  to  partici- 
pate under  the  bill’s  conditions.  The 
situation  has  since  been  clarified 
and  organizations  are  beginning  to 
realize  that  the  problem  is  directly 
tied  to  excessive  liability  costs. 

The  West  Virginia  Medical 
Association  has  formally  noted  its 
concerns  with  S.B.576.  These  points 
are  summarized  in  the  following  (13): 

1.  The  state  administration  missed 
specific  deadlines  required  by 
the  law  thus  causing  confusion 
among  the  health  care  com- 
munity. 

2.  The  signing  of  a contract  bet- 
ween the  Public  Employees  In- 
surance Agency  (PEIA) and  a 
medical  association  organized 
preferred  provider  organization 
(PMCN)  was  a major  ac- 
complishment; but  it  will  be 
many  months  before  this  agree- 
ment can  be  evaluated  in 
regard  to  its  effectiveness  or 
workability. 

3.  Instead  of  improving  access  to 
care,  S.B.576  has  caused  a large 
number  of  physicians  to  leave 
West  Virginia. 

4.  The  economic  impact  of 
revenue  lost  from  departing 
physician  practices  will  be 
devastating,  affecting  thousands 
of  health  care  related  jobs. 

5.  Physicians  are  disturbed  over 
terms  of  the  bill  and  methods 
used  in  its  enactment. 

In  response  to  what  the  West 
Virginia  Medical  Association  has 
referred  to  as  a “Health  Care 
Crisis,”  its  leadership  has  pro- 
posed a number  of  solutions 
and  recommendations  for  im- 
proving the  situation  (10): 


( i -wnstead  of  improving 
JL  access  to  care.  S.B. 
576  has  caused  a large 
number  of  physicians  to 
leave  West  Virginia,  y y 


1.  The  immediate  repeal  of  the 
“take  one,  take  all,”  and  the 
mandatory  15  percent  Medicaid 
provisions  of  S.B.576.  More- 
over, to  find  an  acceptable  solu- 
tion to  the  problems  of  un- 
compensated care  and  the 
uninsured,  all  factors  that  con- 
tribute to  the  spiraling  cost  of 
health  care  must  be  considered. 

2.  The  formation  of  a Legislative 
Commission  involving  the 
health  care  community,  state 
government  officials  and  West 
Virginia  citizens  which  will 
have  the  responsibility  to 
recommend  specific  actions 
needed  to  solve  the  problem  of 
inadequate  access  to  care  and 
to  improve  the  health  care  en- 
vironment in  the  state.  The 
commission  is  to  consider 
mechanisms  enacted  in  other 
states  which  attempt  to  assure 
access  to  essential  medical  care 
and  cost  effective  use  of 
medical  resources. 

3.  Because  liability  costs  make  the 
state  unattractive  to  other 
business,  as  well  as  the  health 
care  industry,  two  general  tort 
reforms  should  be  immediately 
enacted  to  provide  improve- 
ment: 

a)  Eliminate  collateral  source 
rule  (presently,  the  disclosure 
of  collateral  sources  in  court 
is  not  allowed); 

b)  Reduce  caps  on  awards  for 
non-economic  damage;  e.g., 
awards  for  pain  and  suffering 
(present  caps  are  at  SI  million). 

4.  The  West  Virginia  Medical 
Association  endorsed  legislative 
agenda  should  receive  serious 
consideration.  The  major 
policy  components  of  this  are: 

a)  The  creation  of  an  environ- 
ment that  encourages  physi- 
cians to  practice  in  West 
Virginia; 


b)  Promotion  of  healthier 
habits  among  the  citizens  of 
the  state; 

c)  The  enactment  of  reform 
measures  to  correct  some  of 
the  high  costs  of  doing 
business  in  the  state. 

Pursuant  to  the  aforementioned, 
the  West  Virginia  Medical  Associa- 
tion’s spring  legislative  agenda  is 
summarized  as  follows: 

1.  Two  (2)  tort  reform  measures 
should  be  enacted  into  law  that 
are  applicable  to  all  types  of 
liability: 

a)  Collateral  source  should  be 
considered  in  all  liability 
awards; 

b)  Punitive  damages  should  be 
removed. 

2.  Four  tort  reform  measures 
should  be  enacted  into  law 
that  are  applicable  to  only 
medical  liability: 

a)  A cap  on  pain  and  suffering 
should  be  lowered  to 
$250,000; 

b)  A change  in  the  statute  of 
limitations; 

c)  Before  filing,  all  claims  must 
be  reviewed  for  merit; 

d)  Settlements  should  be  struc- 
tured. 

3.  The  state  should  provide 
liability  insurance  for  qualified 
physicians  providing  medical 
services  to  indigents. 

4.  The  state  should  provide 
liability  insurance  for  qualified 
physicians  providing  medical 
services  to  Medicaid  patients. 

5.  Automobile  seatbelt  usage 
should  be  mandatory. 

6.  Legislation  should  be  enacted 
which  regulates  the  usage  of 
“All-Terrain  Vehicles.” 

7.  Legislation  to  assure  that  im- 
paired physicians  seeking  treat- 
ment and  rehabilitation  are  not 
discouraged  from  these  efforts 
by  public  exposure. 

8.  AMA  Hearing  Loss  Standards 
should  be  applied  to 
Workman’s  Compensation 
Claims. 

9.  There  should  be  uniform  pre- 
admission standards  to  health 
care  facilities. 
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Legislative  Recommendations 

The  following  strategies  should 
prove  effective  in  enacting  legisla- 
tion to  halt  the  rise  in  the  cost  of 
malpractice  insurance: 

ONE:  Inform  and  unite  West 
Virginia  physicians  concerning  pro- 
blems of  liability  and  the  need  for 
tort  reform.  Pursuant  to  this,  the 
following  measures  should  be  taken: 
A.  Develop  and  implement  an  opi- 
nion survey  of  physicians  to  deter- 
mine their  concerns  regarding  the 
practice  of  medicine  in  West 
Virginia. 

TWO:  Initiate  a task  force 
enlisting  the  participation  of  the 
state  bar  association  to  address  the 
critical  issues  of  liability. 

THREE:  Finance  a public  opinion 
survey  on  perceptions  concerning 
general  liability,  medical,  malprac- 
tice, and  the  quality  of  health  ser- 
vices in  the  state.  Follow  with  a 
media  campaign  to  influence  public 
sentiment  toward  needed  reforms. 

FOUR:  Expand  lobbying  efforts 
to  include  grass  roots  contacts  with 
legislators. 

FIVE:  Reconsider  physician  own- 
ed and  operated  independent  in- 
surance corporations. 

SIX:  Advocate  and  publicize  man- 
datory practice  standards  for  West 
Virginia  physicians. 

Tort  Reform: 

I.  Pretrial  Screening 

II.  The  Periodic  Payment  of  Large 
Awards 

III.  Limitations  on  Contingency  Fees 

IV.  Eliminate  Collateral  Source  Rule 

V.  Shortened  Statute  of  Limitations 


i i ooperation  between 
\^j  the  State  Bar 
Association  and  the  West 
Virginia  Medical  Associa- 
tion and  improved  quality 
assurance  measures  will 
benefit  the  public  good 
and  enhance  the  delivery 
of  health  care  services,  y y 


Conclusion 

The  need  for  tort  reform  to 
moderate  all  forms  of  liability  costs 
has  gained  national  attention  and 
has  now  become  an  important 
public  issue  in  West  Virginia. 

Physicians'  fears  of  medical  liabili- 
ty result  in  inflated  costs.  A suc- 
cessful reform  movement  will  re- 
quire support  by  an  organized,  well- 
financed,  and  well-informed  coali- 
tion. A medical  community  not 
unified  on  the  issue  of  reform  pro- 
vides little  reason  for  other 
organizations  to  support  such  a 
coalition.  Cooperation  between  the 
State  Bar  Association  and  the  West 
Virginia  Medical  Association  and  im- 
proved quality  assurance  measures 
will  benefit  the  public  good  and 
enhance  the  delivery  of  health  care 
services. 

Successful  reform  efforts  will  be 
those  seen  as  beneficial  to  all.  The 
need  for  reform  must  be  perceived 
as  a common  problem.  Such  an 
achievement  requires  dedication  and 
commitment.  Reforms  ensuing  from 
these  efforts  wall  augment  economic 


stability  and  growth,  permit  affor- 
dable, accessible  health  care,  and  en- 
courage new  physicians  to  make 
West  Virginia  their  home. 
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Sometimes  Being  Sure  Of 
Yourself  Just  Isn't  Enough. 


Investing  Our  People 
In  Your  Future. 


McDonougli 

Capertor 

Insurance 

Group 

7IR 


You  know  you  are  a 
good  doctor,  you've 
worked  hard  to  get 
where  you  are  but 
sometimes  being  sure 
of  yourself  just  isn't 
enough... 


McDonough  Capertoi 
professionals  are 
dedicated  to  our  clien 
and  their  future.  It's  a 
investment  on  both  o 
parts  and  a trust  we 
cherish.  McDonough 
Caperton,  insurance 
advisor  to  the  West 
Virginia  State  Medica 
Association  — 
committed  to  people. 
Dedicated 
to  excellence. 


Corporate  Headquarters  One  Hillcrest  Drive,  P.O.  Box  1551,Charleston,  WV  25326-1551,  Telephone.  (304)  346-0611  Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  North  Carolina,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


Just  What  the  Doctor  Ordered! 


You  can  boost  efficiency  and  cash  flow  with  the  POST+ 
Medical  Accounts  Receivable  Package.  As  a health 
care  provider,  you  know  the  importance  of  organized  health 
care  records-and  you're  aware  of  the  time  and  effort  it  takes  to 
keep  them  in  order.  Now  POST+  can  make  that  job  simpler, 
more  efficient,  and  more  profitable  with  features  like: 

• Hardware  and  Software  from  ONE  Reliable  Source 

• Comprehensive  Accounts  Receivable  System 

• Two-Way  Telecommunication  of  Insurance  Claims 

• On-Site  Training/Conversion  Support 

• Outstanding  Service/Monthly  Maintenance 

• Ongoing  Software  Enhancements 

Call  POST+  today.  When  you  see  what  our  system  can  do, 
you'll  agree  that  the  POST+  Accounts  Receivable 
Package  is  the  perfect  prescription  for  your  practice. 


PROVIDER  OFFICE  SERVICES  & TELECOMMUNICATIONS,  INC. 

200  Kanawha  Boulevard,  East  • Charleston,  West  Virginia  25323 
Call  toll-free  from  anywhere  in  West  Virginia:  1 -800-358-POST 

Endorsed  by  Blue  Cross  and  Blue  Shield  of  West  Virginia,  Inc. 


William  C Morgan,  Jr.,  M.D.,  Inc. 

Diplomate.  American  Board  of  Otolaryngology 
Fellow.  American  College  of  Surgeons 


OTOLOGY:  DISEASES  & SURGERY  OF  THE  EAR 


William  C Morgan,  Jr.,  M.D. 

Otologist 

Forensic  Otology 
Compensation  Evaluation 
Hearing  Conservation 


St.  Francis  Medical  Plaza 
Suite  602 
331  Laidlev  Street 
Charleston,  WV  25301 

304-345-7100 


Cynthia  K.  Zcntz,  M.S.,  CCC-A 
Audiologist 

Complete  Audiological  Services 
Hearing  Aid  Dispensing  & Service 
Assistive  Listening  Devices 
Electronystagmography 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 

Call  l-800-USAA.RMYext.431  today. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


Because  safety 

cannot  be  taken  for  granted 

in  H 2-antagonist  therapy 
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Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 


■ Heals  duodenal  ulcer 
rapidly  and  effectively4-5 


■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(750  mg  b.i.d.  is  also  available) 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 


AXID 

nizatidine  capsules 

Brief  Summary  Consult  the  package  literature  tor  complete 
Information. 

Indications  and  Usage:  t . Active  duodenal  ulcer- for  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2 Maintenance  therapy  -for  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H?-receptor  antagonists. 
Precautions:  General -1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests  -False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis . Mutagenesis,  Impairment  of  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaftin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genebc  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C — Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactabng  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients-Heatmq  rates  in  elderly  pabents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions:  Clinical  dials  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo- controlled  dials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizabdine,  Lilly) 


Wepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevabon  ( >500 IU/L)  in  SGOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significanby  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine -Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a pabent 
treated  with  nizabdine  and  another  Hrreceptor  antagonisl  This  pabent 
had  previously  expenenced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental- Sweating  and  urticaria  were  reported  significanby 
more  frequenby  in  nizabdine-  than  in  placebo-treated  pabents  Rash  and 
exfoliabve  dermabbs  were  also  reported. 

Hypersensitivity- As  with  other  Hr receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  bus  class  has  been  observed,  Hrreceptor 
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Immediate  reconstruction  of  head 
and  neck  defects  due  to  various 
causes  is  required  to  restore  struc- 
ture, function,  and  appearance.  The 
pectoralis  major  myocutaneous 
flap  (PMMF)  is  the  ideal  reconstruc- 
tive tissue  for  its  accessibility,  ver- 
satility, reliability,  and  cosmeticity. 
This  paper  reports  a 10-year  ex- 
perience on  the  use  of  the  PMMF 
for  restoration  of  extensive  head 
and  neck  defects. 

Enormous  defects  of  the  head  and 
neck  region  generally  ensue  from 
extensive  radical  surgery,  severe 
trauma  and  congenital  defects.  Im- 
mediate reconstruction  with  tissue 
flap  is  mandated  to  restore  anatomy, 
function  and  cosmesis  in  a one-step 
fashion. 

An  ideal  tissue  flap  should  be  ac- 
cessible, abundant,  reliable,  versatile, 
durable,  simple  and  cosmetic.  The 
pectoralis  major  myocutaneous  flap 
(PMMF)  fulfills  such  criteria.  Ariyan 
(1),  in  1978  demonstrated  a definite 
segmental  vascular  pedicle,  the  pec- 
toral branch  of  the  thoracoacromial 
artery,  that  supplies  the  PMMF 
(Figure  1).  Subsequently,  Ariyan  (2) 
reported  the  versatility  of  PMMF  in 
reconstruction  of  head  and  neck 
surgical  defects.  Other  authors  also 
had  described  the  efficacy  of  PMMF 
in  head  and  neck  surgery  (3),  (4),  (5). 

Materials  and  Methods 

Between  1980  and  1990,  75 
selected  head  and  neck  defects  were 


Figure  1.  Schema  of  pectoral  branch  of 
thoracoacromial  artery  supplying  PMMF. 


reconstructed  using  the  PMMF  in  a 
one-stage  procedure.  There  wrere  60 
men  and  15  women  whose  ages 
ranged  from  2 years  to  90  years. 

Of  these  cases,  70  were  due  to  ex- 
tensive head  and  neck  surgery,  four 
from  severe  trauma  and  one  con- 
genital defect. 

Harvesting  of  PMMF 

Following  the  xiphoid-acromial 
line,  the  skin  overlying  the  PMMF 
vascular  pedicle  is  marked.  The  pec- 
toralis major  muscle  is  excised  with 
the  desired  skin  paddle,  transported, 
and  tunneled  under  the  cervical 
skin  bridge  or  the  open  neck  to 
reconstruct  the  particular  defect. 


To  recontour  anterior  mandibular 
defects,  and  at  the  same  time  to  line 
raw  surfaces  of  the  floor  of  the 
mouth,  a segment  of  rib  is  incor- 
porated with  the  PMMF  (Figures  2, 

3,  4,  5). 

To  reach  defects  on  the  temple 
and  craniofacial  area,  the  PMMF 
vascular  pedicle  is  lengthened  by 
severing  the  lateral  thoracic  artery. 
The  donor  site  defect  is  repaired 
under  tension  by  primary  reapprox- 
imation of  the  skin  edges  after  ex- 
tensive undermining. 

A cricopharyngeal  myotomy  is 
done  on  patients  who  had  PMMF 
reconstruction  of  intraoral  or 
hypopharyngeal  defects,  since  exten- 
sive anatomical  alteration  can  result 
in  cricopharyngeal  dysfunction  (up- 
per pharyngeal  dysphagia)  (6).  All 
patients  receive  intraoperative  broad 
spectrum  intravenous  antibiotics. 

Results 

Reconstruction  with  PMMF  was 
successful  in  90  percent  of  the 
cases.  There  were  nine  instances  of 
complications  related  to  PMMF  that 
are  listed  in  Table  1.  All  complica- 
tions were  managed  successfully. 

The  disadvantages  of  PMMF  are  that 
it  is  bulky,  pendulous,  and  hairy  and 
it  may  disfigure  breasts  and  conceal 
early  recurrences  (7). 

Discussion 

The  PMMF  is  reliable  because  it 
has  a definite  vascular  pedicle,  abun- 
dant area  (300  cm2),  and  length; 
therefore,  it  can  be  designed  and 
transferred  to  fit  the  extent  and 
location  of  head  and  neck  defects 
(8).  It  is  a one-stage  flap  procedure 
that  does  not  create  another  defect 
at  its  donor  site.  Its  alleged  bulk- 
iness and  pendulousity  have  not 
been  a problem  in  most  cases  ex- 
cept for  repairing  huge  intraoral 
defects  and  craniofacial  areas  where 
necrosis  of  the  PMMF  is  more  immi- 
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Figure  2.  Plain  radiograph  of  mandibular 
adenocarcinoma 


Figure  3.  Outline  of  PMMF  with  incor- 
porated rib. 


nent.  Partial  atrophy  of  the  PMMF 
was  observed  six  weeks  post- 
operatively;  thereafter,  swallowing 
also  had  improved,  especially  in 
those  patients  who  had  resurfacing 
of  the  intraoral  cavity  or  reconstruc- 
tion of  the  hypopharynx  or  cervical 
esophagus. 

Due  to  its  bulk,  the  PMMF  is  suffi- 
cient for  rebuilding  the  floor  of  the 
mouth  and  resected  anterior  or 
horizontal  mandible  without 
necessarily  incorporating  a rib  seg- 
ment (9).  Seven  patients  who  under- 
went such  a procedure  had  ex- 
cellent postoperative  contour  and 
function.  A strip  of  muscle  tissue 
usually  accompanies  the  PMMF 
vascular  pedicle  not  only  as  a pro- 
tective pad  but  also  to  cover  the 
carotid  artery,  especially  in  irradiated 
patients,  on  its  route  to  the  oral 
cavity  or  pharyngoesophageal 
region. 

In  severe  avulsive  trauma  (i.e. 
shotgun)  to  the  head  and  neck 
region,  the  PMMF  is  an  invaluable 
reconstructive  tissue  due  to  its 
resistance  to  infection  (10).  In  spite 
of  wound  infection,  the  PMMF  re- 
mained viable  in  three  of  our  pa- 
tients. Properly  harvested  PMMF  and 
correct  primary  repair  of  the  donor 
site  create  minimum  deformity  of 
the  breast  (11)  (Figures  6,  7,  8). 

In  extended  mediastinal  dissection 
for  laryngectomy  stomal  recurrence, 
the  PMMF  provides  an  excellent 
tissue  flap  for  reconstruction  of 
chest  tracheal  stoma,  protection  of 
the  mediastinal  structures,  and 


reduction  of  postoperative  morbidi- 
ty and  mortality  (12). 

In  recent  years  the  PMMF  has 
been  the  workhorse  for  head  and 
neck  reconstruction.  Its  versatility, 
reliability,  durability,  cosmeticity, 
and  single-stage  flap  has  enhanced 
the  magnitude  of  head  and  neck 
resection,  adding  sophistication  to 
head  and  neck  reconstruction  and 
minimizing  the  disfigurement  in- 
herent in  most  radical  head  and 
neck  procedures.  The  pectoralis 
major  muscle  with  a quilted  skin 
graft  can  also  be  used  as  a 
reconstructive  tissue  (13). 

Summary 

The  PMMF  is  a reliable,  versatile, 
and  effective  tissue  flap  for  head 
and  neck  reconstruction  and  wound 
salvage.  Complications  related  to 
PMMF  are  predisposed  by 
preoperative  chemotherapy  (14)  or 
radiotherapy  (15)  and  by  the 
magnitude  and  distance  of  head  and 
neck  defects. 

Attention  to  precise  surgical 
dissection,  proper  tissue  handling, 
meticulous  hemostasis,  effective 
drainage,  and  correct  mobilization 
of  the  PMMF  vascular  pedicle  and 
team  approach  should  be  observed 
to  reduce  serious  postoperative 
complications. 
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Figure  4.  PMMF  with  rib  in  place  of  resected  mandible  and  floor 
of  mouth. 


Figure  5.  Postoperative  appearance  of  reconstructed  mandible 
with  PMMF  and  rib. 
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TABLE  1 

Complications  Related  to  PMMF 

COMPLICATIONS 

NUMBER 

MANAGEMENT 

RESULTS 

Wound  abscess 

3 

Drainage,  irrigation, 
antibiotics 

Resolved  in 
2 weeks 

Complete  skin 
necrosis 

2 

Debridement,  skin 
grafting 

Resolved  in 
2 weeks 

Partial  flap 
necrosis 

2 

Debridement 

Resolved 
secondary 
epithelializ- 
ation  6 weeks 

Esophageal  flstulae 

2 

Debridement, 
irrigation, 
Tube  feeding 

Resolved  in 
2 months 

Figure  6.  Hemiglossectomy  with  hemimaadibulectomy  for  squamous  cell  carcinoma  and 
outline  of  PMMF. 
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Figure  7.  PMMF  mobilized  to  repair  intraoral  defect  and  recon- 
tour mandible. 


Figure  8.  Two  months  after  PMMF  repair  of  oral  cavity  and  recon- 
touring of  mandible. 
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Lymphadenopathy  is  commonly 
found  in  sick  children  and  the 
cause  of  the  enlarged  nodes  is 
usually  evident.  However,  lym- 
phadenopathy of  a prolonged  dura- 
tion or  with  larger  than  anticipated 
nodes  often  presents  a diagnostic 
dilemma. 

Knowledge  of  the  normal  pattern 
of  lymph  node  size  in  children  and 
the  mechanisms  of  lymphadenopathy 
are  prerequisites  to  approaching  the 
diagnosis.  Historical  and  physical 
clues  help  to  guide  the  diagnostic 
evaluation  and  may  indicate  the 
need  for  certain  laboratory  tests,  a 
trial  of  antibiotics,  immediate  biop- 
sy, or  simply  close  observation. 

If  a biopsy  is  performed,  com- 
prehensive evaluation  of  the  lymph 
node  is  critical  to  the  diagnosis  and 
subsequent  treatment.  Although 
most  children  with  peripheral 
adenopathy  have  reactive 
hyperplasia  of  unknown  etiology,  it 
is  important  to  monitor  children 
with  persistent  lymphadenopathy 
until  a diagnosis  is  made  or  the 
adenopathy  resolves. 

Lymphadenopathy  is  commonly 
found  in  sick  children  and  the  basis 
for  the  enlarged  lymph  nodes  is 
usually  evident.  The  most  frequent 
site  of  lymphadenopathy  is  the  cer- 
vical region  and  the  most  likely 
etiology  is  a viral  or  bacterial  infec- 
tion of  the  upper  respiratory  tract. 

Within  one-two  weeks  of  resolu- 
tion of  the  infection,  the  lymph 
nodes  will  usually  return  to  normal 
size.  However,  because  of  the 
association  of  malignancy  with 
enlarged  lymph  nodes,  the  child 
with  lymphadenopathy  of  a pro 


longed  duration  or  with  larger  than 
anticipated  nodes,  will  often  come 
to  the  attention  of  the  pediatric 
hematologist/oncologist . Although 
lymphadenopathy  without 
associated  abnormalities  is  an  un- 
common presentation  of  cancer  in 
children  (with  a few  specific  excep- 
tions), differentiating  serious  and/or 
treatable  illness  from  benign  causes 
of  lymph  node  enlargement  is  an 
important,  albeit  difficult,  process. 


( i A Ithough  most  child- 
/I  ren  with 
peripheral  adenopathy 
have  reactive  hyperplasia 
of  unknown  etiology,  it  is 
important  to  monitor 
children  with  persistent 
lymphadenopathy  until  a 
diagnosis  is  made  or  the 
adenopathy  resolves,  y y 


Lymph  Nodes  in  Normal 
Children 

Most  children  normally  have 
palpable  lymph  nodes,  but  the  age 
of  the  child  and  the  location  of  the 
lymph  node  region  influence  the 
prevalence  of  palpable  nodes.  (1)  As 
a rule,  lymph  nodes  are  not 
palpable  in  neonates,  and  they 
steadily  increase  in  size  until  age  6-8 
years,  and  then  decrease  through 
puberty  until  the  normal  adult  pat- 
tern is  seen.  Under  age  12  years, 
lymph  nodes  are  universally  felt  in 
the  cervical,  axillary,  and  inguinal 
regions,  while  nodes  in  the 
supraclavicular  or  epitrochlear 
regions  should  never  be  considered 
normal. 


Mechanisms  of 
Lymphadenopathy 

The  three  mechanisms  of  lymph 
node  enlargement  are:  1)  normal 
proliferation  of  lymphocytes  in 
response  to  antigenic  stimulation  or 
a malignant  expansion  of  an  abnor- 
mal lymphoid  clone;  2)  benign  or 
malignant  proliferation  of 
histiocytes;  and  3)  invasion/infiltra- 
tion by  extrinsic  cells,  such  as 
neutrophils  or  metastatic  neoplastic 
cells.  (2)  With  antigen-induced 
stimulation,  children  will  react  to 
almost  any  stimulus  with  a more 
rapid  and  exuberant  response  than 
adults. 

Historical  and  Physical  Clues 

A good  history  and  physical  ex- 
amination are  essential  in  the  evalua- 
tion of  the  child  with  lym- 
phadenopathy Important  historical 
clues  include  fever,  weight  loss, 
night  sweats,  pruritus,  symptoms  of 
localized  infection/inflammation,  ex- 
posure to  cats  or  other  animals,  ex- 
posure to  tuberculosis,  history  of 
transfusions,  ingestion  of  un- 
pasteurized milk,  and  travel  history. 

The  physical  characteristics  of  the 
abnormal  node  may  help  to  indicate 
the  underlying  pathology.  Most 
enlarged  lymph  nodes  (regardless  of 
etiology)  are  described  as  firm  or 
“rubbery”  and  discrete.  The  “rock- 
hard”  lymph  node  characteristically 
seen  in  adults  with  metastatic  car- 
cinoma is  rarely  seen  in  children, 
but  equally  concerning  when  found. 
Lymph  nodes  that  are  no  longer 
discrete  (i.e.  "matted”)  or  fixed  to 
tissues  suggest  granulomatous  in- 
flammation or  neoplasia.  Signs  of  in- 
flammation (erythema,  tenderness) 
are  seen  in  lymphadenitis  and  in- 
dicate an  infectious  etiology.  Ex- 
quisite tenderness  is  not  present  in 
most  malignant  processes  involving 
lymph  nodes,  but  it  should  be  em- 
phasized that  tenderness  has  been 
noted  with  all  causes  of 
lymphadenopathy. 
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Etiology 

In  general,  localized  adenopathy 
can  be  explained  by  infection  or  in- 
flammation within  the  drainage  area 
of  the  nodal  group  involved  (2)(6). 
Generalized  adenopathy  is  most 
often  due  to  reactive  hyperplasia 
with  a viral  etiology  likely  (especial- 
ly EBV,  CMV,  toxoplasmosis,  and,  in 
high-risk  groups,  HIV).  A partial  list 
of  the  causes  of  generalized  lym- 
phadenopathy  is  presented  in  the 
Table. 

Special  mention  must  be  made  of 
lymphadenopathy  of  the  neck,  since 
this  is  the  most  common  site  of 
lymphadenopathy,  both  acute  and 
prolonged.  Acute  cervical 
adenopathy  is  almost  always  infec- 
tious in  origin  with  B-hemolytic 
streptococcus  and  staphlococcus 
aureus  accounting  for  well  over  50 
percent  of  the  pathogens  recovered 
(3). 

Although  reactive  hyperplasia  is 
the  most  likely  finding  in  prolonged 
cervical  adenopathy,  in  a recent 
series  of  239  children  with 
idiopathic  lymphadenopathy,  24  of 
the  31  cases  of  neoplasm  (77  per- 
cent) were  found  in  the  neck  (4). 


TABLE 

Some  Causes  of  Generalized 
Lymphadenopathy  in  Children 


I.  Infections 

EBV  CMV 

Toxoplasmosis  HIV 

Exanthems  (eg.  rubella)  Bacterial 

Fungal  (eg.  Histoplasmosis)  (eg.  TB) 

II.  Neoplasms 
Leukemia 
Lymphoma 

III.  Histiocytoses 
Langerhans  cell 
Reactive 
Malignant 

IV.  Autoimmune  Diseases 
Juvenile  rheumatoid  arthritis 
Systemic  lupus  erythematosus 
Serum  sickness 

V Storage  Diseases 
Gaucher’s  disease 
Niemann-Pick  disease 

VI.  Drug  Reaction 

Phenytoin  (‘'pseudolymphoma”) 

VII  Miscellaneous 
Sarcoidosis 

Angioimmunoblastic  lymphadenopathy 
Chronic  lymphadenopathy  with  immune 
cytopenias 


The  supraclavicular  and  lower  neck 
nodes  are  especially  suspect  with  13 
of  23  biopsies  revealing  malignancy 
and  11  of  the  13  were  found  to  have 
Hodgkin’s  disease. 

Besides  infectious  and  neoplastic 
etiologies  of  cervical  adenopathy, 
other  disorders  to  consider  are 
Kawasaki’s  disease,  cat  scratch 
disease,  and  the  histiocytoses.  Ab- 
normalities in  the  cervical  region 
that  may  mimic  enlarged  nodes  in- 
clude branchial  cleft  cyst, 
thyroglossal  duct  cyst,  cystic 
hygroma,  enlarged  parotid  or  sub- 
mandibular gland  from  infection  or 
inflammation,  and  cervical  rib  (5). 


Management 

If  the  etiology  of  the  adenopathy 
is  apparent  following  history  and 
physical  examination,  then  disease 
specific  management  should  be  in- 
stituted as  shown  in  the  Figure.  If  a 
specific  diagnosis  is  not  evident 
following  history  and  physical  ex- 
amination, then  a CBC,  chest  x-ray, 
and  a PPD  skin  test  should  be  per- 
formed. Serologic  tests  for  EBV, 
CMV,  toxoplasmosis  or  histo- 
plasmosis, as  well  as  appropriate 
bacteriologic  cultures  may  help  to 
define  the  etiology. 

Children  at  high  risk  for  serious 
disease  (e.g.  those  with  a history  of 


FIGURE 

Guidelines  for  the  Management  of  Lymphadenopathy  in  Children 
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unexplained  fever  or  weight  loss, 
supraclavicular  adenopathy  or  nodes 
that  are  matted,  fixed  to  tissues,  or 
“rock-hard”  should  proceed  to  biopsy. 
If  there  is  suspicion  of  bacterial 
adenitis,  a ten-day  course  of  antibi- 
otics with  strep,  and  staph,  coverage 
(e.g.  dicloxacillin)  is  indicated. 

All  patients  not  undergoing  im- 
mediate biopsy  should  be  rechecked 
in  two  weeks.  If  at  the  follow-up 
visit  the  lymph  nodes  have  increas- 
ed in  size  and  the  diagnosis  is  still 
not  apparent,  then  biopsy  is  in- 
dicated. For  those  patients  with  per- 
sistent, but  not  increasing  adeno- 
pathy, follow-up  at  two-week  inter- 
vals is  suggested.  If  the  child  re- 
mains asymptomatic,  yet  the  nodes 
have  not  started  to  regress  by  four- 
six  weeks,  then  a biopsy  should 
be  performed.  If  normal  lymph 
node  size  has  not  been  reached  by 
three  months,  then  biopsy  is  recom- 
mended. 


If  a lymph  node  biopsy  is  to  be 
performed,  it  is  important  to  consult 
the  pathologist  prior  to  surgery.  The 
pathologist  will  need  fresh  (not  in 
formalin)  sterile  tissue  to  adequately 
render  a diagnosis.  Evaluation  of  the 
lymph  node  includes  routine  H&E 
plus  special  stains,  culture  for 
bacteria,  fungi,  and  mycobacteria, 
flow  cytometry  for  T-  and  B-cell 
enumeration  and  analysis,  and 
possibly  electron  microscopy. 

Since  subsequent  treatment  is  often 
determined  by  the  results  of  the 
above  studies,  complete  pathologic 
evaluation  if  necessary. 

Although  reports  of  biopsy  ex- 
perience in  children  with  peripheral 
adenopathy  indicate  that  the  majori- 
ty will  have  reactive  hyperplasia  of 
unknown  etiology,  it  is  important  to 
continue  to  monitor  children  after  a 
negative  biopsy  if  there  is  persistent 
adenopathy.  Approximately  17-25 
percent  of  patients  with  non- 


diagnostic biopsies  have  been  found 
to  eventually  develop  a serious, 
potentially  lethal,  disease  (6).  A se- 
cond biopsy  is  warranted  if  signs  or 
symptoms  are  suggestive. 
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What  a Meeting! 


The  West  Virginia  State  Medical  Association  Officers  and  Staff  would  like  to 
thank  the  participants  of  the  WVSMA  123rd  Annual  Meeting  in  White  Sulphur 
Springs.  Your  commitment  strengthens  our  Association  and  is  vital  to  its  future. 
Your  part  in  assuring  the  meeting’s  success  is  sincerely  appreciated. 


President’s  Page 


Just  The  Facts,  Mam 


Jack  Webb  created  Dragnet,  the 
television  show,  a decade  or  so 
ago,  in  which  he  played  a no- 
nonsense  police  detective  named 
Sergeant  Friday. 

During  his  various  investigations 
into  homicide  and  mayhem  he  ques- 
tioned many  witnesses  to  crimes. 
Cutting  through  the  fog  of 
embellishment  and  imagination  he 
would  exclaim,  “Just  the  facts,  Mam, 
just  the  facts.” 

In  a perfect  world  all  facts  lead  to 
correct  conclusions.  In  our  less  than 
perfect  world  of  assumptions  and 
preconceptions,  conclusions  are 
often  reached  prior  to  the  gathering 
of  facts.  A hurried  search  is  then 
undertaken  to  find  and  select  facts 
that  seem  to  justify  the  conclusion. 

It  is  unfortunate  that  people  do  this 
so  often  or  so  quickly.  Faulty 
reasoning,  uncritical  thinking, 
preconceptions  and  jumping  to  con- 
clusions are  conditions  that  affect 
many  of  us.  It  is  something  that 
physicians  guard  against  because  of 
the  possible  devastating  conse- 
quences to  the  patient. 

Sadly  for  West  Virginians,  a bill 
was  passed  a year  ago  called  SB-576. 
This  bill,  the  Omnibus  Health  Care 
Act,  seems  based  upon  faulty 
assumptions  and  preconceptions.  Its 
creators  appeared  convinced  that 
physicians  were  causing  the  increas- 
ing health  costs  in  West  Virginia. 
Beyond  this  they  made  wrong 
assumptions  that  physicians  would 
not  respond  to  the  needs  of  the 
poor  or  medically  indigent. 


Physician  fees,  including  lab  and 
x-ray  for  the  fiscal  year  prior  to 
SB-576,  accounted  for  only  26  per- 
cent of  the  total  dollar  outlay  of  the 
Public  Employees  Insurance  Agency 
(PEIA).  Can  great  savings  be 
reasonably  expected  from  a portion 
that  costs  26  percent? 

A recent  newspaper  article  stated 
that  for  the  fiscal  year  which  ended 
June  1990,  PEIA  had  exceeded  its 
budget  by  40  to  50  million  dollars. 
Director  Sally  Richardson  was 
quoted  as  saying  that  costs  for 
physicians  services  increased  by  0.5 
percent  for  that  same  period.  Physi- 
cians accounted  for  only  $200,000 
out  of  the  $40,000,000  shortfall.  So 
much  for  the  assumption  that  physi- 
cians were  the  cause  of  health  care 
costs. 

Where  did  all  the  millions  of  the 
budget  shortfall  go?  A reasonable 
question  to  the  creators  of  SB-576. 
Just  the  facts,  guys,  just  the  facts. 

Recently,  a not  too  highly 
publicized  survey  was  made  by  the 
state.  This  was  to  test  the  assump- 
tion that  Medicaid  recipients  were 
poorly  treated  by  physicians  on 
both  a personal  and  on  a profes- 
sional basis. 

This  survey  was  sent  to  5,000  ran- 
domly selected  Medicaid 
beneficiaries.  The  phenomenal 
return  of  47  percent  or  2,343  of  the 
surveys  was  thoroughly  analyzed. 
One  question  “Do  you  have  a 
regular  family  doctor?”  was 
answered  yes  by  73-71  percent  of 
the  respondents.  The  analyst  said 
this  was  surprisingly  large. 


In  addition,  some  91.47  percent 
said  that  they  never  or  seldom  have 
been  refused  medical  care.  The 
analyst  stated,  “The  responses  to 
this  item  on  the  survey  indicated 
that  Medicaid  recipients  do  indeed 
have  access  to  medical  care  to  a 
much  greater  extent  than  would 
have  been  expected.” 

The  analyst  was  also  suprised  to 
find  positive  results  to  the  other 
questions  they  asked  on  the  survey. 
For  example,  82.8  percent  of  the 
people  surveyed  said  they  never  or 
only  sometimes  have  to  wait  a long 
time  to  get  an  appointment. 

Another  80.02  percent  said  they 
never  or  only  sometimes  have  long 
waits  in  the  waiting  room  before  be- 
ing seen  and  75.76  percent  reported 
they  are  always  treated  with  respect 
at  their  doctor’s  office  or  clinic.  So 
much  for  the  assumptions  of  the 
creators  of  SB-576! 

Just  so  there  is  no  question  about 
physician  instincts,  this  survey  w'as 
done  prior  to  any  implementation 
of  the  “take-one,  take-all”  portion  of 
the  law'.  It  is  unfortunate  that  the 
above  facts  show'  that  the  authors  of 
SB-576  may  have  allowed  false 
assumptions  and  preconceptions  to 
lead  them  to  jump  to  wrong  conclu- 
sions. That’s  a shame  but  it’s  a fact. 

I hope  you  will  pass  it  on. 

Watch  the  Journal  and  Wesgram 
for  more  facts  to  pass  on! 

— Michael  M.  Stump,  M.D. 
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A New  Role 
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Doctors  have  a problem,  all  right. 
A serious  one.  And  maybe  a unique 
one. 

We  are  too  good  at  what  we  do 
and  the  things  we  do  are  so  attrac- 
tive and  desirable  that  the  demand 
for  them  is  practically  infinite.  The 
problem  could  force  us  into  a new 
role. 

The  part  that  makes  all  this  a pro- 
blem is  that  what  we  do  costs 
money.  The  more  things  we  do  and 
the  better  we  do  them  the  more  at- 
tractive and  desirable,  but  unfor- 
tunately the  more  costly  our  ser- 
vices become. 

Other  service  industries  don’t 
have  such  a problem.  Plumbers,  for 
instance,  can  come  and  fix  the 
bathroom  and  not  worry  about  the 
leaky  faucet  in  the  kitchen.  Of 
course,  that  is  all  decided  before  the 
plumber’s  truck  arrives  in  your 
driveway.  It  is  written  down  on  a 
work  order.  The  same  might  apply 
in  buying  new  tires  for  your  car  . . . 
order  two  tires  and  that’s  what  you 
get  . . . even  though  the  other  two 
have  no  remaining  tread. 


Now,  it  goes  without  saying  that  a 
set  of  tires  is  just  a set  of  tires 
unless  you  order  a set  for  In- 
dianapolis 500  competition.  And 
although  you  could  order  something 
gold-plated  in  the  plumbing  line, 
most  of  the  critical  material  is  now 
plastic.  When  it  comes  to  the 
human  body,  however,  everything 
that  goes  in  or  on  is  competition- 
grade,  gold-plated,  nothing  less  than 
the  best  even  for  otherwise  worn 
out,  broken  down  wrecks. 

Although  many  popular  recrea- 
tional pursuits  or  the  current  use  of 
tobacco,  alcohol  and  drugs  by  the 
populus  might  lead  a casual 
observer  from  some  alien  planet  to 
another  conclusion,  it  is  true  that 
most,  if  not  all  of  us,  are  willing  to 
spend  more  on  the  upkeep  or  repair 
of  our  bodies  than  on  any 
possession. 

These  factors  and  a few  other 
related  ones,  such  as  that  we  are 
now  doing  things  no  dreamed  possi- 
ble 20  years  ago  and  we  are  now 
keeping  people  alive,  vigorous  and 
and  healthy  who  in  other  times 


at  a similar  age  would  have  been 
just  memories,  add  up  to  15  percent 
yearly  increases  in  medical  care 
costs. 

There  is  new  hope,  however,  that 
this  number  will  be  reduced. 
Government  and  third  party  payors 
are  almost  daily  devising  new  ways 
to  keep  us  from  doing  those  added 
and  expensive  things  which  have 
been  driving  the  costs  up.  There 
will  have  to  be  some  sacrifices  of 
course,  but  what  patriotic  American 
would  be  unwilling  to  bring  that 
frightening  number  down? 

We  are  getting  into  an  age  when, 
perhaps,  a work  order  for  medical 
care  will  be  the  accepted  procedure. 
That  is  certainly  the  direction  in 
which  we  are  heading. 

It  will  be  easier  for  us  once  we 
learn  to  accept  the  new  role  . . . 
just  do  the  job,  go  home,  have  a 
beer,  light  up  the  grill  and  check 
the  TV  Guide  for  the  evening’s 
activities. 

Stephen  D.  Ward,  M.D. 


Our  Readers  Speak 
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This  Is  Still  the  United  States  of  America 


I read  with  keen  interest  the  arti- 
cle entitled  “Coffin  Nails  for 
Medicine”  that  appeared  in  the  July 
1990  edition  of  the  West  Virginia 
Medical  Journal.  While  I agree  with 
the  sentiment  of  the  article,  I am 
not  as  pessimistic  as  I was  in  the 
past  regarding  the  future  of 
medicine  in  West  Virginia.  Please  let 
me  explain. 

I do  not  participate  with  the  in- 
surance plans  of  the  state  of  West 


Virginia  as  set  up  subsequent  to  the 
passage  of  the  Omnibus  Health  Care 
Act  of  1989.  However,  I still  see 
numerous  patients  that  are  insured 
by  the  state.  Please  let  me  explain 
how  I was  able  to  do  this. 

First  of  all,  this  is  still  the  United 
States  of  America  and  if  a patient 
wishes  to  see  a doctor  and  the  doc- 
tor wishes  to  see  the  patient,  there 
is  absolutely  no  way  that  any  agency 
whether  it  be  state  or  federal,  can 


prevent  this  from  happening. 
Reimbursement  is  another  matter. 

I am  not  talking  about  that  at 
this  time. 

When  the  Omnibus  Health  Care 
Act  of  1989  was  passed  in  April,  I 
read  the  bill  and  in  the  next  month, 
informed  all  of  my  patients  with 
state  insurance  that  I could  no 
longer  participate  with  the  state  of 
West  Virginia  insurance  plans.  I did 
not  wait  for  the  sword  of  Damacles 
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to  fall.  I took  out  of  my  own  sword 
and  fought  back. 

1 wrote  a letter  to  Sally  Richard- 
son and  David  Lambert  informing 
them  that  I would  no  longer  par- 
ticipate with  the  state  of  West 
Virginia  insurance  plans,  but  also 
stating  my  right,  1 repeat  my  right, 
to  continue  to  treat  state-insured  pa- 
tients if  they  wished  to  continue  to 
see  me.  David  Lambert  wrote  to  me 
and  told  me  that  I could  not  do 
this,  but  then  I wrote  back  and 
again  demanded  my  right  as  an 
American  citizen,  to  have  the 
freedom  to  practice  my  profession, 
as  long  as  both  the  patient  and  I 
understood  we  would  be  doing  it 
outside  of  the  purview  of  the  state 
of  West  Virginia  insurance  plans; 
that  is,  I would  not  seek  reimburse- 
ment from  the  state,  nor  would  the 
patient. 

Mr.  Lambert,  who  by  the  way  is 
an  attorney,  finally  agreed  that  what 
I stated  was  correct,  but  that  I and 
the  patient  would  have  to  sign  a 
waiver,*  stating  that  neither  the  pa- 
tient nor  the  doctor  would  receive 
reimbursement  from  the  state.  1 cer- 
tainly had  no  trouble  signing  this 
waiver  and  neither  did  the  vast  ma- 


jority of  my  patients  who  I had 
been  treating  and  who  were 
satisfied  with  my  care.  In  fact,  when 
I explained  the  content  of  the  Om- 
nibus Health  Care  Act  of  1989,  most 
of  my  patients  were  horrified  and 
not  only  more  than  willing  to  sign 
the  waiver,  but  wanted  to  know 
what  they  could  do  to  get  this  crazy 
bill  repealed. 

At  any  rate,  1 am  still  seeing  these 
patients  and  there  is  no  way  legally 
that  the  state  can  stop  me  from 
doing  so.  I disagree  with  the  state- 
ment in  the  article  “Coffin  Nails  for 
Medicine”  where  it  states  that  the 
patient  could  not  see  a non- 
participating doctor  “even  if  (they) 
wanted  to  pay  for  it  out  of  (their) 
own  pocket!” 

Physicians  in  West  Virginia  need 
to  stand  up  and  be  counted.  We 
need  to  tell  the  State  of  West 
Virginia  that  what  they  are  doing  is 
unfair  and,  quite  frankly,  smacks  of 
tyranny  and  oppression.  I cannot 
force  the  state  of  West  Virginia  to 
pay  for  the  medical  care  of  my  pa- 
tients, but  what  I can  do  is  force 
the  state  of  West  Virginia  to 
acknowledge  that  this  is  still  the 
United  States  of  America  and  physi- 


cians should  be  treated  with  respect 
and  should  not  be  regulated  to  a se- 
cond or  third  class  citizen  status 
simply  because  we  practice 
medicine. 

We  all  can  make  a difference; 
however,  we  have  to  do  it  by  work- 
ing through  our  individual  patients. 
Working  through  the  legislators  has 
proven  to  be  less  than  ideal  to  say 
the  least.  I think  we  need  more 
grass  root  support.  We  need  to  be 
more  political  in  our  offices  and  to 
stand  up  for  our  rights.  This  is  a 
perfect  time  to  be  political  since 
many  of  our  colleagues  are  leaving 
the  state.  We  should  point  this  out 
to  our  patients. 

We  should  be  very  vocal  in  our 
community  and  civic  groups  and,  if 
necessary,  write  letters  to  our  local 
papers  showing  exactly  what  the 
Omnibus  Health  Care  Act  of  1989 
has  meant  to  the  state  thus  far. 

Thank  you. 

Sincerely, 

Thomas  J.  Romano,  M.D., 
Ph.D.,  FACP 

*This  waiver  is  available  from  David  P. 
Lambert,  General  Counsel,  Public  Employees 
Insurance  Agency,  Capitol  Complex,  Building 
5,  10th  Floor,  Charleston,  WV  25305.  His 
phone  number  is  348-7850. 


Talk  About  Prescriptions  Month 


Advances  in  new  drug  develop- 
ment and  the  expanded  use  of 
prescription  medicines  to  maintain 
health  and  treat  disease  have  in- 
creased the  need  for  patients  to  use 
their  medicines  safely  and  effective- 
ly. As  our  medicines  become  more 
sophisticated,  American  consumers 
need  to  become  more 
knowledgeable  about  their  use. 

This  October  the  National  Council 
on  Patient  Information  and  Educa- 
tion (NCPIE)  is  sponsoring  the  5th 
“Talk  About  Prescriptions”  Month  to 
help  the  art  of  medication  counsel- 
ing keep  pace  with  the  science  of 


drug  development.  Our  theme  is 
“Break  the  Rx  Silence  Barrier”  and 
we  urge  health  care  professionals 
and  patients  to  communicate  effec- 
tively whenever  medicines  are 
prescribed  or  dispensed. 

The  misuse  of  prescription 
medicines  is  America’s  other  drug 
problem.  Your  readers  can  help 
combat  this  problem  by  par- 
ticipating in  this  important  health 
observance. 

Join  with  thousands  of  organiza- 
tions to  sponsor  activities  this  Oc- 
tober and  beyond.  NCPIE  offers  a 
free  Talk  About  Prescriptions 


Month  planning  guide  filled  with 
helpful  articles,  how-to  ideas, 
reproductible  handouts,  a three- 
color  full-size  poster,  and  camera- 
ready  artwork. 

To  receive  a free  copy  of  the 
Talk  About  Prescriptions  Month 
guide  write  to:  National  Council  on 
Patient  Information  and  Education, 
666  Eleventh  Street,  NW,  Suite  810, 
Washington,  D.C.  20001. 

Sincerely, 

Paul  G.  Rogers 

Chairman 

National  Council  on  Patient 

Information  and  Education 
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. . . patient  receivables  too  high  ? 

. . . know  the  amount  of  your  receivables  ? 

. . . experiencing  staff  turnover  ? 

. . . turmoil  in  your  office  ? 

. . . using  written  office  procedures  ? 

Arnett  & Foster's  MEDICAL  PRACTICE  MANAGEMENT  GROUP  is  experienced 
in  petforming  medical  practice  management  reviews. 

We  will  review  your  office  operations  and  issue  a written  report  with  recomended 
improvements. 

Devote  the  attention  to  your  practice  that  you  give  your  patients  . . . Call  one 
of  the  members  of  our  MEDICAL  PRACTICE  MANAGEMENT  GROUP. 


Medical  Practice  Management  Group 
500  Lee  Street,  P.  O.  Box  2629 
Charleston,West  Virginia  25329 

Steve  Barthelmess 


Arnett  & Foster 

(304)  346-0441 
1-800-642-3601 


BiU  McKee 
Steve  Robey 
Lane  Ellis 

flreo  Clihhv 


The  Laser  Surgery  Center 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 
Randall  P.  Weyrich,  M.D. 

Eye-Ear-Nose-Throat 

John  A.  B.  Holt,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 

Cosmetic  Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 


General  News 


Harvard  Professor,  Former  Baseball  Star  To  Speak 
at  Family  Practice,  Sports  Medicine  Conference 


The  West  Virginia  Chapter  of  the 
American  Academy  of  Family  Physi- 
cians 4th  Annual  Family  Practice 
Weekend  and  Sports  Medicine  Con- 
ference will  feature  14  areas  of 
discussion  at  this  year’s  meeting 
which  will  be  held  at  the  Radisson 
Hotel  in  Huntington  from 
November  30-December  2. 


The  main  medical  topics  that  will 
be  addressed  are  cardiovascular  hor- 
monal replacement,  breast  disease, 
osteoporosis,  contraception,  car- 
diovascular disease,  diabetes,  drug 
abuse,  gallstones,  asthma,  hyperten- 
sion, arthritis,  pain  management  and 
sports  medicine.  The  conference  is 
sponsored  by  the  Family  Medicine 


Foundation  of  West  Virginia,  the 
Marshall  University  Department  of 
Family  Medicine  and  Community 
Health,  and  the  Division  of  Sports 
Medicine  of  the  Marshall  University 
School  of  Medicine. 

Special  Highlights 

Jim  “Catfish”  Hunter,  the  former 
American  League  pitching  star  who 
was  elected  to  the  Baseball  Hall  of 
Fame  in  1987,  will  speak  to  con- 
ference participants  on  Friday, 
November  30  at  1 p.m.  In  addition 
on  Friday,  Catfish  will  be  the  special 
guest  at  an  indoor  tailgate  fundraiser 
for  the  Family  Medicine  Foundation 
of  West  Virginia,  at  Robby’s  in 
downtown  Huntington  from  5:15 
p.m.  to  8:15  p.m. 

The  first  100  students/guests  who 
are  members  of  the  Family  Practice 
Club  and  their  guests  may  attend 
this  event  free  of  charge.  Additional 
guests  of  students  or  other  in- 
terested participants  may  purchase 


Thyroid  Disease,  Medical  Controversies,  Trauma 
Management  Among  Topics  at  Mid-Winter  Meeting 


“Update  on  Thyroid  Disease,”  is 
the  title  of  the  First  Scientific  Session 
of  the  West  Virginia  State  Medical 
Association’s  24th  Mid-Winter 
Clinical  Conference  which  will  be 
held  January  25-27  at  the  Holiday 
Inn-Charleston  House  in  Charleston. 

This  year’s  conference  will  feature 
four  scientific  sessions,  as  well  as  in- 
formational meetings  for  physicians 
and  the  public.  In  addition  to  the 
opening  discussion  on  thyroid 
disease  on  Friday  afternoon,  January 
25,  the  Second  Scientific  Session  is 
“Controversies  in  Medicine.”  This 
panel  is  scheduled  for  Saturday  mor- 
ning and  will  take  a look  at  new 
methods  of  treatment  versus  the 
conventional  surgeries  and  pro- 


cedures commonly  used  for  gall 
bladders,  back  problems  and  carotid 
bruits. 

On  Saturday  morning,  the  Third 
Scientific  Session  will  feature  a 
discussion  of  “Trauma  Manage- 
ment” with  four  presentations  and 
the  final  session  on  Sunday  morn- 
ing will  feature  an  update  on  AIDS, 
fibrinolytic  therapy,  electrophysi- 
ology and  transplantation. 

WVSMA  President  Michael  Stump 
will  moderate  a panel  discussion  on 
“The  Rationing  of  Care,”  for  the 
Physician  Session  on  Friday  evening, 
January  25.  Panelists  will  include 
Tauna  Willis-Miller,  secretary  of  the 
West  Virginia  Department  of  Health 
and  Human  Services,  and  Sally 


Richardson,  Director  of  the  Public 
Employees  Insurance  Agency. 

Concurrently  on  Friday  evening, 
a Public  Session  will  be  held  on  the 
subject  of  “Adolescent  Sexual 
Behavior:  Problems  and  Solutions,” 
which  will  be  moderated  by  William 
N.  Cunningham,  M.D.  Addressing 
this  subject  on  a state  basis  will  be 
Allen  M.  Chamberlain,  M.D.,  of 
Huntington,  and  Richard  P.  Keeling, 
M.D.,  the  director  of  student  health 
for  the  University  of  Virginia  in 
Charlottesville,  will  offer  a national 
perspective  of  this  problem. 

Please  wratch  for  more  informa- 
tion about  the  Mid-Winter  Clinical 
Conference  in  upcoming  issues  of 
the  Journal. 
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tickets  for  $20  at  the  registration 
desk  or  by  calling  Betty  Adkins 
696-7046. 

Another  special  event  at  the  con- 
ference will  be  held  on  Thursday, 
November  29  at  8 p.m.,  when  par- 
ticipants will  be  given  free  instruc- 
tion by  Sports  Medicine  personnel 
from  Marshall  University  on  how  to 
perform  knee  and  shoulder  exams. 

Guest  Faculty 

Nineteen  other  out-of-state  faculty 
members  will  be  presenting  lectures 
at  the  conference  including  Martin 
C.  Carry,  M.D.,  of  Harvard  Universi- 
ty and  Terri  Aagaard,  M.D.,  an 
emergency  physician  at  Pioneer 
Valley  Hospital  in  Salt  Lake  City, 

Utah.  Dr.  Carry’s  topic  will  be 
“Management  of  Patients  with 
Gallstones,”  and  Dr.  Aagaard  subject 
is  “Women’s  Sports  Injuries.” 

William  Sale,  M.D.,  an  orthopedic 
surgeon  from  Charleston,  Shannon 
Snodgrass,  P.T.,  from  the  Charleston 
Area  Medical  Center  and  Terry 
Shepherd,  Ph.D.,  of  the  department 
of  Physical  Therapy  at  Marshall 
University  are  the  faculty  members 
from  West  Virginia  speaking  during 
the  conference.  These  three  faculty 
members  are  participating  in  a panel 
discussion  moderated  by  James  Kyle, 
M.D.,  clinical  assistant  professor  at 
Marshall  University  and  medical 
director  of  the  Sports  Medicine 
Department  at  St.  Joseph’s  Hospital. 

The  meeting  is  approved  for  17 
A.A.F.P.  prescribed  hours  and  by  the 
AMA  for  17  hours  Category  I toward 
the  Physicians  Recognition  Award  in 
Continuing  Education.  AOA  credit 
toward  Category  2-A  for  17  hours  is 
also  approved. 


NIH  Issues  4 
New  Panel  Reports 

The  National  Institutes  of  Health 
recently  printed  consensus  develop- 
ment statements  on  “The  Treatment 
of  Sleep  Disorders  of  Older  People,” 
“Surgery  for  Epilepsy,”  “Adjuvant 
Therapy  for  Patients  with  Colon  and 
Rectal  Cancer,”  and  “Noise  and 
Hearing  Loss.” 

(' Continued  on  page  412) 


Breast,  Cervical  Cancer  Mortality 
Prevention  Act  Becomes  Law 


President  Bush  signed  into  law 
the  Breast  and  Cervical  Cancer  Mor- 
tality Prevention  Act  on  August  10. 
This  legislation,  H.R.  4790,  is 
designed  to  ensure  that  methods  of 
early  detection  of  breast  and  cer- 
vical cancer  are  both  available  and 
affordable  for  all  women. 

H.R.  4790  creates  a new  grant 
program  to  assist  states  in  carrying 
out  activities  to  detect  and  control 
breast  and  cervical  cancer.  The  bill 
authorizes  $50  million  in  FY  1991 
and  “such  sums  as  may  be 
necessary”  in  FYs  1992  and  1993  for 
these  grants.  President  Bush’s  FY 
1991  budget  contained  $4.9  million 
for  these  activities. 

The  states  would  use  the  grant 
funds  to: 

• screen  women  for  breast  and  cer- 
vical cancer  using  mammograms, 
Pap  smears,  and  physical 
examinations; 

• provide  appropriate  referrals  for 
medical  treatment  when  screening 
indicates  such  treatment  is 
necessary; 


• develop  and  disseminate  public 
information  and  education  pro- 
grams for  the  prevention  and  con- 
trol of  breast  and  cervical  cancer; 
and 

• improve  the  education,  training, 
and  skills  of  health  professionals 
who  provide  breast  and  cervical 
cancer  screening  services. 

To  receive  funds,  states  would  be 
required  to  meet  certain  conditions, 
including: 

• matching  $1  for  each  $3  of 
federal  funds  provided; 

• providing  free  services  to  women 
with  incomes  below  the  federal 
poverty  level  and  setting  sliding- 
scale  fees  for  women  with  in- 
comes above  the  poverty  level; 

• providing  screening  and  referral 
services  on  a statewide  basis;  and 

• establishing  specified  quality- 
assurance  standards,  including 
standards  for  laboratory  techni- 
cians and  others  who  interpret 
the  mammograms  and  Pap 
smears. 


American  Academy  of  Dermatology,  Inc. 

Skin  Cancer  Fact  Sheet 


• One  in  seven  Americans  will 
develop  skin  cancer. 

• This  number  is  growing  by  3.4 
percent  per  year. 

• One  in  every  three  new  cancers  is 
a skin  cancer. 

• Over  600,000  new  cases  of  skin 
cancer  will  be  diagnosed  in  the 
United  States  this  year.*  * 

• About  80  percent  of  those  will  be 
basal  cell  carcinoma  (400,000  to 
480,000  cases). 

• Squamous  cell  carcinomas  is  the 
second-most  serious  form  of  skin 
cancer,  causing  2,500  deaths  this 
year  in  the  U.S. 

• Both  types  of  skin  cancer  have  a 
95  percent  cure  rate  if  detected 
and  treated  early  enough. 

• A newborn  in  the  U.S.  has  a 
lifetime  risk  of  one  in  120  of 


developing  malignant  melanoma, 
a 1,500  percent  increase  since 
1935. 

• One  in  90  could  develop  this 
sometimes  fatal  disease  by  the 
year  2000  if  it  continues  to  in- 
crease at  the  present  rate. 

• There  will  be  27,600  new  cases  of 
malignant  melanoma  in  1990.  Of 
that  group,  25  percent  will  be  39 
or  younger. 

• 6,000  deaths  were  attributed  to 
malignant  melanoma  in  1989. 

That  number  is  expected  to  in- 
crease to  6,300  in  1990. 

• 75  percent  of  all  skin  cancer 
deaths  are  from  malignant 
melanoma. 

• One  serious  childhood  or  adoles- 
cent sunburn  doubles  the  chances 
of  developing  skin  cancer, 
especially  melanoma. 


* * In  1978,  there  were  500,000  new  cases  reported.  This  is  a gross  underestimation  for  1990. 
The  number  of  office  visits  for  non-melanoma  skin  cancers  increased  by  more  than  50  per- 
cent in  the  past  decade,  while  the  overall  increase  in  office  visits  was  only  11  percent. 
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Hal  Wanger  Family  Medicine  Conference  Scheduled 


The  16th  Annual  Hal  Wanger 
Family  Medicine  Conference,  which 
will  be  held  at  the  West  Virginia 
University  Health  Sciences  Center  in 
Morgantown  from  October  25-27, 
will  examine  a broad  spectrum  of 
topics  and  present  current  ap- 
proaches on  issues  involving  health 
care  for  children  and  adults. 

The  two-and-a-half  day  program 
will  feature  26  WVU  School  of 
Medicine  professors  and  is  designed 
to  give  participants  a better 
understanding  of  common  and 
unusual  problems  encountered  in 
day-to-day  practice,  the  use  of  new 
technology  in  the  care  and  transport 
of  the  critically  ill  and  injured,  and 
the  role  of  the  family  physician 
practicing  obstetrics. 

Robert  M.  DAlessandri,  M.D., 
dean  of  the  WVU  School  of 
Medicine  will  provide  the  opening 
remarks  for  the  conference  at  8:55 
a.m.  on  Thursday,  October  25,  and 
then  James  E.  Brick,  M.D.,  will 
discuss  “Chronic  Fatigue  Syndrome.” 
The  other  presentations  during  the 
morning  session  will  be  “TMJ  Syn- 
drome,” “Implications  of  Cartoid 
and  Femoral  Bruits,”  and  "After  the 
Child  Is  Battered.” 

Following  lunch  on  Thursday, 
Charles  D.  Ponte,  Pharm.D.,  will 
speak  on  “Farewell  to  Digitalis.” 


Rural  Health  Care 
Subject  of  Meeting 

A series  of  intensive  solution 
oriented  sessions  entitled  “The  Rural 
Health  Care  Crisis:  Options  for  West 
Virginia”  is  scheduled  for  September 
23-24  at  the  WVU  Health  Sciences 
Center  in  Morgantown. 

The  conference  is  designed  to 
build  on  dialogue  that  began  at  last 
year’s  meeting  and  will  feature 
health  care  professionals,  educators, 
government  leaders  and  other  con- 
cerned West  Virginians.  Topics  to  be 
discussed  include  the  education  of 
health  professionals,  children’s 
health,  special  problems  of  the 
elderly,  mental  health,  health  care 
financing,  disease  prevention  and 
economic  development. 

To  register,  contact  the  WVU 
School  of  Medicine  at  293-3460. 


Three  more  presentations,  “Advances 
in  Psychopharmacology,”  “The  Pre- 
Operative  Exam,”  and  “What  Do 
You  Mean,  Double  Vision?”  are 
scheduled  for  the  afternoon  session. 
At  7 p.m.,  the  conference  will  con- 
tinue with  six  lectures  pertaining  to 
“Obstetrics  for  the  Family  Physi- 
cian.” 

The  first  speaker  for  Friday, 
William  D.  Rose,  M.D.,  will  talk  at  8 
a.m.  on  the  subject  of  “Aero-Medical 
Transport:  Past,  Present  and  Future.” 
The  other  presentations  on  Friday 
morning  and  afternoon  will  be: 
“Diagnostic  Pediatric  Cardiology,” 
“The  Panic  Disorder  Syndrome,” 
“Lung  Anatomy  and  Physiology,” 
“Current  Asthma  Treatment  Pro- 
tocols,” “The  Patient  with  Aspiration 
Pneumonia,”  “So  You’re  Thinking  of 
Starting  a Family,”  and  “Throm- 
bolytic Therapy  for  the  Acute  MI.” 

Saturday’s  session  will  begin  at 
8:15  a.m.,  with  William  D.  Ramsey, 
M.D.,  discussing  “Management  of 
Gunshot  Wounds.”  At  9:15  a.m., 

Julio  Hochberg,  M.D.,  will  speak  on 
“Rehabilitative  Plastic  Surgery  and 
following  a break,  the  conference 
will  proceed  at  10:15  a.m.  with  the 
lecture  “Why  Stress  Management?” 
by  John  R.  Vanin,  M.D.  The  meeting 
will  conclude  with  a lecture  by  An- 
thony G.  DiBartolomeo,  M.D.,  on 
the  subject  of  “Myalgia  vs.  Myositis.” 


Health  Access 
America  Update 

A patient  brochure  that  explains 
the  Health  Access  America  proposal 
is  now  available  in  a camera-ready 
slick.  Medical  societies  or  individual 
physicians  can  add  their  name  and 
reprint  the  brochure  in  quantity. 

The  one-color  piece  is  appropriate 
for  use  in  physicians’  offices. 

Also  available  is  a pocket  card  that 
summarizes  the  proposal’s  16  points 
and  five  new  print  ads  in  camera- 
ready  form  for  insertion  in 
newspapers. 

To  order  these  items,  write 
Health  Access  America,  515  N.  State 
St.,  Chicago,  1L  60610  or 
call  (312)  645-5491. 


Ll 


The  conference  is  sponsored  by 
the  West  Virginia  Chapter  of  the 
American  Academy  of  Family  Physi- 
cians and  the  Department  of  Family 
Medicine  of  the  WVU  School  of 
Medicine.  The  Office  of  Continuing 
Medical  Education  certifies  that  this 
conference  meets  criteria  for  17 
credit  hours  in  Category  I of  the 
Physicians  Recognition  Award  Pro- 
gram of  the  American  Medical 
Association.  The  meeting  has  also 
been  approved  for  1.7  continuing 
education  units. 

John  W.  Traubert,  M.D.,  associate 
dean  of  student  affairs  at  the  WVU 
School  of  Medicine,  is  the  course 
coordinator  for  the  conference.  To 
register,  please  use  the  form  which 
appears  on  the  following  page  or 
contact  the  Medical  Access  and 
Referral  Service  (MARS)  at 
1-800-982-6277  or  the  Office  of 
Continuing  Medical  Education  at 
293-3937. 


NIH  Issues  4 
New  Panel  Reports 

(Continued  from  page  411) 

These  reports  were  prepared  by  a 
panel  of  experts  who  attended  NIH 
conferences  on  each  of  these  sub- 
jects and  then  developed  recom- 
mendations and  conclusions. 

Free  single  copies  of  each  of 
these  reports  is  available  by  contac- 
ting William  H.  Hall,  Director  of 
Communications,  Office  of  Medical 
Applications  of  Research,  National 
Institutes  of  Health,  Building  1, 
Room  259,  Bethesda,  Md.,  20892. 

If  you  wish  to  distribute  multiple 
copies  of  any  of  these  reports, 
phone  Mr.  Hall  at  (301)  496-1143. 
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Sixteenth  Annual  Hal  Wanger  Family  Medicine  Conference 

October  25,  26,  27,  1990 

Registration  Form 


Registration— Enrollment  is  recommended  by  October  10,  1990 

Name:  

Address: 

City: 

Telephone  Number:  ( ) 

COURSE  FEES 

Physicians 

Thursday,  Friday,  Saturday  $160.00 

(includes  Saturday  parking,  continental  breakfasts 
and  lunches) 

Thursday/Friday  only  $120.00 

Other  Health  Professionals 

Thursday,  Friday,  Saturday  $ 75.00 

(includes  Saturday  parking,  continental  breakfasts 
and  lunches) 

WVU  Faculty,  Residents,  and  Students* 

Please  check  days  you  plan  to  attend 

Thursday  Friday Saturday  no  charge 

*There  is  an  $8.00  per  person  charge  for  lunch 
on  Saturday.  Please  pay  when  you  register. 

Additional  Saturday  Luncheon  Tickets  @ $ 8.00 

Football  Tickets  (Boston  College)— Limit  2 @ $ 17.00 

TOTAL  REMITTANCE  $ 

Credit  card  payment:  Please  charge  my VISA  MASTERCARD 

Please  include  card  number expiration  date 

Authorization  Signature 


State: Zip: 

SS  # - 


Please  make  check  payable  to:  West  Virginia  University  Foundation,  Inc. 

Mail  payment  with  this  form  to:  Office  of  Continuing  Medical  Education 

West  Virginia  University  School  of  Medicine 

1244  Health  Sciences  South 
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A delicate  balance. 


Everyone  is  a patient  at  one 
time  or  another. 

Vulnerable.. dependent 
upon  a nurse,  a physician,  a 
hospital.  That's  why  we 
take  our  part  in  providing 
Major  Medical,  Term  Life, 
and  Disability  Income 
coverage  seriously.  The  key 
is  to  balance  the  quality 
and  cost  of  healthcare 
practices.  At  McDonough 
Caperton,  we  take  it  upon 
ourselves  to  help 
physicians,  clinics,  and 
hospitals  strike  that 
delicate  balance. 

Call  Us.  1-800-344-5139 
Extension  708 


McDonough 

Caperton 

Insurance 

Group 

7IK 


Service 

is  the  cornerstone 
of  our  business. 


Corporate  Headquarters  One  Hillcrest  Drive,  East,  PO  Box  1 551, Charleston,  WV  25326- 1551,  Telephone.  (304)  346-0611  Fax  (304)347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 
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Poetry  Corner  y 


September 

6- 8 — Am.  Academy  of  Facial  Plastic  & 
Reconstructive  Surgery,  San  Diego. 

7 —  W.  Va.  Urological  Society,  Morgan- 
town. 

7-8 — Geriatrics:  Senior  Care  1990,  WVU 
Health  Sciences  Center,  Morgantown 

16-19 — Am.  College  of  Emergency  Physi- 
cians, San  Francisco. 

21-22 — Fifth  Annual  Endocurietherapy 
Symposium,  Ohio  State  University’s  Center 
for  Continuing  Education,  Columbus. 

23-24 — The  Rural  Health  Care  Crisis,  WVU 
Health  Sciences  Center,  Morgantown. 

October 

4- 7 — American  Society  of  Internal 
Medicine,  Beverly  Hills,  CA. 

5 —  Laser  Surgery  Workshop  (Eye  & Ear 
Clinic  of  Charleston,  Inc.  & Dept,  of 
Surgery,  WVU/Charleston  Division, 
Charleston. 

3-6— Joint  Southeast  and  Northeast  Con- 
ference on  Wellness,  National  Wellness  In- 
stitute, Alexandria,  Va. 

7-1 1 — Am.  Academy  of  Family  Physicians, 
Dallas. 


7-12 — Am.  College  of  Surgeons,  San 
Francisco. 

14-17 — Southern  Medical  Assoc., 
Nashville. 

19-20 — Ophthalmology  Clinical  Confer- 
ence (WVU  Dept,  of  Ophthalmology), 
Morgantown. 

25- 27 — 1 6th  Annual  Hal  Wanger  Family 
Practice  Conference,  WVU  School  of 
Medicine,  Morgantown. 

26- 3  1 — Am.  College  of  Gastroenterology, 
San  Francisco. 

28-Nov.  1 — Am  Academy  of  Ophthal- 
mology, Atlanta. 

31 -Nov.  2 — Governor’s  Conference  on 
Worksite  Wellness,  Charleston. 

3 1 -Nov.  4 — The  Office  Practice  of  Primary' 
Care  Medicine:  Common  Problems  and 
Practical  Solutions,  Coronado,  CA. 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  tbe  above 
meetings.  Call  (304)  925-0342. 


The  time  of  year  is  no  w here 
When  proud  parents  once  again 
Introduce  their  sons  and  daughters 
To  the  campus  stage. 

(Can  these  kids  be  college  age?) 

These  kids,  mom  and  dad, 

At  the  same  time  joyfid,  sad, 
Carrying  boxes  to  and  fro 
From  auto  trunk 
To  dormer  row, 

Put  on  smiling  faces 
As  they  inspect  the  places 
That  will  substitute  for  home. 

The  mood  is  bittersweet 
As  high  school  brother 
Walks  the  street 
With  older  sister, 

Who  looks  for  books 
Or  campus  clothes. 

Or  only  looks. 

As  mom  and  dad  and  brother,  too, 
Complete  the  work  they  came  to  do, 
College  daughter,  brave  and  free, 


Urges  family  to  leave 
So  the  unpacking  she  can  start. 
Time  that's  come  to  part 
Is  suddenly  heavy,  cold. 

And  youth,  minutes  before  so  bold, 
Feels  lump  and  tear, 

Those  parents  dear, 

(And  brother,  too,) 

Make  jokes  to  ease  the  aching 
Of  this  joyous,  sad  leave-taking. 

Another  college  year's  begun. 

And  be  it  cherished  daughter,  son, 
The  break  is  made. 

More  tears  and  heartaches,  too, 
There'll  be 

‘Ere  college  days  are  through. 

Time  alone  will  tell, 

Through  weeks  of  toil  and  days  of 
strife, 

How  well  these  offspring  are 
prepared 

To  play  the  real  game  of  life. 

Robert  L.  Smith,  M.D. 
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Continuing 

Education 

Programs 


Listed  to  the  right  are  the  conti- 
nuing medical  education  activities 
of  Marshall  University  and  West 
Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  August  1990. 

The  programs  are  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  director 
of  Continuing  Medical  Education; 
Brenda  McGregor,  WVU  outreach 
coordinator  of  Continuing  Medical 
Education;  Katharine  Terrie,  program 
manager,  WVU  Charleston  Division; 
and  Robin  Rector,  coordinator  of 
Continuing  Medical  Education, 
Charleston  Area  Medical  Center  (also 
in  charge  of  WVU  Charleston  Divi- 
sion on-campus  CME). 

This  schedule  is  presented  as  a 
convenience  for  physicians  in  plan- 
ing their  continuing  education  pro- 
gram. Other  national  and  state 
meetings  are  listed  in  the  Medical 
Meetings  Section  of  the  Journal. 

These  programs  are  tentative  and 
subject  to  change.  Weekly  con- 
ferences are  also  a held  on  the 
WVU  Morgantown,  Charleston  and 
Wheeling  campuses.  Further  infor- 
mation about  CME  activities  may  be 
obtained  by  calling  Dr.  Chick  at 
(304)  696-7018;  McGregor  (304) 
293-3937;  Terrie  (304)  347-1363;  and 
Rector  (304)  348-9580. 

WVU  CME  Conferences 

Sept.  7-8,  “Geriatrics:  Senior  Care 
1990”* 

Sept.  8-9,  “Anesthesia  Update”* 

Sept.  14-15,  Tri-State  Occupational 
Medical  Assoc.,  Oglebay 
Park,  Wheeling 

Sept.  22,  “On  the  Cutting  Edge  of 
AIDS”* 

Sept.  29,  “WVCare,”  Oglebay  Park, 
Wheeling + 

* Conference  is  in  Morgantown  in  conjunc- 
tion with  a football  game 

+ Conference  is  held  during  an  away  football 
game 


CAMC/WVU  Health  Sciences 

Center  - Charleston 

Sept.  10,  “Treatment  of  Early  Breast 
Cancer”  D.  Lawrence 
Wickerham,  M.D.  (Tele- 
conference) 

Sept.  13,  “Presentation  Skills,” 

Sam  Deep 

Sept.  14,  “Trauma  Seminar” 

Sept.  17,  “Pediatric  Update” 

Sept.  24,  “Evaluation  of  a Cyanotic 
Newborn,”  Stefan  Max- 
well, M.D. 

MU  CME  Conference 

Sept.  2-6,  “Panic  Disorders,” 

(Teleconference)  Sites  to 
be  announced 

CME  Outreach 
Programs 

Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (*)/WVU  Health 

Sciences  Center-Charleston  (A) 

(Check  locally  for 
additional  information) 


Fairmont,  ★ Fairmont  Clinic, 
September  19,  1 p m.  - “Diagnosis, 
Treatment  and  Management  of 
Chronic  Venous  Insufficiency,” 
Donald  E.  McDowell,  M.D. 

Gassaway,  □ Braxton  County  Mem- 
orial Hospital,  September  5,  6:30 
p.m.  - “Emergencies  with  Car- 
diovascular Disorders,”  Harold  Sel- 
inger,  M.D.  (A) 

Hurricane,  □ Putnam  General 
Hospital,  September  26,  8:30  a.m.  - 
“Diabetes  Update,”  Steve  Grubb, 
M.D.  (•) 

Logan,  □ Logan  General  Hospital, 
September  21,  11:30  a.m.  - “The  Use 
and  Abuse  of  Diazepines:  Atwan, 
Xanax,  etc.”  (•) 

Madison,  □ Boone  Memorial 
Hospital,  September  11,  6:30  p.m., 
(tba)  (A) 

Man,  □ Man  Appalachian  Regional 
Hospital,  September  18,  7 p.m.  - 
“General  Neurological  Update,” 
Constantino  Amores,  M.D.  (•) 


Oak  Hill,  □ Plateau  Medical  Center, 
September  13,  7 p.m.  (tba)  (A) 

Parkersburg,  ★ Camden  Clark 
Memorial  Hospital,  September  5,  7 
a.m.  - “Overdose  Management- 
Tricyclies,  Aspirin,  Tylenol,”  William 
Ramsey,  M.D. 

Parkersburg  ★ Camden  Clark 
Memorial  Hospital,  September  12,  7 
a.m.  - “Risk  Management  in  the 
Emergency  Department,”  Stephen 
Rector,  M.D. 

Parkersburg  ★ Camden  Clark 
Memorial  Hospital,  September  19, 
7:30  a.m.  - “Thyroid  Disorders,” 
Robert  Hoeldtke,  M.D. 

Parkersburg  ★ Camden  Clark 
Memorial  Hospital,  September  26,  7 
a.m.  - “Modern  Cataract  Surgery,” 
Judie  Charlton,  M.D. 

Point  Pleasant,  □ Pleasant  Valley 
Hospital,  September  27,  noon  - “Us- 
ing Lasers  in  Surgery”  Romeo  Y.  Lim, 
M.D.  (•) 

Ripley,  □ Jackson  General  Hospital, 
September  14,  noon  - “Laproscopic 
Lymph  Node  Disection,”  J.  P. 
Tierney,  M.D.  (•) 

Ronceverte,  □ Humana  Hospital 
Greenbrier  Valley,  September  19,  1 
p.m.  - “Update  on  the  Current  Treat- 
ment of  an  Acute  MI,”  Harold  Sel- 
inger,  M.D.  (•) 

Spencer,  □ Roane  General  Hospital, 
September  18,  12:30  p.m.  - “Laser 
Safety,”  Ned  Tiley,  M.D.  (•) 

Summersville,  □ Summersville 
Memorial  Hospital,  September  4,  6 
p.m.  - “Update  on  Kidney  Stones,” 
Julian  Espiritu,  M.D.  (A) 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  September  26,  11 
a.m.  - (tba)  (A) 

Weston,  ★ Stonewrall  Jackson 
Memorial  Hospital,  September  17, 
noon  - “Thrombolytic  Therapy  in 
Acute  Myocardial  Infarction” 

White  Sulphur  Springs,  □ Green- 
brier Clinic,  September  18,  4 p.m.  - 
(tba)  (A) 

Williamson,  □ Williamson  Memorial 
Hospital,  September  20,  6:30  p.m. 
(tba)  (A) 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon s is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  evept  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon'  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. . New  England  Journal  of  Medi- 
cine: 1 221 . November  12 , 1 981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  .,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27.2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


Americans  want 
more  information 
about  their 
medicines, 
but  aren’t  sure 
what  to  ask... 


Break 

theRx 

Silence  Barrier 

When  Medicine 
Is  Prescribed  or  Dispensed 
Be  Sure  To  Ask: 

s WHAT  THE  MEDICINE  IS 
SUPPOSED  TO  DO; 

^ HOW  AND  WHEN  TO  TAKE  IT. 

AND  FOR  HOW  LONG; 

✓ WHAT  TO  DO  IF  SIDE  EFFECTS  OCCUR; 

^ WHAT  FOODS,  DRINKS,  OTHER 
MEDICINES  OR  ACTIVITIES  SHOULD  BE 
AVOIDED  WHILE  TAKING  THE  MEDICINE; 

^ IS  THERE  WRITTEN  INFORMATION 
AVAILABLE  ABOUT  THE  MEDICINE? 

The  National  Council  on  Patient 
Information  and  Education 

6'6  11th  Street,  NW,  Suite  810 
Washington,  DC  20001 

TAL^^OUT 

PRESCRIPTIONS 


Health  Sciences 
Center  News 


yc 


West  Virginia 
University 


Compiled  from  material  furnished  by  the  Health 
Sciences  Center  News  Service,  Morgantown,  IT 
VA.  Health  Sciences  Center  News 


Cancer  Center, 
Laboratory  Dedicated 

The  West  Virginia  School  of 
Medicine  dedicated  the  Mary  Babb 
Randolph  Cancer  Center  and  the 
Robert  C.  Byrd  Cancer  Research 
Laboratory  on  August  1 1 . 

The  Mary  Babb  Randolph  Cancer 
Center,  named  in  honor  of  the  late 
wife  of  former  U.S.  Senator 
Jennings  Randolph,  operated  by  the 
WVU  School  of  Medicine,  is  intend- 
ed to  be  the  centerpiece  of  an  in- 
tegrated cancer  treatment,  research 
and  education  network  for  the  en- 
tire state  of  West  Virginia.  Cancer  is 
the  second  leading  cause  of  death  in 
West  Virginia  and  many  types  of 
cancer  are  found  to  occur  at  a rate 
of  far  above  the  national  average. 

Eleven  research  laboratories  on 
the  upper  two  levels  of  the  building 
have  been  collectively  named  the 
Robert  C.  Byrd  Cancer  Research 
Laboratory  in  honor  of  Senator 
Byrd’s  winning  of  federal  funding 
for  cancer  treatment  and  research  at 
WVU.  Cancer  treatment  studies  and 
protocols  at  the  Laboratory  are  part 
of  a national  cancer  research 
network. 

The  80,000-square-foot  building, 
which  opened  its  doors  to  patients 
earlier  this  year,  adjoins  the  WVU 
Health  Sciences  Building  and  is  con- 
nected to  Ruby  Memorial  Hospital 
by  an  underground  corridor.  The 
facility  provides  both  outpatient 
treatment  and  specialized  services  to 
cancer  patients  hospitalized  at  Ruby. 

The  construction  of  the  $15 
million  building  was  made  possible 
largely  as  a result  of  more  than  $13 
million  in  federal  appropriations  and 
contributions  by  the  state  of  West 
Virginia  as  well  as  private  donors. 
Much  of  the  continuing  work  is  be- 
ing funded  with  grants  from  the  Na- 
tional Cancer  Institute. 


Hedge  Named 
School  of  Medicine 
Associate  Dean 

George  A.  Hedge, 
Ph.D.,  has  been  named 
associate  dean  for 
research  and  graduate 
studies  of  the  School 
of  Medicine  at  West 
Virginia  University. 

Dr.  Hedge,  an  internationally 
known  researcher  in  the  area  of  en- 
docrine physiology,  has  been  chair 
of  the  department  of  physiology  in 
the  School  of  Medicine  since  1977. 

“George  Hedge  is  one  of  our 
foremost  researchers  as  well  as  a 
superb  administrator.”  Robert 
D’Alssandri,  M.D.,  dean  of  the  WVU 
School  of  Medicine  said.  “We  are 
very  fortunate  to  be  able  to  place 
responsibility  for  our  research  mis- 
sion in  his  hands.” 

Dr.  Hedge  is  co-author  of  a text- 
book on  endocrine  physiology,  and 
for  the  past  three  years  has  spent 
one  week  each  year  as  a visiting  lec- 
turer at  the  George  Washington 
University  Medical  Center. 

A graduate  of  the  University  of 
Missouri  and  Stanford  University, 

Dr.  Hedge  completed  a research 
fellowship  at  the  University  of 
Utrecht,  The  Netherlands,  before 
joining  the  faculty  of  the  College  of 
Medicine  at  the  Llniversity  of 
Arizona  in  1968.  He  was  a Fulbright 
Scholar  in  Sweden  in  1983-84  and 
the  following  year  was  named  the 
WVU  Van  Liere  Professor  of 
Physiology. 


Physicians  Group 
Funds  Fellowship 
Program 

A new  program  designed  to  help 
junior  faculty  members  in  the  arts 
and  humanities  develop  their 


research  and  creative  activities  is 
under  way  at  West  Virginia 
University. 

The  Radiological  Consultants 
Association  (RCA),  a group  of  North 
Central  West  Virginia  physicians 
who  specialize  in  radiology,  has 
funded  eight  Faculty  Development 
Summer  Fellowships  for  untenured 
faculty  members  in  the  arts  and 
humanities.  RCA  established  the 
fellowship  program  through  the 
WVU  Foundation,  Inc.,  with  an 
$80,000  pledge,  allocating  $40,000 
for  faculty  fellowships  and  $40,000 
to  support  student  activities. 

“Faculty  fellowship  grants  such 
as  those  provided  by  the  RCA  play 
an  indispensable  role  in  helping 
WVU  recruit,  encourage,  nurture 
and  retain  faculty  by  providing 
significant  opportunities  for  their 
continued  professional  develop- 
ment,” Dr.  Frank  Franz,  university 
vice  president  of  academic  affairs 
and  provost  said. 


WVU  Chemist 
Awarded  Largest 
ACS  Grant 

Chemistry  Professor  Plato 
Magriotis,  M.D.,  is  the  recipient  of  a 
$160,000  award  from  the  American 
Cancer  Society  (ACS). 

ACS  awarded  Dr.  Magriotis  the 
grant  to  conduct  research  in  syn- 
thetic antitumor  compounds  which 
may  be  used  in  future  chemo- 
therapy treatment  of  cancer.  This  is 
the  largest  individual  WVU  project 
to  be  given  such  an  award  from  the 
ACS. 

“The  object  of  this  research  is  the 
synthesis  of  compounds  as  potential 
antitumor  agents,”  Dr.  Magriotis 
said.  “Recently,  a few  enediyne 
compounds  were  isolated  and 
shown  to  have  high  antitumor  ac- 
tivity. We  are  trying  to  synthesize 
these  compounds  and  make  simpler 
compounds  which  are  as  effective 
as  the  original  ones.” 
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THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

and 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS  & SURGEONS 

OF  CHARLESTON,  INC. 


Robert  E.  O’Connor,  MD 
Romeo  Y.  Lim,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 


R.  Austin  Wallace,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 
John  A.  B.  Holt,  MD 


are  pleased  to  announce  the  association  of 


RANDALL  P.  WEYRICH,  MD 

Otolaryngology/Head  and  Neck  Surgery 
SPECIALIZING  IN 

Rhinoplasty,  Eyelid  Surgery,  Face  Lifts,  Breast  Augmentation  and  Liposuction  Surgery 


NOW  ACCEPTING  APPOINTMENTS 

304-343-4371  — 1-800-642-3049  (wv) 

OFFICE  LOCATION: 

THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 


\pitalwith  a j {cart 


The  early  signs  of  emotional  illness  may  be  so  subtle  that  they  escape  notice,  with  a gradual 
loss  of  ability  to  adapt  oneself  to  people  and  experiences. 

It  is  easy  to  overlook  insidious  signs  of  illness  or  to  misunderstand  their  significance.  Not 
infrequently,  the  very  person  affected  is  conscious  only  to  vague  discomfort  even  though  the 
disturbance  is  very  obvious  to  others. 
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MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Toll-Free  Referral 
Hotline  in  Operation 

Marshall  University  has  introduced 
a toll-free  referral  hotline  which 
allows  physicians  statewide  to  make 
patient  referrals  quickly  to 
specialists  and  subspecialists  of  the 
Marshall  University  School  of 
Medicine. 

Marshall’s  Specialists  on  Call 
Referral  System  can  be  reached  at 
800-342-7288  or  696-7288.  The  ser- 
vice operates  from  8 a.m.  to  4:30 
p.m.  weekdays.  Calls  received  after 
4:30  p.m.  are  forwarded  to  the 
answering  service  used  by  faculty 
physicians.  In  emergencies,  callers 
can  request  the  physician  on  call  in 
the  appropriate  specialty.  For  ap- 
pointments, the  system  coordinator 
will  return  the  referring  physician’s 
call  on  the  next  business  day. 


The  system  was  established  after 
alumni  and  other  interested  physi- 
cians asked  for  “one-call”  access  to 
the  Medical  School’s  various  clinical 
departments. 

The  School  of  Medicine  has 
specialists  and  subspecialists 
available  in  the  departments  of 
Family  and  Community  Health,  In- 
ternal Medicine,  Obstetrics/ 
Gynecology,  Pediatrics,  Psychiatry 
and  Surgery.  Special  services  include 
not  only  “traditional”  subspecialties 
but  also  geriatrics,  international 


health,  neuropsychological  testing, 
occupational  and  environmental 
medicine,  physical  medicine  and 
rehabilitation,  occupational  therapy 
and  others. 

A list  of  specialties  represented 
and  a telephone  sticker  with 
numbers  for  the  Specialists  on  Call 
Referral  System  are  available  by  call- 
ing either  of  the  system's  numbers. 


Pediatrics  Adds 
Faculty,  New  Services 

The  Marshall  University  School  of 
Medicine  has  begun  offering  special- 
ty care  for  children  who  have 
cancer  and  blood  diseases,  digestive 
tract  disorders  or  neurological 
problems. 

The  services  are  made  possible  by 
the  addition  of  three  faculty 
members  in  the  Department  of 
Pediatrics,  according  to  Joseph 
Werthammer,  M.D.,  chairman. 

Cynthia  Gonzales,  M.D.,  a 
pediatric  hematologist/oncologist, 
recently  completed  a three-year 
fellowship  at  the  Memorial  Sloan- 
Kettering  Cancer  Center  of  New 
York  Hospital  Cornell  Medical 
Center.  She  completed  her  pediatric 
residency  at  Cook  County  Children’s 
Hospital  in  Chicago. 

Yoram  Elitsur,  M.D.,  West 
Virginia’s  only  pediatric 
gastroenterologist,  completed  a five- 
year  pediatric  residency  in  Israel,  a 
fellowship  in  pediatric 
gastroenterology  at  the  International 
Institute  of  Gastroenterology  and  In- 
fant Nutrition  at  the  Children’s 
Hospital  of  Buffalo  in  New  York, 
and  a gastroenterology  research 
fellowship  at  Wayne  State  University 
School  of  Medicine.  For  the  last 
three  years  he  has  been  on  the 
faculty  of  the  Children’s  University 
School  of  Medicine  in  Detroit. 

Kenny  Yu,  M.D.,  a pediatric 
neurologist,  completed  his  pediatric 
residency  at  the  State  University  of 
New  York,  his  pediatric  neurology 
residency  at  the  Medical  College  of 
Georgia,  and  a fellowship  at  the  Na- 
tional Institutes  of  Health. 


The  Marshall  School  of  Medicine 
continues  to  offer  general  services 
for  infants  and  children  as  well  as 
pediatric  subspecialty  services  in 
cardiology,  critical  care,  neonatology, 
allergies,  emergency  medicine, 
chronic  diseases  of  childhood,  and 
adolescent  medicine. 


Rankin  Receives 
Grant  for  Chemical 
Studies 


Gary  O.  Rankin,  Ph  D., 
CgWft  assistant  dean  for 

- * research  and  chairman 
of  the  Pharmacology 
Department  at  the  Mar- 
shall  University  School 
' JHi  of  Medicine  has  received 
a half-million  dollar 
federal  grant  to  investigate  the 
kidney-damaging  effects  of  a class  of 
industrial  chemicals. 


A 


Dr.  Rankin  will  study  chloro- 
anilines,  which  are  used  as  in- 
termediates in  manufacturing 
medications,  dyes,  agricultural 
chemicals  and  other  products.  His 
research  is  funded  by  the  National 
Institute  of  Environmental  Health 
Sciences,  part  of  the  National  In- 
stitutes of  Health. 


“People  are  exposed  to  these 
chemicals  in  many  ways  in  the  in- 
dustrial setting,  at  home  and  in  the 
environment,”  Dr.  Rankin  said.  "A 
number  of  times,  derivatives  of  this 
class  of  chemicals  have  spilled  into 
the  environment.  They  can  also  be 
released  from  drugs  and  agricultural 
chemicals  when  the  human  body 
metabolizes  them." 

The  chemicals  Dr.  Rankin  will 
study  have  come  under  considerable 
scrutiny  over  the  years  because  they 
can  reduce  the  oxygen  carrying 
ability  of  blood. 

Dr.  Rankin  and  fellow  Marshall 
researchers  found  that  they  also  can 
damage  the  kidneys  of  rats.  Through 
his  project  he  will  try  to  learn  how 
the  chemicals  kill  kidney  cells  so 
that  strategies  for  preventing  damage 
can  be  developed. 
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Classified 


BEAVER,  PENNSYLVANIA:  Seeking  director, 
assistant  director,  full-time  and  part-time 
emergency  physicians  for  475  bed  Level  II 
facility.  Double  and  triple  coverage  provided 
during  peak  periods.  Outstanding  compensa- 
tion and  paid  malpractice  insurance.  Benefits 
available  to  full-time  staff.  Board  eligibility  or 
certification  in  emergency  medicine  or 
primary  care  specialty,  and  ACLS  required. 
Contact:  Karen  Remai,  Emergency  Con- 
sultants, Inc.,  2240  South  Airport  Road,  Room 
37,  Traverse  City,  Ml  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


GERIATRICS:  West  Virginia  University 
Geriatric  Program  is  seeking  an  experienc- 
ed internist  or  family  practitioner  to  join  its 
staff  with  an  appointment  in  the  respective 
department.  Interested  applicants  must  be 
board  certified,  experienced  in  delivering 
health  care  in  rural  Appalachia,  and  be  will- 
ing to  work  as  part  of  an  interdisciplinary 
team.  For  additional  information  or  to  apply, 
contact  David  Z.  Morgan,  M.D.,  Director,  WVU 
Geriatric  Program,  2256  Health  Sciences 
South,  Morgantown,  WV  26506.  WVU  is  an 
Equal  Opportunity/Affirmative  Action 
employer.  The  deadline  for  applications  is 
September  30. 


BE  or  BC  internist  and  gastroenterologist  to 
join  busy  private  practice  group  in  a Univer- 
sity City.  Modern  state-of-the-art  private 
hospital  serving  referral  area  of  a quarter 
million.  Opportunity  exists  for  clinical 
academic  appointment  with  university 
medical  center.  Large  metropolitan  cities  and 
four  season  recreational  areas  nearby.  Rep- 
ly with  CV  and  references  to:  Joseph  J.  Renn, 
III,  M.D.,  Internal  Medicine  Associates,  99  J.D. 
Anderson  Drive,  Morgantown,  WV  26505. 


WESTERN  PENNSYLVANIA— Two  Family 
Practitioners  seeking  a third.  Special  interest 
in  Addiction  Medicine.  Please  send  resume 
to:  Bonnie  Youngblood,  Suite  240,  The 
Medical  Center  East,  211  North  Whitfield 
Street,  Pittsburgh,  PA  15206,  (800)  438-2476. 


EMERGENCY  PHYSICIANS  Tennessee/Ken- 
tucky/Arkansas. Opportunities  for  primary 
care  physicians  with  ED  experience  and 
ACLS.  Excellent  remuneration  with  profes- 
sional liability  insurance  procured  for  you. 
Also,  Medical  Directorships  include  stipend 
and  benefits.  Flexible  hours,  no  overhead, 
choice  locations.  Contact  Dianne  Rabun 
(800-777-1301)  at  Coastal  Emergency  Services 
of  Memphis,  Inc. 


FAMILY  PRACTICE:— BE/BC  to  assume  suc- 
cessful ten-year-old  practice  in  northern  West 
Virginia.  Supported  by  modern,  76-bed,  finan- 


cially sound  hospital,  this  established  prac- 
tice sees  25-30  patients  per  day  with  a col- 
lection ratio  of  90%.  Excellent  compensa- 
tion/benefit package  including  office  set  up 
and  overhead.  Call  coverage  and  association 
with  two  FP’s  with  possible  partnership.  The 
area  is  rich  in  natural  beauty  and  offers  a safe 
and  friendly  place  to  raise  a family.  Within 
easy  access  to  West  Virginia  University  and 
Medical  School  in  Morgantown,  where 
superb  research  facilities  are  available.  For 
information  contact  Ms.  Evitts  at 
1-800-759-3020,  or  send  CV  in  confidence  to: 
Lowderman  & Haney,  3939  Roswell  Road,  NE, 
Suite  100,  Marietta,  GA  30062. 


PRIMARY  CARE  — Several  physicians  (IM, 
FP,  OB,  Ped)  needed  to  join  lucrative,  existing 
practice  in  ideal  suburban  location.  Please 
call  Bonnie  Youngblood  at  1-800-438-2476. 


OHIO  (Central  and  Northern  Area):  Seeking 
Emergency  Medicine  physicians  for  full  time 
and  locum  tenens  opportunities  in  attractive 
moderate  volume  facilities.  Directorships 
also  available.  Competitive  hourly  rates, 
malpractice  insurance  and  flexible  schedul- 
ing. Schedule  incentive  bonuses.  Benefit 
package  available  to  full-time  physicians.  For 
more  information  contact:  Emergency  Con- 
sultants, Inc.,  2240  South  Airport  Road,  Room 
37,  Traverse  City,  Ml,  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


HEMATOLOGY/ONCOLOGY  SPECIALIST 

needed  for  several  openings  in:  Dayton  OH 
(Wright-Patterson  AFB),  San  Antonio  TX 
(Lackland  AFB),  and  San  Francisco  CA  (Travis 
AFB).  As  an  Air  Force  officer,  you’ll  practice 
quality  medicine  on  quality  people-where  the 
patient’s  needs  come  first.  (Applicants  must 
be  on  active  duty  before  their  58th  birthday.) 
Reach  new  heights.  Call  STAT!  1-800-531-5980. 
Or  send  CV  to  Colonel  William  E.  Patterson, 
HO  USAFRS/RSH,  Randolph  AFB,  TX  78150. 


ULTRASOUND  MACHINES  AVAILABLE:  — 

ATL  mk600  stereo  doppler,  3 transducers, 
hard  copy  $9,750.  ATL  mk450  peripheral 
vascular/general  purpose  $5,550.  IREX  Ex- 
emplar system  w/doppler  $7,500.  HP  78303A 
Four-channel  monitors  $595.  HP  7830  cardiac 
monitors  $575.  Call  for  other  equipment.  BTX 
Medical  Specializing  in  Used  Equipment. 
Phillip  Le  Frois,  (919)  828-0960. 


PULMONOLOGIST  — BE  or  BC  pulmonolo- 
gist to  join  busy  private  practice  group  in  a 
University  city.  Modern  state-of-the-art  private 
hospital  serving  referral  area  of  a quarter 
million.  Opportunity  exists  for  clinical 
academic  appointment  with  University 
Medical  Center.  Large  metropolitan  cities  and 
recreational  areas  nearby.  Reply  with  CV  and 
references  to:  Joseph  J.  Renn,  III,  M.D.,  Inter- 
nal Medicine  Associates,  99  J.D.  Anderson 
Drive,  Morgantown,  WV  26505. 


GENERAL  SURGEON,  BE/BC  with  recent 
training,  endoscopy  experience,  join  private 
practice  in  Central  Ohio  rural  community  of 
38,000  with  JCAHO  approved  hospital. 
Guaranteed  income,  benefits  and  incentives 
will  be  discussed  with  interested  candidates. 
Send  CV  to  T.  K.  Park,  M.D.,  Box  703,  Coshoc- 
ton, OH  43812. 


BROOK  LANE  PSYCHIATRIC  CENTER  in 

Hagerstown,  Maryland,  is  seeking  a 
psychiatrist  to  work  full-time  in  its  child  and 
adolescent  psychiatric  program.  This  in- 
dependent practice  opportunity  is  for  the  in- 
dividual who  wishes  to  combine  his  or  her 
medical  skills  and  their  faith  perspective. 
Available  immediately,  the  practice  offers  in- 
patient as  well  as  outpatient  work  with 
children  and  adolescents.  The  individual 
selected  will  be  committed  to  a multi- 
disciplinary team  approach  and  continued 
professional  growth.  Ample  compensation  is 
available.  Brook  Lane  is  located  70  miles  west 
of  Washington,  D.C.,  offering  the  very  best  of 
a rural  living  environment  close  to  the 
metropolitan  area.  Practice  and  relocation  ex- 
penses are  considered  as  part  of  the  recruit- 
ment package.  For  more  information  contact 
David  Rutherford,  Chief  Executive  Officer, 
Brook  Lane  Psychiatric  Center,  PO.  Box  1945, 
Hagerstown,  Maryland  21742-1945  or  call  (301) 
733-0330. 


CARDIOLOGY  GROUP  PRACTICE- 

Cardiologist  to  join  a very  successful  car- 
diology group  involved  in  a full  spectrum  of 
cardiac  diagnostics  and  therapeutics.  This 
five-person  group  is  part  of  a large  multi- 
specialty group  practice  and  has  a very  busy 
multi-faceted  practice.  They  are  affiliated 
with  a 267-bed  medical  center  with  services 
including  a cardiac  catheterization 
laboratory,  intensive  coronary  care,  and  car- 
diac rehabilitation.  The  practice  is  located 
near  a university  community  with  unlimited 
recreational  activities,  88  miles  from  Pitt- 
sburgh. An  extremely  attractive  salary  is  of- 
fered for  a board-certified  or  board-eligible 
cardiologist.  Contact  John  Baumann,  3939 
Roswell  Road  NE,  Suite  100,  Marietta,  GA 
30062;  call  1-800-759-3020. 


CLASSIFIED  RATES:  $5  per  line, 
minimum  of  $25  per  ad.  One  line 
equals  15  picas  or  2V2  inches. 
10%  discount  for  6 insertions. 
Payment  in  advance  required. 

DEADLINE:  Copy  must  be  receiv- 
ed by  the  10th  of  the  month 
preceding  the  month  of  issue: 
e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to: 
West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 
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INTERNAL  MEDICINE 
General 

P R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

D.  Panucci,  M.D. 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

A.  M.  Brooks,  M.D. 

Gastroenterology 

T.  E.  Chvasta,  M D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates.  Inc. 

Rheumatology 

D.  G.  Shah  M.  D. 

ENDOCRINOLOGY 

C.  McCool.  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss.  M D. 

J H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H Shackleford,  M D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

J.  Melia,  M.  D. 

J.  D.  Lechner.  M.D. 

UROLOGY 

D.  C.  Trapp.  M D 

B.  M.  McCuskey.  M D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Atharl,  M.  D. 

J.  W.  Campbell,  M.  D. 

A.  Ansari,  M.D.  (Infertility  Consultant) 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

N M.  Jabbour,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

D.  Simbra,  M.  D. 

Kathryn  M Clark,  O.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

A.  G.  Matadar,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield.  M.  D.  (New  Martinsville) 
W.  G.  Bell,  M.  D.  (Wellsburg) 

C.  R Entress.  M.D. 

J.  R.  Hersey,  M.D. 

R.  A.  Swain,  M.D. 

PODIATRY 

B Blank,  D.PM. 


DERMATOLOGY 

M Baron,  M D 

G.  A.  Ganzer,  M.D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

W.  Zyznewsky,  M.  D. 

Pediatric  Neurology 

Rajav  R Varma,  M D.  (consultant) 

BEHAVIORAL  MEDICINE 

S.  D.  Ward,  M.  D. 

D.  H.  Smith.  M.  D. 

D.  P Hill.  M.  D. 

R.  Paolini,  D.  O. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Bioteedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-invasive) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 

Physical  Therapy 

Cardiac  Ultrasound 
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3 2446  00007  3558 
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CENTER  EOR  LUNG  DISEASE 

1-800-521-LUNG 

343-LUNG 

~ ~ Mahendra  M.  Patel, 

M.D.,  F.C.C.P.,  Medical  Director 

STAFF 

SERVICES 

HEAD  NURSE 

36  Inpatient  Beds 

Leslie  Blackhurst,  R.N. 

Non-Invasive  Respiratory  ICU 

PULMONARY  PHYSICIANS 

Pulmonary  Physiology  Laboratory 

M.  M.  Patel,  M.D.,  F.C.C.P. 

Sleep  Apnea  Evaluations 

M.  Kayi,  M.D. 

Pulmonary  Disability  Determinations 

PULMONARY  PHYSIOLOGISTS 

Video  Bronchoscopy 

Byron  Young,  R.P.F.T. 

Tracheostomy/Respirator  Clinic 

Candy  Kister,  R.P.F.T. 

CHEST  SURGEONS 

E.E.  Figueroa,  M.D.,  F.A.C.S. 

SUPPORT  SERVICES 

R.  Sampath,  M.D.,  F.A.C.S. 

LUNG  CANCER  SPECIALISTS 

Clinical  Laboratory 

A.  Shah,  M.D. 

Radiology 

J.  V.  Teleron,  M.D. 

Nuclear  Medicine 

MEDICAL  SOCIAL  WORKER 

Cardiac  Catheterization 

Karren  Graham,  M.S.W. 

LINCARE,  INC. 

West  Virginia’s  first  comprehensive  Lung  Unit 

Since  1986 

SaintB^ 

ratapiTAL 

333  Laidley  Street  • PO.  Box  471  • 

Charleston,  WV  25322  • (304)  347-6500 
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SEARLE 


A BRIGHT  IDEA. . . 


G O Searle  & Co 

Box  5110.  Chicago.  IL  60680 


Address  medical  inquiries  to: 
G.D.  Searle  & Co. 

Medical  5 Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 


©1990,  G.D.  Searle  & Co. 
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We  specialize  in  restoring  independence. 


CAMC  s Rehabilitation  Center  has  everything  it 
takes  to  help  the  seriously  disabled  regain  physical 
and  psychological  independence. 

Physical  therapists.  Speech  and  language  patholo- 
gists Psychometricians  Prosthetists.  Every  therapy 
discipline  is  represented  on  our  rehabilitation  team 
Board-certified  physiatrists  orchestrate  each 
patient  s personalized  treatment  plan,  supported  by 
our  qualified  nursing  staff 
All  treatment  and  technology  are  state-of-the-art. 
An  independent  living  apartment  for  practicing 
home  skills.  Radiologic  techniques  to  diagnose 
severe  swallowing  problems  A biofeedback  lab  to 
help  patients  manage  pain  and  regain  nerve 
function. 


We  also  have  one  of  the  few  adjustable  ergonomic 
kitchens  in  the  nation.  And  one  of  only  two  BTEs  in 
the  state.  This  Baltimore  Technical  Equipment 
enables  patients  to  simulate  many  common  tasks, 
like  turning  wheels  and  working  with  tools. 

CAMC's  Rehabilitation  Center  is  the  most  compre- 
hensive facility  of  its  kind  in  West  Virginia.  Hospital- 
based,  with  the  diversified  tertiary  care  capabilities 
of  CAMC  as  back-up. 

You  can  refer  your  patients  to  us  with  confidence. 
And  they  II  return  to  you  with  confidence. 

For  more  information  and  admission  details,  call 
1-800-346-2272.  Outside  West  Virginia,  call  collect 
304-340-7733. 

Charleston  Area 
Medical  Center 


RO  Box  1547 
Charleston,  WV  25326 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  HEALTH 
PROFESSIONS 

Station-To-Station 

Collect 

804-276-0459 
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’s  $moke...there  may  be  bronchitis 


Pulvules 
250  mg 


"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


cefaclor 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Summary. 

Consult  the  package  literature  for  preserving  information 
Indication:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  In  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  In  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon 
Those  reported  include 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs' 
tests  each  occur  in  less  than  1 in  200  patients  Cases 
of  serum-sickness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies)  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely 

• Rarely  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinopbilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocylopenia  and  reversible 
interstitial  nephritis 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling's  solution  and  Clinitest''  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 
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Special  Report  • Annual  Meeting  ’90 


Presidential  Acceptance  Address 


MICHAEL  M.  STUMP,  M.D. 

President, 

West  Virginia  State  Medical  Association 

I feel  deeply  honored  that  you 
have  chosen  me  to  be  your  president. 
I pledge  to  serve  and  represent  you 
and  the  ideals  of  our  profession  to 
the  best  of  my  ability.  You  have  my 
promise  to  contend  for  you  individ- 
ually and  collectively  as  members 
of  our  Association.  Together  we  can 
protect  our  calling  and  our 
profession. 

There  are  so  many  lovely  medical 
families  here  today.  Many  memories 
begin  running  through  my  mind. 

Let  me  pause  and  digress  for  a 
moment. 

Remember  when  you  first  wanted 
to  be  a doctor  — when  that  yearning 
first  began.  Recall  the  joy  when  you 
got  accepted  to  medical  school. 
Remember  the  hard  study,  the 
endlessly  long  hours,  the  test  after 
test  after  test  you  took  and  mostly 
passed.  It  was  not  easy  and  few 
persons  are  ever  permitted  to  partic- 
ipate in  the  ordeal  you  experienced. 
Remember  when  graduation  finally 
arrived.  It  was  once  so  distant  and 
far  away.  How  happy  you  were  — 
your  parents,  your  husbands  and 
wives  and  possibly  even  your 
children.  The  rites  of  passage  were 
now  complete,  or  so  you  may  have 
thought.  But  not  really,  the  rites  of 
passage  are  never  complete. 

Think  of  the  special  training  or 
practice  you  then  undertook.  Recall 
the  full  days,  the  sleepless  nights, 
and  the  fatigue  of  battle  against 
those  enemies  known  as  disease  and 
death.  How  you  won  and  felt 
grateful;  and  how  you  lost  and  felt 
shattered.  Recall  the  stress  of  learning 
to  cope  with  patients  or  with  your 
peers.  Remember  your  senior  col- 
leagues, who  were  demanding 


'Presented  during  the  Second  Session  of 
the  House  of  Delegates  at  the  123rd  Annual 
Meeting  of  the  West  Virginia  State  Medical 
Association  held  August  15-18  in  White 
Sulphur  Springs,  W.  Va. 


Michael  M.  Stump,  M.D.,  the  new  president  of  the  West  Virginia  State  Medical  Asociation, 
delivers  his  acceptance  address  at  the  Annual  Meeting. 


beyond  all  apparent  reason,  beyond 
all  apparent  understanding.  To  sur- 
vive you  had  to  have  a generous 
saving  sense  of  humor  and  the 
ability  to  laugh  at  yourself. 

Finally,  you  emerged  as  a tough, 
hard-coping  physician  without  ever 
really  losing  your  basic  humanity  or 
your  fundamental  caring. 

Few  people  are  blessed  as  we 
were.  We  met  challenges  beyond  the 
experience  of  most.  We  were  trained 
and  honed  and  sent  forth  and 


licensed  to  be  physicians  to  diagnose 
and  treat  patients.  We  loved  what 
we  did  and  what  we  do.  We  are 
healers  that  only  want  to  be 
undisturbed  and  to  peacefully  prac- 
tice our  profession,  knowing  that 
medicine  and  its  practice  is  a life- 
long process.  But,  as  mentioned,  the 
rites  of  passage  are  not  yet  complete. 

We  are  not  granted  the  peaceful 
practice  of  our  calling.  Our  indepen- 
dence is  at  risk  and  our  profession 
is  under  siege.  We  have  produced 
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the  most  advanced  medical  care  in 
the  world.  Our  care  is  so  good  that 
people  come  from  everywhere  for 
our  diagnosis,  treatment  and  help. 

Yet,  we,  and  our  profession,  are 
the  subject  of  endless  pressures, 
debate  and  regulation.  Persons  with 
scant  understanding  of  the  day-to-day 
workings  of  medical  care  are  forcing 
unhealthy  changes  upon  us  and  our 
patients.  We  have  become  the 
harassed  and  hassled  profession. 

We  are  now  a target.  We  are  a target 
of  those  who  wove  this  web 
without  weighing  the  outcomes. 

Still,  we  must  and  will  stand  as  a 
shield  protecting  our  patients  by 
being  their  advocates  and  defenders 
against  any  who  would  harm  or 
mislead  them. 

In  an  acceptance  address,  it  is 
customary  for  the  incoming  presi- 
dent to  present  an  agenda  for  your 
consideration.  One  of  my  basic 
thrusts  is  to  continue  much  of  what 
we  have  begun.  Without  priority  I 
should  like  to  mention  some  of 
these  items  as  they  have  come  to 
mind: 

— To  continue  our  strategic  plans 
with  necessary  adaptations  to  chang- 
ing circumstances. 

— To  continue  our  white  paper 
with  updated  factual  material. 

— To  continue  and  initiate  fruitful 
relationships  with  other  organiza- 
tions and  to  form  helpful  coalitions. 

— To  continue  any  productive 
dialogues  our  members  or  staff  may 
have  begun  with  state  government. 

— To  continue  and  add  new 
points  to  our  tort  reform  efforts-. 

— To  continue  and  enhance  com- 
munications to  and  among  all 
members. 

— To  continue  to  strengthen  our 
staff. 

— To  publicize  and  promote  to 
the  public  the  availability  of  our 
grievance  procedures. 

— To  emphasize  that  our  ethics 
have  roots  in  our  moral  nature: 

— By  continuing  and  expand- 
ing our  wellness  effort 
throughout  the  state. 

— By  continuing  and  carrying 
out  plans  to  help  our  indigent 
citizens. 

— By  continuing  the  work  of 
assuring  necessary  access  to 
health  care  for  all. 


Additionally,  I pledge  that  your 
president,  your  executive  committee, 
and  your  staff  will  listen,  transmit 
and  consider  what  you  may  say 
or  write. 

Finally,  permit  me  to  share  with 
you  my  most  cherished  goal.  My 
greatest  wish  is  to  see  all  members 
and  spouses  actively  practicing  all 
aspects  of  citizenship.  This  hope 
envisions  civic,  community  and 
political  commitments  to  uphold  a 
free  society  and  to  defend  our 
profession. 

It  is  my  deep  felt  belief  that  only 
we  can  change  the  course  of  a 
destiny  prescribed  for  us  by  others. 

Only  actively  involved  citizens 
can  effectively  influence  and  com- 
municate with  people  and 
legislators.  Instances  of  this  might 
include  helping  with  the  scouts, 
Little  League,  civic  clubs,  singing  in 
the  choir,  teaching  Sunday  school, 
Meals  on  Wheels,  speaking  at 
schools  and  involving  ourselves  in 
all  varieties  of  worthwhile  com- 
munity efforts. 

We  must  uphold  free  choice  in 
the  patient-physician  relationship. 

We  must  help  people  understand 
that  national  health  care  is  rationed 
health  care  and  planned  scarcity.  We 
must  show  how  professional  liability 
costs  adversely  impact  on  health 
care  costs.  We  must  make  all  aware 
of  the  alarming  33  percent  decrease 
of  numbers  of  applicants  to  medical 
schools  from  42,000  in  1977  to 
28,000  in  1988. 

We  also  must  present  the  facts  of 
our  local  state  situation. 

Fact:  Physicians  in  West  Virginia 
get  20  cents  of  the  health  care 
dollar  similar  to  national  averages. 

Fact:  An  average  of  25  percent  of 
physician  services  in  West  Virginia  is 
uncompensated  care. 

Fact:  West  Virginia  Medicaid 
beneficiaries  have  routine  access  to 
physician  services  on  par  with  all 
other  citizens. 

Fact:  There  is  no  known  instance 
of  a citizen  in  our  state  being  denied 
essential  services  by  a physician. 

Fact:  Physicians  average  58  hours 
work  per  week,  47  weeks  a year. 

Fact:  Physicians’  practices 
generate  over  650  million  dollars  for 
the  state  economy. 


Many  more  facts  and  truths  will 
be  forthcoming  over  the  next 
several  months. 

We  must  enlighten  our  patients 
and  our  legislators  in  any  and  all 
arenas — our  office,  our  home,  their 
home,  on  the  street,  at  various  civic 
clubs,  and  in  political  gatherings.  We 
must  take  the  opportunity,  or  we 
must  make  the  opportunity,  to 
speak  out.  It  is  our  personal  and 
individual  responsibility  and  obliga- 
tion to  keep  doctors  free  to  practice 
medicine.  We  are  accountable. 

Therefore,  I have  directed  our 
staff  to  arrange  and  offer  multiple 
sessions  aimed  at  providing  us  with 
the  various  techniques,  tools  and 
ideas  necessary  for  effective  oral  or 
written  communications  with 
legislators,  clubs,  organizations, 
individuals  and  patients.  These 
meetings  should  begin  on  or  about 
the  last  two  weeks  of  September. 

In  these  endeavors,  it  is  my 
expectation  that  the  auxiliary  will 
be  of  the  utmost  help.  I believe  the 
auxiliary  can  very  well  succeed 
where  others  would  fail.  Auxilians 
must  make  every  effort  to  maintain 
their  medical  family  in  freedom  and 
in  dignity. 

To  succeed,  all  of  us  must  give  of 
our  time,  our  money  and  our 
energy.  Together,  we  can  be  one  of 
the  most  influential  and  effective 
civic  and  political  forces  in  our 
state.  Together  we  have  a fighting 
chance  and  must  take  it.  We  must 
do  it  for  ourselves,  our  family,  our 
children,  our  grandchildren,  and  for 
all  the  people  of  our  state. 

In  closing,  I want  to  pay  honor  to 
West  Virginia  and  to  West  Virginians. 
We  live  in  one  of  the  most  beautiful 
areas  in  the  world.  The  Lord  has 
blessed  us  with  mountains,  minerals 
forests,  streams  and  waterfalls  in 
super  abundance.  He  populated  this 
state  with  a free  and  independent 
people.  He  gave  them  opportunity 
and  purpose.  Whatever  is  wrong 
with  our  state,  we  the  people  have 
brought  about  - we  cannot  blame 
any  other.  I love  West  Virginia  as 
you  do.  Let  us  help  it  and  heal  it. 

Let  us  help  it  be  what  it  was 
intended  to  be.  Let  us  be  what  we 
were  intended  to  be  --  citizens, 
physicians  and  healers. 
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Presidential  Address 


After  giving  his  presidential  address.  Derrick  L.  Latos,  M.D,  receives  the  past  president’s 
pin  from  former  WVSMA  President  Bill  M.  Atkinson,  M.D. 


DERRICK  L.  LATOS,  M.D 
1989-90  President, 

West  Virginia  State  Medical  Association 


Last  year  at  this  time,  I was  trying  to 
think  about  what  I was  going  to 
say  during  my  presidential  accep- 
tance address,  but  1 never  gave  a 
second  thought  to  what  1 might 
have  to  say  to  you  this  year. 

As  you  well  remember,  at  this 
time,  the  West  Virginia  State  Medical 
Association  was  in  the  midst  of  a 
major  transition  in  administrative 
leadership.  We  were  also  reeling  in 
the  aftermath  of  recently  enacted, 
hostile  state  health  care  legislation. 
My  primary  focus  at  that  time  was 
one  of  trying  to  shape  a structure 
and  direction  that  would  improve 
our  comuunications  and  our  effec- 
tiveness with  the  public  and  state 
government.  With  the  support  of 
many  of  you  and  with  the  never- 
ending  cooperation  from  our  staff, 
we  have  been  successful  in  most  of 
our  endeavors  this  past  year. 

The  WVSMA  is  now  recognized  as 
a major  and  important  player  in 
development  of  health  care  policy 
in  West  Virginia.  We  have  attempted 
to  initiate  new  methods  of  reaching 
out  to  all  physicians  in  our  state. 

Our  public  image  is  better  than  it 
has  been  in  many  years,  largely  a 
result  of  excellent  service  and 
increased  visibility  of  our  member 
physicians  in  their  communities. 

Media  coverage  of  issues  affecting 
health  care,  particularly  positions 
taken  by  our  Association,  has 
improved.  The  publication  of  our 
1990  White  Paper,  “Health  Care  in 
West  Virginia  - It’s  Not  a Problem, 

It’s  a Crisis,’’  drew  important  acclaim 
from  legislators,  business  leaders 
and  the  public-at-large.  This  paper 
was  printed  in  complete  form  in  at 
least  two  major  newspapers  in  our 
state,  The  Parkersburg  News  and 
The  West  Virginia  Hillbilly , with  a 
combined  distribution  of  nearly 
25,000.  We  provided  a copy  to  each 
member  of  our  Association  but 
requests  for  additional  copies  for 
distribution  in  physicians’  offices 
were  overwhelming,  requiring  two 


additional  printings  of  14,000 
copies.  This  document  and  its 
sequels  must  continue  to  serve  as 
dynamic  instruments  for  us  to  use 
in  our  efforts  to  educate  the  public 
about  important  health  care  issues 
in  West  Virginia. 

In  the  next  few  months,  we  will 
complete  a long-range  strategic  plan. 
The  final  phase  of  this  plan  will  be 
the  analysis  of  a questionnaire 
which  has  been  distributed  to  our 
membership.  If  we  are  to  better 
serve  the  public,  we  must  be  able  to 
better  comprehend  and  serve  the 
needs  of  our  state’s  physicians.  The 
WVSMA  speaks  for  over  2,000 
doctors,  but  only  represents  70-80 
percent  of  all  those  physicians  prac- 
ticing medicine  in  West  Virginia.  We 
must  mount  an  aggressive  and  inno- 


vative approach  to  increasing  our 
membership  in  the  immediate 
future.  The  creation  of  a medical 
student  section  in  this  Association  is 
a major  accomplishment  and  it  will 
be  exciting  to  work  with  our 
student  colleagues  to  assure  that 
quality  health  care  is  available  for  all 
West  Virginians  - now  and  in  the  future. 

We  have  developed  some  exciting 
programs  which  will  require  several 
additional  years’  work.  The  West 
Virginia  State  Medical  Association 
Wellness  Initiative  will  join  the 
Bayer  Program  in  Wellsburg  and  the 
West  Virginia  University  School  of 
Medicine  in  establishing  community- 
based  wellness  programs  throughout 
our  state.  The  success  of  the 
Wellsburg  program  shall  serve  as  a 
model  to  be  promoted  in  our  efforts 
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to  create  a healthier  lifestyle  for  all 
of  our  state’s  citizens.  The  fact  that 
West  Virginia  leads  the  nation  in 
many  undesirable  health  care 
statistics  is  a challenge  that  we  have 
chosen  to  face  head-on.  We  will 
accomplish  our  objectives  in  this 
regard  and,  within  a few  years  be 
able  to  document  improvements  in 
our  rates  of  teenage  pregnancy, 
alcohol  and  tobacco  use,  deaths 
from  cardiovascular  disease  and 
preventable  cancer. 

Alcohol  and  drug  use  among  our 
youngsters  is  becoming  rampant. 

Our  Association  in  conjuction  with 
the  West  Virginia  Bar  Association  is 
beginning  an  intense  program  of 
education  among  our  school 
children  to  educate  them  about  the 
legal  and  medical  implications  of 
these  social  habits. 

Establishing  any  kind  of  long- 
range  health  care  policy  on  a state 
level  requires  considerable  debate 
and  controversy.  Several  committees 
have  been  discussing  issues  dealing 
with  rationing  and  prioritization  of 
the  utilization  of  health  care 
resources,  changes  in  the  Medicaid 
system,  and  comprehensive  school 
health.  While  several  of  our 
members  have  been  participants  in 
these  committees,  we  as  a medical 
association  must  promote  a position 
which  represents  the  perspective  of 
the  physician. 

The  Health  Access  Committee  has 
presented  this  week  its  proposal  to 
the  Executive  Committee  and  Coun- 
cil. After  further  analysis,  we  will 
develop  a position  paper  which  will 
address  the  problems  dealing  with 
the  uninsured  and  underinsured,  ris- 
ing health  care  costs  and  measures 
to  contain  them,  tort  reform  issues, 
and  others.  Proposed  solutions  will 
likely  be  controversial,  but  all  of 
this  will  be  presented  in  a manner 
that  demands  cooperation  among  all 
concerned  parties,  including  private 
and  public  institutions,  the  state 


legislature  and  state  agencies,  and 
the  public.  Discrepancies  between 
what  is  desirable  and  what  is 
do-able  must  be  identified  and 
openly  discussed. 

While  this  Association  has  taken 
important  steps  in  terms  of  internal 
reorganization,  we  still  have  many 
miles  to  go  before  we  sleep.  Member- 
ship recruitment  and  retention  must 
be  a major  priority  for  us  this  year. 
Financial  resources  must  be  improv- 
ed if  we  are  able  to  accomplish  any 
of  our  objectives.  Our  current  dues 
structure  of  $300  is  below  the 
average  for  that  of  several  states  sur- 
rounding West  Virginia,  all  of  whom 
have  a greater  number  of  members. 
Annual  dues  range  from  $300  in 
Virginia  to  $410  in  Pennsylvania. 
Formation  of  an  Education  and 
Scientific  Trust  may  help  improve 
revenues  for  specific  needs  of  our 
Association,  but  we  must  recognize 
that  declining  membership  (for  a 
number  of  reasons)  makes  a dues 
increase  an  almost  certain  recom- 
mendation next  year. 

Your  election  of  me  to  the  office 
of  president  last  year  has  provided 
me  with  many  wonderful  oppor- 
tunities, but  it  has  also  given  me 
many  difficult  obligations.  One  of 
these  obligations  is  the  need  to  be 
honest  and  to  tell  it  like  it  is.  I wish 
I could  stand  here  and  tell  you  that 
things  in  our  Glocca  Morra  are  all 
wonderful.  Unfortunately,  that  is  not 
the  case. 

We  continue  to  have  an  adversarial 
relationship  with  many  strong 
members  of  our  state  legislature. 

Our  ability  to  win  friends  and  in- 
fluence others  has  improved,  but  we 
are  far  from  being  able  to  rest  com- 
fortably. West  Virginia  physicians  are 
altruistic  and  charitable,  and  I have 
met  many  who  honestly  meet  that 
description.  However,  there  are  still 
many  who  do  not  fulfill  their  pro- 
fessional obligations.  We  must  con- 
tinue to  encourage  our  colleagues  to 


become  more  involved  in  their 
communities  and  in  the  activities  of 
our  Association. 

The  work  of  our  profession  re- 
quires much  more  than  many  of  us 
have  been  willing  to  give.  Consider 
your  associates  whom  you  rarely  see 
at  a county  society  meeting,  or 
those  who  refuse  to  participate  in 
committees  because  they  are  too 
busy.  The  WVSMA  will  meet  an 
untimely  death  unless  we  are 
able  to  generate  a greater  interest 
in  these  matters.  Some  of  this 
complacency  and  apathy  is 
exemplified  by  a phrase  from  a song 
called  “Star  Trekkin,”  which  goes 
“It’s  life,  Jim. ..but  not  as  we  know  it.” 

It  is  impossible  for  me  to  thank 
individually  all  the  people  who  have 
helped  make  this  year  an  enjoyable 
one  for  me.  To  all  of  you  who  have 
given  me  your  support,  advice  and 
cooperation,  I can’t  thank  you 
enough  and  ask  that  you  continue 
to  do  the  same  for  our  President 
Elect  Dr.  Michael  Stump. 

To  George  Rider,  our  newly- 
appointed  executive  director,  you 
have  become  a close  friend  and  I 
value  your  insight  and  abilities 
immensely.  To  Nancie  Divvens  and 
all  the  other  staff  in  the  Association 
office,  you  have  all  been  my  salvation. 
Thanks  for  putting  up  with  me. 

To  my  two  partners,  Drs.  Hank 
Drews  and  Gary  Kenamond,  who 
not  once  hassled  me  about  leaving 
them  with  a boatload  of  unfinished 
work  - I don’t  know  how  I’ll  ever 
be  able  to  make  up  the  extra  time 
to  you  both.  To  Debbie,  my 
secretary,  who  re-arranged  schedules 
and  typed  more  letters  and  memos 
than  she  ever  thought  possible;  and 
to  my  other  office  staff  - Kristy, 
Michaleen,  and  Marilyn-who  kept 
things  running  and  thought  up 
countless  excuses  for  my  announced 
absences,  thanks  a bunch.  And, 
finally,  to  my  wife,  Michelle,  and 
sons,  Michael  and  Patrick,  your  love 
and  constant  support  have  helped 
me  the  most.  I love  you  all. 
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Thomas  L.  Harris  Address 


Fashions  in  Medical  Education:  Future 
Optimism  or  Bated  Breath? 


JOHN  T.  SHEPHERD,  M.D.,  D.Sc.,  FR  C P 

Mayo  Clinic  and  Foundation,  Rochester,  MN 

Editor’s  Note:  The  following  is  a 
modified  version  of  the  Thomas  L 
Harris  Address  which  Dr.  Shepherd 
gave  on  August  16  at  the  First 
General  Session  of  the  123rd 
Annual  Meeting  of  the  West 
Virginia  State  Medical  Association. 
On  behalf  of  Dr.  Sheperd,  Robert  J. 
Marshall,  M.D.,  of  Huntington, 
prepared  this  manuscript  for  the 
Journal. 

It  is  indeed  a privilege  to  be 
invited  to  give  the  Dr.  Thomas  L. 
Harris  address.  I liked  the  statement 
in  Dr,  Harris’  presidential  address 
in  1945  to  the  State  Medical 
Association:  “We  were  born  to  be 
original  and  the  finer  the  things 
we  can  create,  the  greater  the 
satisfaction.” 

Certainly  one  of  the  great 
challenges  to  creativity  is  in  plotting 
the  future  of  American  medicine, 
with  all  the  professional,  social, 
economic,  political,  administrative, 
technological,  and  legal  questions  to 
be  resolved. 

These  questions  are  important  to 
all  of  us,  and  increasingly  will 
command  the  attention  of  the  future 
graduates  of  our  medical  schools. 
Hence,  my  title,  “ Fashions  in 
Medical  Education:  Future  Optimism 
or  Bated  Breath ?"  Has  anything 
changed  from  the  time  that  all  of  us 
here  emerged  from  our  own 
medical  training?  Let  me  turn  to  a 
few  historical  vignettes. 

Almost  300  years  were  to  elapse 
after  William  Harvey’s  discovery  of 
the  circulation  of  the  blood  in  1628 
before  scientific  medicine  became 
an  accepted  part  of  medical  care. 
Indeed,  in  1800,  a rhyming  couplet 
was  written  by  a lampoonist  about  a 
very  prominent  English  physician  of 
his  day,  Dr.  John  Lettsom,  which 
went  as  follows: 


“When  any  sick  to  me  apply 
I physics,  bleeds,  and  sweats  ’em 
If  after  that  they  choose  to  die 
Well,  verily  I Lettsom.” 

Medicine  has  come  a long  way 
since  L.  J.  Henderson,  one  of 
Harvard's  famous  biochemists,  made 
the  statement:  “Somewhere  between 
1910  and  1912  in  this  country,  a 
random  patient,  with  a random 
disease,  consulting  a doctor  chosen 
at  random,  had  for  the  first  time  in 
the  history  of  mankind,  a better 
than  a 50/50  chance  of  profiting 
from  the  encounter.” 

This  change  has  occurred  through 
programs  of  education  and  research. 

Medical  Education 

What  is  the  role  of  the  deans  in 
shaping  the  future  of  medical 
education? 

Let  me  quote  first  from  an  article 
by  Philip  Rhodes  entitled  “Who 
Would  Be  a Dean ? A Lighthearted 
Look  at  the  Impossibility  of  the 
Task.”  He  states,  “The  affairs  of 
medical  institutions  are  supposed  to 
be  the  subject  of  democratic  debate 
in  which,  after  listening  to  the 
arguments,  the  will  of  the  majority 
will  prevail,  and  those  in  the 
minority  will  acquiesce  in  what 
their  wiser  brethren  have  agreed. 
How  such  a belief  could  come  to  be 
accepted  by  a group  of  otherwise 
intelligent  persons  is  beyond 
comprehension.” 

Perhaps  you  know  that  medical 
school  deans  have  a club  called 
“Deans  Anonymous.”  If  a dean  has 
an  original  idea,  before  trying  to 
implement  it,  he  or  she  calls  a 
certain  number.  Another  dean 
answers  and  then  comes  and  sits 
with  the  caller  until  the  idea  goes 
away. 

On  a different  note,  another 
colleague,  well  versed  in  the 


scriptures,  quoted  from  the  book  of 
Ecclesiastes:  “For  in  much 
knowledge  is  much  vexation  and  he 
who  increases  knowledge  increases 
sorrow.” 

So  I would  like  to  follow  the 
advice  of  Philip  Rhodes  and  take  a 
lighthearted  look  at  medical 
education  in  the  broadest  sense. 

In  my  early  months  as  dean  at 
Mayo,  on  viewing  the  vast  amount 
of  paper  that  arrived  on  my  desk 
each  day,  I discovered  that 
education  was  no  less  a victim  of 
logorrhea  and  solecism  than  any 
other  endeavor.  I was  also  pleased 
to  learn  that  the  Mayo  Medical 
School  was  unique. 

I received  a large  volume  from 
the  Department  of  Health, 

Education,  and  Welfare  entitled  “An 
Empirical  Classification  of  US. 
Medical  Schools  by  Institutional 
Dimensions . ” I opened  this  opus 
with  interest  and  started  to  read, 
and  I quote,  “Based  on  the  results 
of  the  six  factor  hierarchial  cluster 
analysis,  an  optimal  solution  was 
sought  using  Forgv’s  non-hierarchial 
cluster  analysis  method.  The  results 
of  the  hierarchial  clustering  were 
used  as  an  indication  of  the  number 
of  clusters  which  would  represent 
the  schools,  and  schools  were 
selected  as  seedpoints  for  the 
non-hierarchial  cluster  analysis  based 
on  the  hierarchial  clusters.  In  the 
hierarchial  cluster  analysis,  one 
school,  the  Mayo  Medical  School, 
appeared  so  dissimilar  from  the  109 
schools  that  it  was  not  included  in 
further  comparisons.” 

For  those,  like  myself, 
unacquainted  with  the  Forgy 
method,  an  explanation  followed  in 
the  next  paragraph:  “The  Forgy 
non-hierarchial  cluster  analysis 
technique  complements  the  Ward 
hierarchial  method  by  optimizing 
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the  same  criterion,  the  sum  of  the 
squared  distances  of  the  schools 
from  the  cluster  centroids,  but  does 
not  maintain  the  permanence  of 
cluster  membership  inherent  in  the 
hierarchial  methods.” 

Another  surprise  to  me  was  the 
Journal  of  Medical  Education.  I 
have  become  impressed  by  the  great 
number  of  social  and  behavioral 
scientists  around  the  country,  all  of 
whom  seem  to  be  devoted  to  the 
analysis  of  every  aspect,  social  and 
academic,  which  might  be  of 
concern  to  medical  education.  Their 
chosen  instrument  is  the 
questionnaire. 

In  my  first  year  as  dean,  1 
received  131  of  these.  Obviously,  the 
senders  were  interested  in  my  views 
of  such  diverse  topics  as  the 
Academic  Frustration  Syndrome,  the 
hierarchial  ambiguity  of  the 
dysfunctional  status  gap  between 
non-physician  health  administrators 
and  physician-clinicians,  and  how  to 
measure  the  medical  school  learning 
environment.  They  wanted  to  know 
what  1 thought  of  deviant  groups  of 
medical  school  applicants.  They 
sought  my  opinion  on  psychiatry 
and  mysticism,  on  how  1 might 
foster  increased  sensitivity  and 
communication  between  medical 
students  and  their  spouses  or  other 
parties,  and  on  marital  satisfaction  as 
perceived  by  the  medical  students’ 
spouses. 

All  this  contributes  to  the  well- 
known  syndrome,  ‘ paralysis  by 
analysis,”  which  has  become 
epidemic  in  our  society  today.  You' 
may  recall  the  questionnaire  sent 
out  by  the  Federal  government  to  a 
large  company  requesting  a list  of 
their  employees,  broken  down  by 
sex.  The  answer  came  back  that  sex 
had  not  been  a problem,  but  they 
did  have  some  alcoholics. 

What  about  the  current  situation 
with  our  medical  schools?  It  is 
stated  by  some  that  applications  are 
stagnating  due  to  the  high  cost  of 
tuition  and  fees,  the  endless  grind 
of  study,  and  the  loss  of  prestige  by 
the  profession. 

Dr.  Brownell  Wheeler  (1),  who 
gave  the  100th  Shattuck  lecture  this 
year  at  the  Annual  Meeting  of  the 
Massachusetts  Medical  Society,  said: 
“Today's  medical  students  are 


Dr.  John  Shepherd  responds  to  a doctor’s  question  following  his  address. 
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trained  primarily  to  be  medical 
scientists  and  technicians.  Emerging 
systems  of  health  care  are  forcing 
them  to  be  bureaucrats  and 
businessmen  as  well  . . . There  is  a 
conflict  between  the  humanistic 
needs  of  the  patient  and  the 
financial  and  regulatory  constraints 
of  the  health  care  system.  Today’s 
physician  is  often  an  unwilling 
bureaucrat,  filling  out  unnecessary 
forms  and  attending  unnecessary 
committee  meetings  and  having 
little  time  to  sit  in  a leisurely 
fashion  by  the  bedside  to  ease  a 
patient’s  concerns.” 

Is  there  a real  problem  with 
numbers  of  applicants? 

The  number  of  applicants 
increased  during  the  1960s  and 
early  1970s  peaking  at  42,246  in 
1974.  From  1981  to  1988  there  has 
been  a 27  percent  decline.  Today, 
there  is  an  average  of  less  than  two 
qualified  applicants  for  each 
position.  One  gratifying  feature  is 
that  women  applicants,  who  were 
conspicuous  by  their  small  numbers 
up  to  about  1970,  have  increased 
and  today  comprise  about  40 
percent  of  the  total. 

Is  there  a decline,  either  real  or 
perceived,  in  the  applicant  quality? 

There  has  been  no  significant 
change  over  the  years  in  the  science 
grade  point  average  of  applicants 
and  matriculants. 

Tuition  costs  rise  as  applicants 
decline,  and  much  faster  than 
inflation.  The  median  cost  for 
private  schools  was  $1,050  in 
1960-61,  $2,900  in  1974-75,  and 
$17,454  in  1989-90.  Yet,  tuition  pays 
less  half  the  real  cost  of  medical 
education. 

For  example,  out-of-state  students 
at  Mayo  Medical  School  pay  $16,500 
per  annum,  and  Minnesota  residents 
pay  $8,150  (the  state  of  Minnesota 
providing  an  additional  subsidy). 

The  cost  to  Mayo  is,  however, 
approximately  $40,000  per  annum 
per  student. 

The  average  debt  of  all  indebted 
medical  school  graduates  increased 
by  119  percent  between  1980  and 
1988.  By  1988,  57  percent  of  all 
medical  school  graduates  had  mean 
debts  of  $37,382.  One  Mayo 
student,  on  graduating,  had  a 
cumulative  debt  (from  college  and 


medical  school)  of  $100,000. 
Recipients  of  loans  must  now  start 
repaying  their  debts  during 
residency  training.  There  is  a real 
concern  that  such  economic  realities 
are  influential  in  making  decisions 
to  train  for  the  most  lucrative 
specialties. 

Is  there  a perceived  change  in  the 
level  of  professionalism  and  attitude 
of  students? 

Concerning  the  selection  of 
medical  students,  one  has  listened 
to  debates  that  there  is  too  much 
emphasis  on  high  scores  in  the 
physical  sciences,  and  that  wre 
should  admit  more  students  who 
have  majored  in  social  sciences  and 
humanities,  to  attract  more 
humanism  into  medicine.  There  is 
no  evidence,  however,  that  college 
students  who  have  a strong  interest 
in  the  natural  sciences  are  less 
concerned  about  humanism  than 
other  students. 

The  interview,  which  is  part  of 
the  selection  process,  also  serves  to 
recruit  candidates  to  the  school. 
However,  it  is  no  guarantee  that  the 
best  students  will  be  admitted.  It  is 
difficult,  therefore,  to  accept  the 
beliefs  of  some  that  it  is  the 
responsibility  of  the  faculty  that 
every  single  student  who 
matriculates  from  college  be 
permitted  to  graduate  from  medical 
school. 

In  selecting  only  40  students  per 
year  for  Mayo  Medical  School  out  of 
an  applicant  pool  of  about  1,400, 
including  two  interviews,  we  remain 
humble  about  the  difficulties  of 
deciding  which  of  these  applicants 
have  the  character  to  become  fine 
physicians.  In  fact,  if  we  were  truly 
objective,  we  would  list  all  the 
applicants  who  had  appropriate 
qualifications,  put  their  names  into  a 
lottery,  and  select  the  number 
needed  to  fill  the  available  places. 

Few  would  disagree  with  the 
concept  expressed  by  Dan  Tosteson 
(2),  dean  of  the  Harvard  Medical 
School,  that  medical  education 
should  include  instruction  about  the 
patient  as  a living  organism,  as  a 
member  of  society,  and  as  a person. 
The  first,  expresses  the  roots  of 
medicine  in  the  natural  sciences;  the 
second,  in  the  social  sciences;  and 
the  third,  in  the  humanities. 


Debate  continues  on  the  details  of 
structure  of  the  curriculum.  This  is 
mostly  subjective  since  there  is  no 
objective  data  to  show  that  any  one 
approach  is  better  than  any  other. 

In  the  report  of  the  panel  entitled 
“Physicians  for  the  Twenty-First 
Century,”  published  in  the  Journal 
of  Medical  Education  (3),  the 
following  statements  are  made: 

1.  Medical  education  should  be 
integrated,  rather  than  subject 
based. 

2.  Medical  education  should  be 
faculty,  rather  than  department 
based. 

3.  Medical  education  should  be 
“active,”  rather  than  “passive.” 

4.  Student  evaluation  should  be 
subjective  as  much  as  objective. 

5.  Steps  should  be  taken  to  define 
objectives. 

6.  Steps  should  be  taken  to 
promote  literacy. 

We  all  agree  with  promoting 
literacy.  However,  the  Journal  of 
Medical  Education  itself  is  by  no 
means  free  from  verbosity  (4):  “The 
authors  in  this  article  have 
described  the  attempt  of  one 
department  of  family  medicine  to 
develop  and  evaluate  a required 
clerkship  which  replicates  the 
ethical  totality  of  the  patient-family 
physician  relation  in  effective 
clinical  practice.  Special  attention 
has  been  given  to  the  methodo- 
logical problem  of  balancing  clinical 
integration  and  systematic  integrity 
in  such  a way  as  to  preserve  both 
the  relevance  and  rigor  of  ethics  in 
clinical  education.” 

Successful  education,  however,  is 
not  achieved  by  adopting  the  latest 
fashionable  fads,  but  in  establishing 
a faculty  of  competent  teachers  who 
can  interest  and  motivate  the 
students.  When  we  reflect  on  key 
events  in  our  own  education, 
seldom  are  the  merits  of  a particular 
videocassette  mentioned,  but  rather 
a certain  teacher  who  had  a key 
influence  in  our  careers. 

Unfortunately,  for  the  junior 
members  of  many  medical  schools’ 
faculties,  promotion  prospects  and 
tenure  depend  almost  entirely  on 
the  production  of  scientific  papers, 
sometimes  referred  to  as  “scientific 
output,”  and  take  little  if  any 
cognizance  of  teaching  abilities. 
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One  reason  is  that  it  is  easier  to 
evaluate  the  quality  of  research, 
than  the  quality  of  teaching.  Also, 
when  external  referees  are  asked  for 
their  opinion,  this  is  limited  to 
evaluation  of  the  research 
productivity  of  the  candidate.  It 
used  to  be  said  that  promotion 
committees  weighed  the  reprints  of 
the  candidate  on  a scale,  so  junior 
faculty  were  advised,  when  ordering 
reprints  of  their  papers,  to  pay  extra 
to  have  heavy  covers  bound  on 
their  reprints.  For  those  who  do 
achieve  the  security  of  tenure,  other 
demands  on  their  time  often  take 
precedence,  and  teaching 
responsibilities  are  assigned  to 
others. 

For  the  future,  we  need  to  find 
ways  to  evaluate  the  quality  of 
faculty  teaching  and  to  include  this 
in  the  determination  of  academic 
promotions.  I believe  that  the 
system  of  tenure  is  outmoded,  and 
that  performance  of  duties, 
including  teaching,  should  be 
evaluated  at  intervals. 

In  Great  Britain,  the  Thatcher 
government  has  abolished  tenure  in 
the  universities.  In  the  United  States, 
Frank  Press,  president  of  the 
National  Academy  of  Sciences,  at 
the  127th  Annual  Meeting  this  year, 
asked  universities  and  their 
associations  to  revalidate  the  need 
for  the  tenure  system  as  now 
practiced. 

Medical  Research 

Discussion  is  also  active  on  the 
future  role  of  the  clinician  in 
biomedical  research.  James 
Wyngaarden,  previous  director  of 
the  National  Institutes  of  Health 
(NIH),  writing  in  the  New  England 
Journal  of  Medicine  (5),  has 
described  the  clinical  investigator  as 
an  endangered  species.  It  is 
suggested  that  the  U.S.  may  become 
a consumer  rather  than  a producer 
of  medical  research. 

I like  the  words  of  Jack  Masur, 
designer  and  first  director  of  the 
Clinical  Center  at  the  NIH: 

“Research  enhances  the  vitality  of 
teaching.  Teaching  lifts  the  standard 
of  service.  Service  opens  new 
avenues  of  investigation.” 

It  is  becoming  increasingly 
difficult  for  MDs  to  develop  a 


successful  career  in  research.  There 
are  several  reasons  for  this: 

1.  The  development  of 
competence  in  both  medical 
practice  and  research  requires  a 
very  long  period  of  training. 
Indeed,  it  can  be  argued  that, 
with  the  increasing  complexity 
of  practice  and  the  exponential 
output  of  papers  in  bio- 
chemical research,  each  is  a 
full-time  occupation. 

2.  The  financial  rewards  are  less 
than  those  that  can  be 
anticipated  from  practice. 

3.  The  need  to  compete  with  full- 
time scientist  investigators 
every  3 to  5 years  for  financial 
support  from  NIH,  with  no 
guarantee  of  long-term 
institutional  support  for 
research.  Today,  applicants  for 
research  grants  must  reach  the 
12th  to  14th  percentile  to  be 
funded  by  NIH. 

Certainly  the  future  of  medical 
research  depends  on  knowledge 
gained  from  molecular  biology. 
However,  in  addition  to  the  need  for 
Ph.D.  scientists,  it  is  essential  to 
have  M.D.-investigators  to  take 
problems  from  patients  to  the 
laboratory,  and  to  apply  the 
solutions  towards  the  improvement 
of  patient  care. 

Health  Expenditure 

As  the  new  graduates  of  our 
training  programs  emerge  to  take 
their  place  in  American  medicine, 
they  will  have  to  face  the  fact  that 
medicine  has  devised  more  health 
care  than  we  can  afford  to  deliver. 

In  1965,  American  corporations 
spent  9 percent  of  their  operating 
profits  on  health  care.  They  now 
spend  more  than  46  percent.  If 
current  trends  continue,  it  has  been 
predicted  that  health  care  costs  will 
double  in  six  years. 

Dr.  Henry  Simmons,  president  of 
the  National  Leadership  Commission 
on  Health  Care,  says  that  within  11 
years  the  cost  of  Medicare  and 
Medicaid  will  outstrip  the  Social 
Security  and  military  budgets. 
Medicare  costs  amounted  to  100 
billion  dollars  in  1989  and  total 
health  care  costs  amounted  to  600 
billion  dollars,  or  more  than  10 
percent  of  the  gross  national 


product.  He  states:  “We  run  the 
most  expensive  health  care  per 
capita  system  in  the  world.” 

An  American  College  of  Physicians 
position  paper  entitled  “A  Call  for 
Radical  Surgery"  states  “though  the 
U.S.  has  physicians  with  unsurpassed 
training,  its  health  care  delivery  is 
among  the  most  expensive,  least 
efficient,  and  least  equitable  in  the 
developed  world.  Of  the  industrial- 
ized nations,  we  are  17th  in  life 
expectancy,  and  20th  in  preventing 
infant  mortality.” 

The  paper  also  states  that  wasteful 
administration  accounts  for  22 
percent  of  medical  expenses.  The 
Rand  Corporation  has  concluded 
that  30  percent  of  all  medical 
procedures  performed  in  the  U.S. 
are  unnecessary,  that  40  percent  of 
coronary  bypass  operations  are 
questionable,  as  are  33  percent  of 
operations  on  the  carotid  arteries. 

To  these  considerations  can  be 
added  the  cost  of  excessive 
malpractice  insurance,  and 
increasingly  burdensome  Federal 
regulations. 

Another  recent  expensive,  time- 
consuming  exercise  for  the  busy 
physician  is  the  so-called  “paper 
trail,”  commanded  by  the  Joint 
Commission  on  Accreditation  of 
Healthcare  Organizations.  No  one  is 
opposed  to  the  idea  of  regulations, 
when  these  are  necessary  for  our 
society,  but  they  should  be  imposed 
with  the  same  restraints  and  with 
the  same  awareness  of  their  side 
effects  as  drugs  used  in  medicine. 

Let  me  recall  the  remarkable  set 
of  rules  set  by  the  Occupational 
Safety  and  Health  Administration 
Agency,  commonly  known  as 
OSHA,  and  the  following 
recommendations  that  were  issued 
to  the  American  farmer: 

“Be  careful  around  the  farm. 

Hazards  are  one  of  the  major 
causes  of  accidents. 

A hazard  is  anything  that  is 
dangerous 

If  your  ladder  is  broken,  do  not 
climb  it. 

Be  careful  that  you  do  not  fall 
into  the  manure  pit.” 

To  which  the  response  from  a 
farmer  was: 

“See  the  farmer. 

See  the  farmer  go  to  the  mailbox. 
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See  the  farmer  get  the  little  book. 
The  farmer  can  read. 

The  farmer  can  read  big  words. 

The  farmer  knows  about  manure. 

See  the  farmer  read  the  little  book. 
The  farmer  knows  about  OSHA. 

See  the  farmer  kick  the  mailbox. 

See  the  farmer  throw  the  little  book. 
See  the  farmer  throw  the  little 

book  into  the  manure  pit.” 

Despite  the  farmer’s  appropriate 
retort,  I expect  that  the  bureaucrats 
remain  undaunted.  I read  in  the 
Wall  Street  Journal  on  the  way  to 
The  Greenbrier  that  the  Internal 
Revenue  Service  issues  79  pages  of 
instructions  to  dividend  and  interest 
payers  who  want  to  reduce 
paperwork  by  filing  data  on 
computer  discs! 

There  are  many  voices  suggesting 
changes  in  the  U.S.  health  care 
system.  For  example,  should  we 
adopt  the  Canadian  or  British 

system? 

Before  we  change,  let  us  look 
carefully  at  what  is  happening  in 
Great  Britain.  In  fact,  the 
recommendations  for  change  in  the 
new  government  paper  look  like  a 
recital  of  the  benefits  of  the  system 
that  we  currently  enjoy! 

Each  country  faces  the  challenges 
of  affordability,  availability,  quality, 
and  priorities  for  medical  care.  The 
answer  to  these  questions  will 
require  common  sense  and  a 
understanding  by  all  concerned.  1 
prefer  the  word  gumption,  which  is 
a relatively  rare  trait.  Those  who 


lack  it  fall  into  one  of  the  most 
delightful  sayings  of  antiquity,  that 
of  Heraclitus,  on  his  predessors: 
“They  had  much  knowledge,  but  no 

sense.” 

In  the  U.S.,  the  state  of  Oregon  is 
struggling  to  define  priorities  in 
medical  care  in  relation  to  cost,  as 
has  the  Netherlands  in  Europe.  The 
following  are  typical  problems: 

Should  an  Alzheimer  victim  with 
an  intestinal  blockage  be  granted 
surgery?  Is  saving  a premature 
infant  more  important  than  giving 
a senior  citizen  a pacemaker? 
Should  renal  dialysis  be  restricted 
to  those  under  62  years  of  age? 
Should  liver  transplantation  be 
reserved  for  those  who  can 
afford  to  pay? 

While  it  might  be  relatively  easy 
in  the  abstract  for  committees  to  be 
objective  in  deciding  on 
priority/cost  ratios,  this  takes  the 
judgment  away  from  the  only 
person  who  has  the  experience  and 
the  appropriate  information  to  make 
the  judgment  where  it  matters  most, 
in  the  care  of  the  individual  patient. 

Concluding  Thoughts 

William  Osier  (6)  talked  about 
what  he  called  “The  master  word  in 
medicine  which  is  capable  of 
making  the  stupid  man  bright,  and 
the  bright  man  brillant.”  The  master 
word  was  “work.”  However,  work 
alone  is  not  enough. 

And  so  I would  say  to  the 
medical  students  of  today  and 


tomorrow,  remember  the  words  of 
the  preacher:  "Get  wisdom,  get 
knowledge,  but  with  all  thy  getting, 
get  understanding,  for  the 
merchandise  thereof  is  greater  than 
the  merchandise  of  silver,  and  the 
gain  thereof,  than  fine  gold.” 

It  is  by  having  understanding,  or 
gumption,  combined  with  an 
exposure  to  dedicated  teachers,  that 
the  graduates  of  our  medical 
schools  and  post  M.D.  training 
programs  will  contribute  to  the 
development  of  a health  care  system 
that  will  continue  to  keep  the  U.S. 
ahead  in  medical  practice,  education 
and  research.  Indeed,  I envy  them 
the  challenge. 

Coming  as  I do,  from  close  to  the 
banks  of  the  Mississippi,  I can  echo 
the  words  of  Mark  Twain:  “Consider 
well  the  proportion  of  things.  It  is 
better  to  be  a young  June-Bug  than 
an  old  Bird  of  Paradise”. 
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What  a Meeting! 


The  West  Virginia  State  Medical  Association  Officers  and  Staff  would  like  to 
thank  the  participants  of  the  WVSMA  123rd  Annual  Meeting  in  White  Sulphur 
Springs.  Your  commitment  strengthens  our  Association  and  is  vital  to  its  future. 
Your  part  in  assuring  the  meeting’s  success  is  sincerely  appreciated. 
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Dr.  Warren  Point 


Dr.  Point,  City  of 

Warren  W.  Point,  M.D.  of 
Charleston,  and  the  city  of 
Wellsburg,  W.Va.,  were  recognized 
with  special  awards  on  August  15 
during  the  West  Virginia  Medical 
Association’s  123rd  Annual  Meeting 
at  The  Greenbrier  in  White  Sulphur 
Springs. 

Dr.  Point,  an  internist  with  the 
West  Virginia  University/CAMC 
Health  Sciences  Center,  Charleston. 
Division,  was  presented  with  the 
A.H.  Robbins  Company’s  Physician 
Award  for  Community  Service  for 
his  many  years  of  devotion  to  the 
medical  field  and  Kanawha  County. 

“Dr.  Point’s  distinguished  career 
in  academic  medicine  is  matched  by 
his  tireless  personal  involvement  in 
numerous  civic  affairs,”  Derrick  L. 
Latos,  former  WVSMA  president 
commented.  “The  Charleston  area 
has  truly  benefitted  from  his  energy 
and  committment. 

Dr.  Point  serves  on  the  boards  of 
the  United  Way  of  Kanawha  Valley, 
the  West  Virginia  Symphony,  the 
CAMC  Foundation  and  the 
University  of  Charleston.  These 
endeavors  were  especially 
mentioned  by  the  members  of  the 


Bill  Reger,  coordinator  of  the  Bayer  Wellness  Program,  and  Mr.  and  Mrs.  Bernard  Henry, 
proudly  hold  the  Presidential  Citation  which  the  Henrys  accepted  on  behalf  of  the  residents 
of  Wellsburg  for  their  outstanding  accomplishments  in  the  Bayer  health  campaign. 


Wellsburg  Receive  Special  Honors 


Kanawha  Medical  Society,  who 
nominated  him  for  the  A.H. 

Robbins  award. 

In  their  nomination  letter,  the 
Kanawha  Medical  Society  stated, 

“Dr.  Point  has  provided  a lot  of 
time  and  effort  to  these  activities 
and  we  feel  that  by  bestowing  him 
with  this  award,  the  WVSMA  would 
honor  a physician  truly  interested  in 
community  service.” 

The  other  award  presented  at  the 
Annual  Meeting,  the  WVSMA 
Presidential  Citation  which  has 
traditionally  been  given  to  non- 
physicians who  have  made  a special 
contribution  to  health  care,  was 
given  this  year  for  the  first  time  to 
an  entire  city. 

The  citizens  of  the  small  Ohio 
Valley  community  of  Wellsburg 
were  chosen  for  this  recognition  for 
the  outstanding  accomplishments 
they  attained  by  participating  in  the 
Bayer  Wellness  health  promotion 
campaign.  Since  the  program’s 
inception  in  May  1988,  the  citizens 
of  Wellsburg  proved  that  weight, 
cholesterol,  blood  pressure  and 
overall  health  can  be  improved  on  a 
community  level  with  simple 


lifestyle  changes.  Mr.  and  Mrs. 
Bernard  Henry,  long-time  residents 
of  Wellsburg,  accepted  the  award 
on  behalf  of  the  town’s  citizens. 

“Mr.  and  Mrs.  Henry  are  typical 
of  the  Wellsburg  residents  who 
have  worked  together  to  create  a 
true  ‘Wellsburg,’”  Dr.  Latos 
explained.  “They  continue  to 
provide  exemplary  support  through 
personal  recruitment  of  hundreds  of 
volunteers  and  by  direct 
involvement  in  the  local  school 
wellness  programs.” 

Dr.  Stephen  Weisman,  manager  of 
scientific  information  for  The  Bayer 
Company,  and  Bill  Reger,  who 
coordinated  the  program  in 
Wellsburg,  also  attended  the 
ceremony.  According  to  Dr. 
Weisman,  the  success  of  the 
program  was  due  to  the 
combination  of  corporate  and 
community  strength. 

“Bayer  developed  the  pilot 
wellness  program  to  educate 
people,  but  it  was  Wellsburg 
residents  like  Bernard  and  Virginia 
Henry,  with  their  dedication  and 
committment,  that  brought  it  to 
life,”  Dr.  Weisman  said. 
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Convention  ’90 


Executive  Committee  officers  Dr.  Michael  Stump,  Dr.  Derrick  Latos,  Dr.  Bill  Atkinson  and  Dr.  Con- 
stantino Amores  listen  as  AMA  President  C.  John  Thpper  makes  his  speech,  “A  National  Challenge,” 
during  the  First  Session  of  the  House  of  Delegates. 


At  the  reception  honoring  the  new  officers  of  the  WVSMA  and  Auxiliary,  Dr.  Michael  Stump 
and  his  wife,  Priscilla,  were  happy  to  celebrate  his  installation  as  president  with  the  four 
of  their  seven  children  who  were  able  to  attend,  Margaret,  Laurie,  Ann  and  Karl. 


Dr.  John  Gaslorowski  of  the  Department  of  Psychology  at  Wheeling  Jesuit  College  answers  a doctor’s  question  during  the  panel 
discussion  on  “The  Changing  Role  of  the  Physician.”  The  other  panelists  pictured  are  Karen  Politz,  Senator  Rockefeller’s  aide 
on  health  care  issues;  Dr.  Donald  Fidler,  an  associate  professor  of  psychiatry  at  the  WVU  School  of  Medicine;  and  Ronald  Alex- 
ander, an  Akron  attorney  who  specializes  in  health  law. 
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Dr.  Stuart  Levin  of  the  Department  of  Internal  Medicine  at  Rush- 
Presbyterian-St.  Luke’s  Medical  Center  in  Chicago  speaks  on  the 
topic  of  “Antibiotic  Therapy”  at  the  Third  General  Session. 


WVU  Benedum  Professor  Dr.  Edmund  Flink,  who  presented  the 
paper,  “Magnesium  Deficiency,”  during  the  First  General  Session 
was  given  special  recognition  by  Dr.  Derrick  Latos,  1989-90 
WVSMA  president,  for  his  contributions  to  medical  education. 
Dr.  Flink’s  paper  is  published  in  the  Scientific  Newsfront  section 
of  this  issue  of  the  Journal. 


Dr.  Sam  Davis  of  the  Fayette  County  Medical  Society  speaks  to 
a resolution  during  the  Second  Session  of  the  House  of  Delegates. 


Dr.  Joseph  Werthammer  of  Huntington  listens  intently  to  the 
speakers  during  the  panel  on  “Drug  Interactions,”  which  he 
moderated  at  the  Third  General  Session. 
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Convention  \ 90 


“The  Putting  Challenge”  at  the  CNA  Insurance  Company’s  booth 
in  the  Exhibit  Center  was  popular  with  convention  participants. 


New  WVSMA  Vice  President  James  Bryant  visits  with  the 
representatives  from  the  WVU  School  of  Medicine  while  look- 
ing at  the  displays  in  the  Exhibit  Center. 


Dr.  James  Magee  was  happy  to  be  the  door 
prize  winner  of  a beautiful  planter  donated 
by  pharmaceutical  company  Novo-Nordisk. 
Pictured  with  Dr.  Magee  is  Ann  Anderson, 
a representative  of  Novo-Nordisk. 


Guests  socialize  at  the  reception  hosted  by  the  CNA  Insurance  Companies  and 
McDonough  Caperton  Insurance  Group. 
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Competition  was  fierce  during  the  popular  volleyball  tournament 
which  was  held  during  the  Annual  Meeting. 


The  winners  of  the  men’s  tennis  tournament.  Dr.  Saferstein,  Dr. 
Alimaro,  Dr.  Scaring,  Jug  Moser  and  Dr.  Vempaty  were  happy  to 
receive  their  trophies.  Not  pictured  is  Dr.  Cinco. 


The  winners  of  the  women’s  tennis  tournament,  Whaja  Chang, 
Carole  Scaring,  Linda  Elliott  and  Joy  Cinco  pose  for  a group 
photo. 


Dr.  Estelito  Santos  and  Dr.  Tom  Pearcy  were  two  of  the  proud  win- 
ners of  the  golf  tournament.  Pictured  with  them  are  volleyball 
tournament  chairman  Dr.  Jim  Comerci  and  WVSMA  staff  member 
Patty  Barnhart.  Not  pictured  are  Jay  Atkins  and  Dr.  Hefter. 


An  exhibitor  tees  off  for  a game  on  the 
scenic  golf  course  at  The  Greenbrier. 
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Convention  ’90 


New  WVSMA  Auxiliary  President  Sara  Townsend  presides  over  the  Auxiliary’s  post  convention  board  meeting  with 
her  officers  (from  left  to  right)  Ginny  Reisenweber,  treasurer;  Pacita  Salon,  vice  president  elect;  Jane  Altmeyer,  president- 
elect; Mary  Helen  Strauch,  recording  secretary;  and  Ruth  Gilbert,  parlimentarian. 


AMA  Eastern  Regional  Vice  President  Alice 
Edwards  addresses  the  WVSMAA  on  “What 
the  AMA  Auxiliary  Can  Do  For  You.” 


Vickie  Helsley,  co-chairman  of  the  AMA 
Educational  and  Research  Fund  committee, 
presents  the  funds  raised  for  the  WVU 
Medical  School  during  the  past  year  to  Dean 
Dr.  Robert  D’Alessandrl. 


AMA  Auxiliary  President  Norma  Skoglund 
gives  her  remarks  at  the  First  Session  of  the 
House  of  Delegates. 
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Sue  Bryant  sings  a moving  version  of  Couples  danced  to  the  music  of  the  Hal  Walls  Trio  during  the  intermission  segments 
‘‘Before  the  Parade  Passes  By,”  for  the  of  “Peer  Revue.” 

“Peer  Revue”  variety  show. 


i '-wjjv  * 

■ jfv 

■ 

!#•:.  * 1 

f 3 

x ' 1 I f ■ 

ic  l r® 

jj tv 

I 1 

i • '■  1 

mIUI  If  1 

Pc*  ] 

Ji 

J_jj  ff 

hi 

r 14 1 

A group  of  Roaring  20’s  flappers  from  the  WVSMA  Auxiliary  entertained  the  audience  at  “Peer  Revue”  with  their  fancy  footwork  and  finery. 
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Dr.  Robert  Hess  and  Whaja  Chang  performed  a piano/cello  duet  entitled  “Arioso”  for 
the  variety  show. 


Witty  Master  of  Ceremonies  Dr.  David 
Avery  introduces  Dr.  Jim  Comerci,  who  per- 
formed a piano  medley  and  later  played  the 
accordian  for  “Peer  Revue.” 
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1990  Resolutions 


The  following  resolutions  were 
adopted  by  the  House  of  Delegates: 

Resolution  1,  2 and  7 

WHEREAS,  SB-576  does  not 
address  the  real  issues  in  health  care 
delivery  for  West  Virginia,  and 

WHEREAS,  certain  provisions  of 
this  Act  may,  in  fact,  limit  access  to 
health  care,  and 

WHEREAS,  the  resources  available 
to  this  Association  are  limited, 
therefore  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  concen- 
trate its  legislative  and  lobbying 
efforts  in  two  critical  areas  of 
replacement  of  SB-576  and  tort 
reform. 

Resolution  3 and  35 

WHEREAS,  the  “Take  One,  Take 
All”  provision  of  SB-576  is  not 
acceptable  to  members  of  the  West 
Virginia  State  Medical  Association, 
and 

WHEREAS,  SB-576  is  likely  to  be 
replaced  and/or  significantly 
modified  in  1991,  and 

WHEREAS,  SB-576  although 
designed  to  increase  access  to 
medical  care  in  West  Virginia  may 
have  limited  health  care  delivery, 
and  is  not  acceptable  to  the 
membership  of  the  WVSMA 
therefore  be  it 

RESOLVED,  that  legislation  shall 
be  prepared  which  shall  include  the 
following: 

1)  That  the  bundling  or  unitary 
treatment  of  the  four  separate  state 
health  care  entities,  enacted  in 
SB-576,  should  be  undone. 

2)  That  the  state  employ  an 
actuary  to  establish  a PEIA  fee 
schedule  which  would  consider 
reasonable  medical  services  rates. 

3)  That  the  state’s  beneficiaries  of 
health  plans  be  guaranteed  freedom 
of  choice  of  health  care  providers. 

4)  That  physicians  be  guaranteed 
freedom  to  participate  or  not  in 
state  health  care  plans  and  maintain 
freedom  to  balance  bill. 

5)  That  the  “Take  One,  Take  All” 
provision  be  nullified  and  that  the 
suite  establish  an  Advisory  Committee, 
in  part  composed  of  representatives 
of  the  WVSMA  whose  opinions 
represent  that  of  the  membership-at- 
large,  and  that  the  advisory  commit- 


tee meet  with  the  Governor  or  his 
representative  on  a monthly  basis 
and  be  charged  with  developing 
proposals  for  solutions  to  problems 
involving  access  to  health  care  by 
January  1,  1992,  with  a final  report 
by  January  1,  1993. 

6)  That  PEIA  develop  a basic 
benefit  program  with  added  options. 

7)  That  added  and  increased  taxes 
on  alcohol  and  tobacco  be  enacted 
to  supplement  the  state’s  health  care 
budgets,  and 

RESOLVED,  that  a legislative  pro- 
posal be  prepared  and  presented  to 
the  Legislative  Committee  by 
September  15,  1990,  and  thereafter 
disseminated  to  the  component 
medical  societies,  Council  and  the 
Executive  Committee  and  be  it 
further 

RESOLVED,  that  the  WVSMA 
endorse  the  following  statements  as 
unacceptable  provisions  in  any 
legislation: 

(a)  Any  billing/reimbursement 
mechanisms  or  assignment  arrange- 
ments tied  to  medical  licensure. 

(b)  Any  extension  of  mandatory 
assignment  to  non-governmental 
payors 

(c)  Any  “Take  One,  Take  All” 
provisions. 

RESOLVED,  that  WVSMA  oppose 
the  imposition  of  RBRVS  in  West 
Virginia  as  part  of  any  mandated 
reimbursement  arrangement  prior  to 
the  imposition  of  such  a system 
nationwide. 

Resolution  4 

WHEREAS,  the  West  Virginia  State 
Medical  Association  endorsed  a 
mandatory  seat  belt  usage  law,  and 

WHEREAS,  the  passage  of  such  a 
law  would,  by  a conservative 
estimate,  save  200  lives  a year  as 
well  as  ameliorate  an  untold  number 
of  injuries  and, 

WHEREAS,  the  State  has  refused 
to  enact  such  a law,  therefore  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  continue 
to  support  the  passage  of  such  a 
seat  belt  usage  law. 

Resolution  5 

WHEREAS,  the  society  desires  to 
seek  a referendum  on  the  issue  of 
collateral  source,  therefore,  be  it 


RESOLVED,  that  there  be  a 
petition  developed  with  enough 
public  signatures  obtained  through 
an  organized  effort  by  the  West 
Virginia  State  Medical  Association 
via  physicians’  offices  and  the 
patients  they  treat,  to  obtain  a state 
constitutional  amendment  on  which 
the  citizens  of  West  Virginia  can 
vote. 

Resolution  6 

WHEREAS,  the  state  constitution 
does  not  provide  its  citizens  with  a 
vehicle  by  which  they  can  initiate 
laws  of  their  choosing,  and 

WHEREAS,  the  state  constitution 
does  not  provide  its  citizens  a vehicle 
to  remove  public  elected  officials 
who  have  proven  inept  in  the 
performance  of  their  duties; 
therefore,  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  endorse 
such  constitutional  changes  to 
provide  initiative,  referendum  and 
recall. 

Resolution  8,  18  and  22 

WHEREAS,  the  West  Virginia  State 
Medical  Association  and  its  compo- 
nent medical  societies  have  not 
formed  successful  political  coalitions 
in  West  Virginia  with  other  interest 
groups  and, 

WHEREAS,  Medicine  and  other 
interested  groups  in  the  state  of 
West  Virginia  will  find  cooperation 
mutually  advantageous,  therefore  be 
it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  identify 
areas  of  shared  interests  with  other 
groups  and  attempt  to  form  coali- 
tions with  those  groups  to 
accomplish  the  goals  of  WVSMA 
including  tort  reform  and  health 
care  legislation. 

Resolution  9 — (Referred  to  Council 
for  study.) 

WHEREAS,  the  OSHA  regulations 
being  imposed  on  private  physician’s 
offices  and  the  proposed  govern- 
mental regulations  of  private  office 
laws  will  not  only  be  impossible  to 
follow  but  will  cause  significant 
hardships  on  our  patients,  therefore, 
be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  go  on 
public  record  opposing  the  regulations 
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and  distribute  this  position  to  all  of 
the  appropriate  senators  and 
representatives. 

Resolution  13 

WHEREAS,  bicycle  riding  is 
becoming  a more  popular  and 
prevalent  mode  of  recreation,  and 

WHEREAS,  significant  potential 
for  morbidity  and  mortality  exists  as 
a result  of  head  injuries  sustained  in 
bicycle  accidents,  and 

WHEREAS,  any  significant  increase 
in  head  injuries  will  place  an 
impossible  burden  on  an  already 
grossly  underfunded  health  care 
system  in  the  state  of  West  Virginia, 
therefore,  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  support  an 
educational  program  encouraging 
the  use  of  safety  helmets  by  riders 
of  bicycles  in  the  state  of  West 
Virginia. 

Resolution  14 

WHEREAS,  the  American  Medical 
Association  and  Federal  Drug 
Administration  recognize  that  the 
hazards  of  ultraviolet  radiation  are  a 
national  problem  and  feel  that 
enforcement  of  rules  and  regulations 
regarding  the  hazards  of  tanning 
parlors  are  best  enforced  at  the  local 
and  state  level;  therefore,  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  support 
the  development  of  an  educational 
campaign  regarding  the  hazards  of 
tanning  parlors;  and  be  it  further 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  support 
the  enactment  of  state  laws  which 
regulate  tanning  parlors. 

Resolution  No.  15 — (Referred  to 
Council.) 

WHEREAS,  there  exists  no  long 
range  plan  for  legislative  issues  in 
the  West  Virginia  State  Medical 
Association,  therefore,  be  it 

RESOLVED,  that  the  following  be 
adopted  as  official  policy  of  West 
Virginia  State  Medical  Association 
for  use  as  a broad  framework  on 
which  to  build  specific  legislative 
proposals. 

Health  Care  Policy  for  the  1990s 

GOAL:  To  provide  appropriate 
medical  care  for  all  people  while 
preserving  the  freedom  of  choice 
for  consumers  and  providers. 

1.  A reasonable  and  rational  entity 
should  establish  a “value”  for  all 


medical  services  based  on  a 
resource-based  relative  value  system. 
This  would  be  like  a manufacturer’s 
suggested  price  for  all  services.  It 
would  introduce  logic  rather  than 
“tradition”  as  a basis  for  physician 
payment  and  help  avert  a decline  in 
rural  health  care  services  by  reim- 
bursing physicians  at  a more  appro- 
priate level.  This  will  improve  access 
to  care  for  everyone. 

2.  Retain  the  right  for  providers  to 
set  their  own  fees  relative  to  the  set 
“actual  value.”  That  is,  they  may  dis- 
count services  to  attract  increased 
volume  or  they  may  charge  above 
the  set  value  if  they  feel  they  pro- 
vide extraordinary  care,  facilities  or 
service  (Fancy  Restaurant  analogy). 

3.  Ensure  freedom  of  choice  for 
both  providers  and  consumers 
including  freedom  for  providers  to 
choose  whether  or  not  to  partic- 
ipate in  payment  plans.  However, 
providers  must  be  prohibited  from 
discriminating  against  a class  of 
patients  based  on  payor  status,  but 
be  permitted  the  right  to  refuse 
individual  patients  for  reasons  such 
as  non-compliance,  personality  con- 
flicts, or  non-payment. 

4.  Mandate  a co-payment  system 
to  insure  that  all  patients  join  in 
responsibility  for  their  own  health 
care.  Payment  plans  should  pay  a 
fixed  percent  of  the  “actual  value” 
of  services.  This  can  vary  from  plan 
to  plan.  This  would  include  a 
nominal  co-payment  for  Medicaid. 
The  amount  of  co-payment  would 
be  less  for  essential  and  basic  ser- 
vices. This  would  result  in  lower 
costs  for  society  by  decreasing  inap- 
propriate utilization  of  services. 

5.  Implement  a plan  for  tort 
reform  based  on  an  arbitration 
system.  This  would  be  fairer  and 
more  cost  effective  with  money 
going  to  victims  of  malpractice 
rather  than  to  insurance  companies 
and  attorneys. 

6.  Mandate  that  it  is  the  state’s 
responsibility  to  provide  care  for 
West  Virginia’s  indigent  patients. 
While  all  providers  should  provide 
some  indigent  care  and  be  compen- 
sated at  a reasonable  rate,  specific 
institutions  should  be  designated 
“State  Teaching  Institutions.”  They 
should  be  allocated  a set  amount  of 
funds  for  the  provision  of  indigent 
care  by  physicians  in  training,  based 
on  the  number  of  indigent  patients 
they  treat. 


7.  Charge  the  medical  profession 
itself,  working  with  the  State  Boards, 
with  providing  self-governance, 
quality  assurance,  public  accoun- 
tability and  the  enforcement  of  its 
own  code  of  ethics. 

Resolution  16  and  27 

WHEREAS,  political  and  social 
events  within  recent  years  make  it 
evident  that  rapid  responses  by  the 
medical  community  to  legislative 
and  other  crises  will  be  increasingly 
necessary,  and 

WHEREAS,  most  physicians  do 
not  personally  have  the  time  to 
monitor  the  legislative  process  on  a 
minute-to-minute  basis  and, 
WHEREAS,  the  West  Virginia  State 
Medical  Association  office  will  con- 
tinue to  air,  on  their  legislative 
hotline,  legislative  information 
which  is  of  urgent  importance  and, 
WHEREAS,  attempts  will  be  made 
by  the  WVSMA  to  personally  com- 
municate by  phone  critical  informa- 
tion to  each  of  the  component 
society  presidents,  therefore  be  it 
RESOLVED,  that  component 
society  presidents  with  the 
assistance  of  WVSMA  staff,  establish, 
within  their  society,  a communica- 
tion network  which  can  deliver  this 
critical  information  to  all  of  its 
membership  within  a 24-48  hour 
period  of  time,  so  that  an  effective, 
unified  political  voice  can  be  heard 
from  the  medical  community  in  the 
State  of  West  Virginia. 

Resolution  17 

WHEREAS,  the  West  Virginia  State 
Medical  Association  does  not  always 
have  ways  to  disseminate  informa- 
tion to  the  public  and, 

WHEREAS,  only  by  informing  the 
public  early,  long  before  legislative 
sessions,  can  we  achieve  popular 
support  for  the  repeal  of  SB-576 
and  enactment  of  meaningful  tort 
reform,  therefore,  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  take  the 
lead  in  dealing  with  health-related 
issues  and  research  ways  to  dissemi- 
nate information  to  the  public. 

Resolution  19 

WHEREAS,  the  proposed  regula- 
tions of  HCFA  to  implement  CLIA 
88  will  have  a disastrous  effect  on 
the  practice  of  medicine  in  West 
Virginia,  therefore,  be  it, 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  express  its 
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dissatisfaction  to  HCFA  with  its  pro- 
posed regulations  and,  be  it  further 

RESOLVED,  that  these  concerns 
be  communicated  to  HCFA  no  later 
than  5 p.m.,  August  20,  1990  and 

RESOLVED,  that  these  concerns 
and  recommendations  be  com- 
municated to  the  WV  state  senators 
and  congressmen  immediately. 

Resolution  20 

WHEREAS,  the  West  Virginia  law 
regulating  testing  for  HIV  contains 
very  specific  requirements  and  pre- 
and  post-test  counseling  and 

WHEREAS,  insurance  physicals 
often  require  HIV  tests  but  the 
current  legal  requirements  for  said 
testing  cannot  be  met  and 

WHEREAS,  there  is  a provision  in 
the  law  to  allow  the  insurance  com- 
missioner to  establish  rules  excluding 
insurance  physicals  from  the  legal 
requirements,  and 

WHEREAS,  the  insurance  commis- 
sioner has  failed  to  establish  such 
rules  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  contact  the 
commissioner  and  encourage  him  to 
develop  HIV  testing  exclusions  as 
soon  as  possible. 

Resolution  21 

WHEREAS,  the  West  Virginia  State 
Medical  Association  believes  that 
wholesome,  full  life  is  enhanced  by 
good  prenatal  care,  good  pediatric 
and  adolescent  health  care,  therefore 
be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  establish  a 
coalition  with  other  professional  and 
consumer  groups  concerned  about 
child  health  care  in  West  Virginia. 

Resolution  23 

WHEREAS,  all  Americans  desire 
access  to  quality  health  care  at  affor- 
dable prices,  and 

WHEREAS,  The  American  Medical 
Association  has  developed  a Health 
Access  America  proposal  which 
includes  videos,  speaker  guidelines 
and  all  tools  necessary  to  present 
this  proposal,  therefore,  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  endorse 
the  American  Medical  Association’s 
Health  Access  America  proposal  and 
to  disseminate  this  proposal  to  all 
members. 

Resolution  2 5 

WHEREAS,  physicians  in  West 
Virginia  are  unfairly  depicted 


through  various  media  and  the 
public,  therefore,  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  develop  a 
yearly  white  paper  concerning  the 
state  of  medicine  and  medical  care 
in  time  for  ideas  to  be  disseminated 
throughout  the  community  prior  to 
the  legislative  session.  This  white 
paper  should  include  data  on  quality 
care,  accessibility  of  care,  patient 
satisfaction  regarding  that  care,  tort 
reform,  and  reasons  for  tort  reform. 

Resolution  26 

WHEREAS,  boxing  is  a dangerous 
sport  prone  to  cerebral  concussions 
and  even  greater  cerebral  injury  and 

WHEREAS,  the  American  Medical 
Association  has  stated  their  reasoned 
position  against  boxing,  therefore, 
be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  endorse 
the  AMA  policy  regarding  the 
hazards  of  boxing. 

Resolution  32 

WHEREAS,  Workers'  Compensa- 
tion, Medicaid  and  other  insurance 
companies  do  not  accept  the  standard 
HCFA  1500  insurance  form,  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  support 
legislation  requiring  all  third-party 
payors  doing  business  in  the  state  of 
West  Virginia  to  use  the  standard 
HCFA  1500  insurance  form  and 
standard  ICD-9-CM  and  CPT  codes 
for  the  purposes  of  insurance 
billing. 

Resolution  33 

WHEREAS,  according  to  the 
Department  of  Agriculture,  20  per- 
cent of  all  food  produced  for  human 
consumption  in  the  United  States 
each  year  is  wasted  or  lost,  and 

WHEREAS,  many  of  our  citizens 
are  going  hungry,  and 

WHEREAS,  leftovers  from 
restaurants,  cafeterias,  hotels, 
caterers,  bakeries  are  discarded 
when  it  is  perfectly  usable,  and 

WHEREAS,  there  are  volunteer, 
non-profit  organizations  in  every 
community  that  would  be  willing  to 
distribute  the  excess  food  to  soup 
kitchens,  churches,  and  the  Salvation 
Army,  therefore,  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  sponsor  a 
Good  Samaritan  Law  that  will  protect 
food  donors  against  liability. 


Resolution  34 

WHEREAS,  the  Governor  of  West 
Virginia  published  an  article  in  State 
Government  News,  June  1990,  in 
which  he  recognized  that  the  state 
needs  to  create  a more  favorable 
climate  for  physicians  and, 

WHEREAS,  the  Governor  also  called 
for  policy  makers  to  take  a fresh 
look  at  the  professional  liability 
problem  as  one  way  to  improve  the 
climate  in  which  doctors  practice, 
therefore  be  it 

RESOLVED,  that  the  West  Virginia 
State  Medical  Association  send  a letter 
to  the  Governor  stating  that  WVSMA 
agrees  that  policy  makers  need  to 
take  an  urgent  look  at  the  profes- 
sional liability  problem,  and  that 
tort  reform  and/or  alternatives  to 
tort  reform  currently  proposed  by 
the  WVSMA  need  to  be  enacted  to 
create  for  doctors  a favorable 
climate  in  which  to  practice,  and 
that  WVSMA  endorse  the  following 
specific  recommendations: 

1)  The  Commissioner  of  Insurance 
should  be  charged  to  investigate  the 
disparity  in  liability  insurance  costs 
in  West  Virginia  compared  to  border 
communities  in  surrounding  states. 
Premium  differences  should  be  based 
on  claims  incidents  and  closed 
claims  cost. 

2)  Two  “tort  reform"  initiatives 
have  been  successful  in  reducing  the 
cost  of  claims  and  ultimately  result 
in  reduced  cost  for  self-insurance 
funding  or  insurance  purchase  from 
private  companies.  The  initiatives 
are  as  follows: 

(a)  Collateral  source  benefits  have 
been  found  to  reduce  claims  fre- 
quency by  approximately  15%  and 
reduce  the  cost  of  claims  (claims 
payment)  by  11%  to  20%.  The 
effect  of  collateral  source  offset  is  to 
avoid  duplicate  payment  where  an 
individual  received  benefits  from 
other  sources. 

(b)  Caps  on  awards  have  reduced 
the  cost  of  claims  by  approximately 
23%.  The  caps  on  awards  are  con- 
straints on  non-economic  damages. 
This  is  not  a limitation  on  the 
amount  an  injured  party  can  recover 
for  actual  damages. 

3)  A third  recommendation  is  a 
legislative  initiative  calling  for  man- 
datory reductions  in  liability 
premiums  to  be  accompanied  by  the 
aforementioned  “tort  reform” 
measures. 
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Constitution  and  Bylaw  Amendments 


The  following  Constitution  and 
Bylaw  Amendments  were  approved 
by  the  House: 

Amend  ARTICLE  VI.  - THE 
COUNCIL  - Sec.  1,  first  sentence,  of 
the  Constitution  by  deleting  the 
word,  “district,”  and  inserting  in  lieu 
thereof  the  following  words,  “com- 
ponent society.” 

The  sentence  would  then  read, 

“The  Council  shall  consist  of  the 
elected  Councilors  from  each  com- 
ponent society;  the  immediate  Past 
President,  who  shall  serve  as  Chair- 
man; ... 

Amend  CHAPTER  VI.  - THE 
COUNCIL  - Sec.  5 of  the  Bylaws  by 
deleting  the  current  Section  by 
inserting  in  lieu  thereof  the  follow- 
ing: “Each  component  society  shall 
have  a minimum  of  one  Councilor 
and  shall  be  listed  in  alphabetical 
order  and  so  numbered.” 

1- Boone  County  Medical  Society; 

2- Brooke  County  Medical  Society; 

3- Cabell  County  Medical  Society; 

4- Central  West  Virginia  Medical 
Society; 

5- Eastern  Panhandle  Medical 
Society; 

6- Fayette  County  Medical  Society; 

7- Greenbrier  Valley  Medical  Society; 

8- Hancock  County  Medical  Society; 

9- Harrison  County  Medical  Society; 

10- Kanawha  Medical  Society; 

11- Logan  County  Medical  Society; 

12- Marion  County  Medical  Society; 

13- Marshall  County  Medical  Society; 

14- Mason  County  Medical  Society; 

15- McDowell  County  Medical  Society; 

16- Mercer  County  Medical  Society; 

17- Monongalia  County  Medical 
Society; 

18- Ohio  County  Medical  Society; 

19- Parkersburg  Academy  of  Medicine; 

20- Potomac  Valley  Medical  Society; 

21- Preston  County  Medical  Society; 

22- Putnam  County  Medical  Society; 

23- Raleigh  County  Medical  Society; 

24- South  Branch  Valley  Medical 
Society; 

25- Summers  County  Medical  Society; 

26- Tug  Valley  Medical  Association; 

27- Tygart’s  Valley  Medical  Society; 

28- Western  Medical  Society  of  West 
Virginia; 

29- Wetzel  County  Medical  Society;  and 

30- Wyoming  County  Medical  Society) 


Amend  CHAPTER  VI.  - THE 
COUNCIL  - Sec.  6 as  follows: 

“During  the  annual  meeting  of  the 
Medical  Association  held  in  an  even- 
numbered  year,  there  shall  be 
elected  one  (1)  Councilor  from  each 
even-numbered  component  society 
to  serve  for  two  (2)  years;  and  during 
the  annual  meeting  of  the  Medical 
Association  held  in  an  odd- 
numbered  year,  there  shall  be 
elected  one  (1)  Councilor  from  each 
odd-numbered  component  society 
to  serve  for  two  (2)  years.  Each 
component  society  which  has  two 
hundred  (200)  members  shall  be 
entitled  to  two  (2)  Councilors.  For 
each  additional  one  hundred  (100) 
members  a component  society  shall 
be  entitled  to  one  (1)  additional 
Councilor. 

“In  computing  the  membership 
base  for  determination  of  the 
number  of  Councilors  to  which  a 
component  society  may  be  entitled, 
medical  student  members  of  the 
State  Medical  Association  shall  be 
counted  as  being  members  of  the 
component  society  listed  as  their 
residence  at  the  time  they  entered 
medical  school;  and  resident 
members  of  the  State  Medical 
Association  shall  be  counted  as 
being  members  of  the  component 
society  representative  of  their  mail- 
ing address  at  the  time  they  entered 
residency  training.” 

Amend  ARTICLE  VI  - THE 
COUNCIL  - Sec.  1,  by  deleting  the 
second  sentence  which  reads,  “A 
majority  of  the  membership  of  the 
Council  shall  constitute  a quorum,” 
and  replacing  it  with  the  following: 
“Forty-percent  of  the  membership 
of  the  Council  shall  constitute  a 
quorum.” 

Amend  CHAPTER  II,  Section  2,  by 
inserting  in  the  last  sentence, 
“representative  of  (50)  percent  of 
the  component  societies.” 

The  new  section  would  now  read, 
“Special  meetings  of  either  the 
Association  or  the  House  of 
Delegates  shall  be  called  by  the 
President  on  petition  of  twenty  (20) 
delegates  or  fifty  (50)  members, 
representative  of  (50)  percent  of  the 
component  societies.” 


Motions  Approved  by  the 
House  of  Delegates: 
Unauthorized  Laboratory  Testing 

The  West  Virginia  State  Medical 
Association  be  charged  with  adopt- 
ing legislation  that  requires 
laboratories  conducting  unrequested 
(unauthorized)  testing  to  have  prior 
approval  before  sending  such 
laboratory  data  to  a physician. 

Dues  Assessment  and 
Audit  Committee 

The  WVSMA  House  of  Delegates 
direct  the  Executive  Committee  to 
prepare  a recommendation  for 
Council  regarding  a dues  assessment 
of  up  to  $500  per  member  for  the 
purpose  of  carrying  out  the  man- 
dates of  this  House,  and  that  a 
special  audit  committee  be  estab- 
lished to  develop  a plan  of  the 
utilization  of  these  funds,  present  a 
description  of  allocation  of  monies, 
define  what  monies  will  be  used 
for,  and  that  this  be  accomplished 
no  later  than  the  fall  1990  meeting 
of  the  Council. 

Press  Conference 

PEIA’s  basic  problems  stem  from 
lack  of  adequate  funding  and  lack  of 
underwriting,  and  that  this  body 
strongly  urge  the  incoming  President 
and/or  the  Executive  Committee 
to  state  this  opinion  at  a press 
conference  prior  to  August  22,  1990. 

Young  Physicians 

WVSMA  staff  is  instructed  to  send 
letters  to  senators  and  congressmen 
concerning  the  discrimination 
against  young  physicians. 

Updated  Constitution  and 
& Bylaws/Roster 

Direct  the  Executive  Director  to 
present  and  distribute  to  all 
members  an  updated  version  of  the 
Constitution  and  Bylaws  and  update 
a new  membership  roster  for  1991 
by  year-end,  to  include  office  phone 
and  fax  numbers. 

Motion  Referred  to  the 
Constitution  and  Bylaws 
Committee: 

WVSMA  Councilors  should  be 
elected  by  their  component  medical 
societies. 
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Annual  Reports 


Cancer  Committee 

Meetings  of  the  Cancer  Commit- 
tee were  held  August  19,  1989,  dur- 
ing the  West  Virginia  State  Medical 
Association  Annual  Meeting  at  The 
Greenbrier  in  White  Sulphur 
Springs;  and  during  the  Mid-Winter 
Clinical  Conference  on  January  28, 
1990  at  the  Holiday  Inn  Charleston 
House,  Charleston,  West  Virginia. 

Dr.  Richard  Pearson  reported  that 
the  study  questionnaires  on 
occupational-related  malignancies, 
bladder  cancer  and  leukemia  where 
sent  to  internists,  oncologists,  and 
urologists  throughout  the  state. 

The  Cancer  Committee  of  the 
West  Virginia  State  Medical  Associa- 
tion endorsed  the  grant  proposal  to 
the  National  Cancer  Institute  as 
presented  by  Nancy  J.  Tolliver, 
director  of  the  Office  of  Community 
Health  Services  of  the  West  Virginia 
Department  of  Health  and  Human 
Resources,  and  Kathleen  Carey.  The 
proposed  grant  involves  the 
establishment  of  a West  Virginia 
Cancer  Prevention  and  Control 
Program.  Priority  areas  to  be 
focused  upon  are  cancer  of  the 
lungs,  breast,  and  cervix,  as  well  as 
dietary  modifications  on  fat  and 
fiber  consumption  in  relation  to 
cancer  risk  and  effects  of  health 
behavior  habits,  such  as  tobacco. 

Nancy  J.  Tolliver  and  Kathleen 
Carey  reported  that  the  activities  of 
the  proposed  grant  include  the 
establishment  of  an  Expert  Cancer 
Data  Review  Committee;  a Statewide 
Cancer  Coordinating  Committee; 
a Tobacco  Control  Coalition  and  a 
Project  LEAN  Coalition;  breast  and 
cervical  screening  and  treatment;  a 
Legislative  Committee  on  Cancer 
Prevention  and  Control;  a Statewide 
Cancer  Control  Program;  education 
and  training  programs  for  physicians 
and  nurses;  a Governor’s  Con- 
ference on  Cancer  Prevention  and 
Control;  and  an  overall  evaluation  of 
activities. 

The  study  will  include  four 
phases: 

Phase  I - Appraisal  and  analysis  of 
data 


Phase  II  - Planning  and  prepara- 
tion of  state  work 

Phase  III  - Interaction  with  state, 
county  and  city 
officials  to  improve 
and  recommend  skills 
used  in  cancer  preven- 
tion, diagnostic  and 
therapeutic  maneuvers 

Phase  IV  - Evaluation  and 
intervention. 

The  Subcommittee  on  Mam- 
mography presented  the  following 
recommendations  on  mammography 
guidelines  which  were  approved 
and  accepted  by  the  Cancer  Com- 
mittee: 1)  A baseline  mammogram  at 
age  35-40;  an  annual  or  biannual 
follow-up  examination  until  age  50; 
and  an  annual  examination  after  the 
age  of  50.  2)  Professional  education 
for  all  physicians  and  medical 
students  concerning  indications, 
benefits  and  costs  of  the  procedure. 
3)  Health  care  providers  should 
keep  women  informed  of  why  and 
how  mammograms  are  performed 
and  the  risks  involved.  4)  A low 
cost  mammography  screening 
should  be  provided  to  all  women 
regardless  of  means  to  pay.  5)  A 
Quality  Control  Program  is  needed 
to  assure  consistency,  quality  and 
safety  of  procedures  and  interpreta- 
tions by  a qualified  radiologist. 

The  following  West  Virginia 
hospitals  were  approved  by  the 
American  College  of  Surgeons 
Cancer  Committee:  Charleston  Area 
Medical  Center,  Charleston;  United 
Hospital  Center,  Clarksburg;  Louis  A. 
Johnson  Veterans  Administration 
Hospital,  Clarksburg;  West  Virginia 
University  Medical  Center,  Morgan- 
town; Camden  Clark  Memorial 
Hospital,  Parkersburg;  Saint  Mary's 
Hospital,  Huntington;  Ohio  Valley 
Hospital,  Wheeling;  and  Wheeling 
Hospital,  Wheeling. 

Respectfully  submitted, 

Catalino  B.  Mendoza,  Jr.,  M.D., 

F.A.C.S.  Chairman 


Committee  on 
Legislation 

The  Legislative  Committee  met 
September  17,  1989,  to  prepare  the 
1990  legislative  agenda  for  submis- 
sion to  Council  at  its  October 
Meeting.  Attending  the  meeting 
were  14  members,  two  staff,  legal 
counsel  and  guests  represent- 
ing the  Eastern  Panhandle, 

Tvgart’s  Valley,  Mercer,  Ohio, 
Kanawha,  Cabell,  Parkersburg  and 
Harrison  component  medical 
societies. 

A review  was  made  of  the 
legislative  resolutions  adopted  at  the 
1990  Annual  Meeting,  the  1989 
WVSMA  legislative  proposals,  and  a 
variety  of  other  legislative  issues. 
Two  subcommittees  were  formed  to 
study  state  provided  liability 
coverage  and  tort  reforms,  and  to 
consider  alternatives  to  SB-576,  the 
Omnibus  Health  Care  Act  of  1989. 

The  following  legislative  agenda 
was  submitted  to  WVSMA  Council 
and  subsequently  adopted  at  the 
October  meeting  of  Council: 

Tort  reform  legislation  that 
includes  all  features  of  our  1989 
Omnibus  Tort  Reform  Act,  and 
separate  introduction  of  the  col- 
lateral source  rule  reform  and 
punitive  damage  awards  as  a general 
tort  reform,  applicable  to  all  claims 
including  medical  liability. 

‘Repeal  of  SB-576,  the  Omnibus 
Health  Care  Act  of  1989. 

‘Seat  belt  legislation  with  a 
primary  enforcement  provision. 

‘Legislation  that  raises  the  pur- 
chasing age  to  21  for  tobacco  and 
smokeless  tobacco  products  and 
removes  vending  machine  sales  of 
these  items. 

‘Impaired  Physicians  Act  that  was 
agreed  to  by  the  West  Virginia 
Board  of  Medicine  in  the  1989 
legislative  session. 
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*AMA  Hearing  Loss  Standards  as 
was  included  in  an  omnibus 
workers’  compensation  bill,  SB-600, 
in  the  1989  legislative  session. 

*A11  Terrain  Vehicle  Safety  Act  as 
was  introduced  in  1989  with  safety 
measures  and  an  age  restriction  of 
16  years,  and  to  add  a measure  to 
require  health  insurance  coverage 
upon  purchase  of  an  ATV. 

*The  Uniform  Preadmission  Stan- 
dards proposal  which  passed  the 
Legislature  in  1988  and  was  subse- 
quently vetoed  by  Governor  Arch 
Moore. 

The  Committee  requested  that  the 
Groundwater  Protection  Act  of 
1989,  HB-2200  be  researched  for 
possible  endorsement. 

Further,  the  Committee  agreed  to 
seek  a research  proposal  not  to 
exceed  $5,000  from  Insurance 
Consultant,  Jim  Mahurin. 

The  Committee  also  requested  the 
WVSMA  Executive  Committee 
prioritize  the  1990  Legislative 
Agenda. 

On  November  12,  the  Committee 
met  again  to  review  the  recommen- 
dations from  the  two  subcommittees 
formed  and  to  receive  an  update 
from  Insurance  Consultant  Jim 
Mahurin  regarding  his  findings  on 
the  liability  issue.  Nine  members, 
two  staff,  legal  counsel  and  two 
guests  attended.  The  members 
represented  the  Mercer,  Kanawha, 
Eastern  Panhandle,  Tygart’s  Valley, 
Cabell  and  Ohio  component 
medical  societies. 

The  recommendations  of  the  sub- 
committee on  state  provided  liability 
coverage  to  physicians  were  heard 
and  adopted.  The  report  included 
coverage  for  those  who  either  care 
for  Medicaid  patients  or  donate 
their  time  to  care  for  indigents. 

The  recommendations  on  medical 
liability  and  tort  reforms  were 
likewise  heard  and  adopted.  The 
recommendations  were  that  WVSMA 
should  not  aggressively  pursue  the 
state  provided  medical  liability 
coverage  for  physicians  and  that 
consultant  Jim  Mahurin  should  con- 
tinue his  research  on  liability 
premium  costs  and  have  it  com- 
pleted by  January  1,  1990. 

The  subcommittee  further  recom- 
mended that  the  collateral  source 


rule  legislation  be  pursued  as  a 
separate  tort  reform  bill  and  that 
tort  reform  be  given  a priority 
rating  on  WVSMA’s  1990  legislative 
agenda. 

The  subcommittee’s  recommenda- 
tions on  alternatives  to  SB-576  were 
adopted  as  follows: 

(1)  Request  from  the  Department 
of  Health  and  Human  Services  iden- 
tification of  the  areas  and  specialties 
in  which  Medicaid  patients  are  ex- 
periencing access  problems. 

(2)  WVSMA  sponsor  a “free 
Medicaid  patient  care”  program  in 
which  physicians  would  provide  ser- 
vices without  billing  DHHS. 

(3)  Formation  of  a WVSMA  Coun- 
cil on  health  costs  to  address 
specialty-based  standards  of  care 
similar  to  a Charlotte,  N.C.  program. 

(4)  Recommend  to  PEIA  that  it 
offer  a basic  benefit  plan  with 
various  options  as  in  a “cafeteria- 
style”  plan. 

(5)  Require  the  11  WV  Health 
Planning  Regions  serve  Medicaid 
and  indigents  without  health 
insurance  coverage  and  that  physi- 
cians work  with  the  county  health 
departments  in  developing  wellness 
and  prevention  health  care  programs. 

(6)  Request  the  Governor  form  a 
“blue  ribbon”  commission  to 
address  health  care  access  problems 
and  cost  effective  state  health  care 
plans. 

The  committee  further  agreed  that 
WVSMA  should  offer  support  for 
the  Groundwater  Protection  Act. 

The  actions  of  the  Committee 
were  communicated  to  the  WVSMA 
Executive  Committee  and  Council 
for  their  approval. 

The  Committee  met  again  June  16 
to  address  the  request  of  the  Cabell 
County  Medical  Society  to  formulate 
legislation  to  replace  the  1989 
Omnibus  Health  Care  Act  in  order 
that  the  proposal  could  be  sent  to 
membership  for  consideration  by 
the  WVSMA  House  of  Delegates  at 
the  August  Annual  Meeting.  Further, 
the  Committee  was  asked  to  con- 
sider the  Initiative,  Referendum  and 
Recall  legislation  by  WVSMA’s  Coun- 
cil. Eleven  members,  three  staff,  and 
legal  counsel  attended.  The 
members  represented  component 


medical  societies  from  Mercer, 
Kanawha,  Ohio,  Cabell,  Harrison 
and  the  Eastern  Panhandle. 

After  discussion  and  reports  on 
the  issue,  the  endorsement  of  the 
Initiative,  Referendum  and  Recall 
legislation  was  postponed 
indefinitely. 

The  Committee  approved  the 
following  seven  steps  to  be  taken  in 
regard  to  replacing  the  1989 
Omnibus  Health  Care  Act: 

(1)  That  the  bundling  or  unitary 
treatment  of  the  four  separate  state 
health  care  entities,  enacted  in 
SB-576,  should  be  undone. 

(2)  That  the  state  employ  an 
actuary  to  establish  a PEIA  fee 
schedule  which  would  consider 
reasonable  medical  services  rates. 

(3)  That  the  state’s  beneficiaries  of 
health  plans  be  guaranteed  freedom 
of  choice  of  health  care  providers. 

(4)  That  physicians  be  guaranteed 
freedom  to  participate  or  not  in 
state  health  care  plans  and  maintain 
freedom  to  balance  bill. 

(5)  That  the  “Take  One,  Take  All” 
provision  be  nullified  and  that  the 
state  Advisory  Committee,  as  was 
designated  in  the  1989  Omnibus 
Act,  be  charged  with  developing 
proposals  for  solutions  to  problems 
involving  access  to  health  care  by 
January  1,  1992  with  a final  report 
by  January  1,  1993 . 

(6)  That  PEIA  develop  a basic 
benefit  program  with  added 
options. 

(7)  That  added  and  increased 
taxes  on  alcohol  and  tobacco  be 
enacted  to  supplement  the  state’s 
health  care  budgets. 

The  Committee  endorsed  the 
following  statements  as  unacceptable 
provisions  in  any  legislation: 

(a)  Any  billing/reimbursement 
mechanisms  or  assignment  arrange- 
ments tied  to  medical  licensure. 

(b)  Any  extension  of  mandatory 
assignment  to  non-governmental 
payors. 

(c)  Any  “Take  One,  Take  All” 
provisions. 

The  actions  of  the  Committee 
were  communicated  to  the  WVSMA 
Executive  Committee  and  to  the 
Cabell  County  Medical  Society. 

Stephen  D.  Ward,  M.D. 

Chairman 
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Committee  on 
Medical  Education 

The  West  Virginia  State  Medical 
Association  (WVSMA)  is  recognized 
as  a provider  to  accredit  intrastate 
continuing  medical  education  pro- 
grams by  authorization  through  the 
Accreditation  Council  for  Continu- 
ing Medical  Education  (ACCME). 
WVSMA  has  maintained  this  role 
since  1972. 

Many  changes  have  taken  place  in 
the  WVSMA  office  staff  during  the 
past  year.  Patricia  A.  Barnhart  was 
appointed  CME  Accreditation 
Coordinator  in  October.  Also,  a 
new  Executive  Director,  Executive 
Assistant,  and  Public  Relations 
Assistant  joined  the  staff. 

Three  organizations  have  been 
resurveyed  since  the  last  Annual 
Report.  Those  include  the  American 
Heart  Association,  WV  Affiliate; 
Reynolds  Memorial  Hospital;  and 
Broaddus  Hospital/Myers  Clinic.  All 
three  organizations  were  awarded 
four-year  accreditation  status. 

WVSMA  currently  has  20  institu- 
tions/organizations accredited  for 
Category  1 credit  of  the  Physician’s 
Recognition  Award  of  the  American 
Medical  Association: 

American  Heart  Association 
WV  Affiliate 
Charleston,  WV 

Beckley  Appalachian  Regional  Hosp. 
Beckley,  WV 

Broaddus  Hospital/Myers  Clinic 
Philippi,  WV 


Charleston  Area  Medical  Center 
Charleston,  WV 

City  Hospital 
Martinsburg,  WV 

Fairmont  General  Hospital 
Fairmont,  WV 

Jackson  General  Hospital 
Ripley,  WV 

Mid-Ohio  Valley  CME 
Parkersburg,  WV 

Monongahela  Valley  Association 
of  Health  Centers 
(formerly  Fairmont  Clinic) 

Fairmont,  WV 

Raleigh  County  Medical  Society 
CME  Program 
Beckley,  WV 

Reynolds  Memorial  Hospital 
Glen  Dale,  WV 

St.  Francis  Hospital 
South  Charleston,  WV 

St.  Marys  Hospital 
Huntington,  WV 

United  Hospital  Center 
Clarksburg,  WV 

VA  Medical  Center 
Martinsburg,  WV 

Weirton  Medical  Center 
Weirton,  WV 

WV  Academy  of  Ophthalmology 
Charleston,  WV 

The  WV  Academy  of  Otolaryngology 
-Head  and  Neck  Surgery 
Charleston,  WV 

WV  Chapter  of  American  College 
of  Surgeons 
Charleston,  WV 


Wheeling  Area  CME 
Wheeling,  WV 

WVSMA’s  CME  Accreditation  Pro- 
gram was  resurveyed  by  the  ACCME 
on  June  23,  1990.  The  results  of  the 
review  will  not  be  known  until  the 
Committee  on  Review  and  Recogni- 
tion (CRR)  meets  in  October.  The 
site  surveyors  conducting  the  review' 
stated  that  the  program  is  well 
organized  and  offered  minor  pro- 
gram adjustments. 

The  Committee  on  Medical 
Education  is  working  hard  to 
update  the  overall  policies  and 
procedures  and  continues  to  ensure 
each  organization  is  in  compliance 
with  the  Essentials  and  Guidelines 
set  by  ACCME.  The  Accreditation 
Coordinator  will  be  attending  all  site 
visits  with  the  survey  teams  as  a 
source  of  continuity  and  uniformity 
in  the  application  of  standards  for 
institutions/organizations. 

On-going  projects  for  the  Commit- 
tee include:  a Workshop  for  CME 
providers  to  be  held  during 
WVSMA’s  1991  Mid-Winter  Clinical 
Conference;  restructuring  of  the 
sub-committee  to  include  five 
members  (instead  of  three)  with 
rotating  terms;  scheduling  meetings 
of  the  Committee  annually  during 
the  WVSMA  Mid-Winter  Clinical 
Conference;  and  rotating  CME  pro- 
viders who  accredit  WVSMA’s  Mid- 
Winter  and  Annual  Meetings. 

William  O.  McMillan  Jr.,  M.D. 

Chairman 
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There  Are  Two  Things 
You  Don’t  Get 
With  Our 
Group  Coverage: 


Fuss 


With  Blue  Cross  and  Blue  Shield  of 
West  Central  West  Virginia  (Parkersburg), 
you  get  complete  health  care  coverage 
for  your  group  — without  a lot  of  adminis- 
trative paperwork.  You’ll  have  all  the 
advantages  of  the  nation’s  #1  medical/ 
surgical  coverage,  plus  optional  paid 


prescription,  dental  and  vision  coverage, 
in  a plan  that  can  be  custom-designed 
to  fit  your  needs  and  your  budget.  And 
there’s  no  need  to  fuss  about  frequent 
rate  increases:  we  can  offer  a 12 -month 
rate  guarantee  to  groups  of  15  or  more. 


Forms 


Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9-line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 


no  handling  or  follow-up  on  your  part.  If 
you  need  answers  or  assistance,  all  you 
have  to  do  is  call  our  Customer  Service 
Department. 

Find  out  more  about  “No-Fuss,  No- 
Forms”  coverage  for  your  group.  Call  us 
toll-free  or  contact  your  local  independ- 
ent agent. 


USA 

Official  Sponsor 
ot  ,he  1992 
U S Olympic  Team 


In  WV call  1-800-344-5514  or 
1-800-654-5013. 


Blue  Cross 
Blue  Shield 

of  West  Central  West  Virginia 
Parkersburg 


©Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


CNA!s  financial  stability 
can  be  vital  to  the  health 
of  your  practice. 


The  stability  of  an  insurance 
company  depends  largely  on 
its  financial  strength.  This  is  im- 
portant to  you  because  it’s  a 
good  indicator  of  future  perform- 
ance—whether  the  company 
will  be  around  to  protect  you 
from  claims  down  the  road. 

The  CNA  Insurance 
Companies*  have  earned  an  A+ 
rating  for  financial  strength 
from  the  A.M.  Best  Company. 

This  measure  of  excellence  is 
a reflection  of  our  manage 
ment  strength  and  our  ability 
to  meet  obligations  now  and 
in  the  future. 

Another  good  indicator 


of  the  future  is  past  performance.  CNA 
has  been  protecting  doctors  against 
malpractice  claims  for  more  than  20 
years.  We  understand  the  special  risks 
individual  physicians  and  group  prac- 
tices face.  Your  personal  assets  could 
be  at  risk  right  along  with  the  assets 
of  your  practice,  and  we  can  tailor 
coverages  to  meet  your  exact  needs. 

For  more  information,  contact  your 
local  agent  or: 

McDonough  Caperton 
Insurance  Group 
One  Hillcrest  Dr.  East 
RO.  Box  1551 

Charleston,  W V 25326-1551 
304)346-0611 

CNA:  YOUR  PARTNER 
IN  MEDICAL  MALPRACTICE 
PROTECTION 


The  WVSMA  CNA  Physicians  Protection  Program  is  underwritten  by 
Continental  Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


CNA 

For  All  the  Commitments  You  Make* 


A BRIGHT  IDEA... 

IN  MILD  TO  MODERATE 
HYPERTENSION 

180-mg  Calan  SR...once-daily,  single-agent  therapy 


• Efficacy  proven  comparable  to  240  mg1 

• 24-hour  control  witlronce-daily  dosing1* 

• Low-dose,  well -tolerated1  therapy1 

A more  economical  choice* 


•Total  daily  dosages  above  240  mg  should  be  administered  in  divided 
deses.  Calan  SR  should  be  administered  with  food. 

’Constipation,  which  is  easily  managed  in  most  patients,  is  the  most 
commonly  reported  side  effect  of  Calan  SR. 

'Price  comparison  versus  240-mg  Calan  SR. 

Please  see  next  page  of  this  advertisement  for  references  and  a brief 
summary  of  prescribing  information. 


Kmm 

verapamil  HCI'^U 


SUSTAINED-RELEASE  CAPLETS 


SEARLE 


Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."2 


References: 

1.  Data  on  file,  G.D.  Searle  & Co.  2. 1988  Joint  National  Committee 
The  1988  report  of  the  Joint  National  Committee  on  Detection, 

Evaluation,  and  Treatment  of  High  Blood  Pressure-  Arch  intern  Med 
1988:148  1023-1038 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings ),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atnal  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Penodic  momtonng  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibnllation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenai  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration 


Concomitant  use  of  flecamide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolanzation  Combined  verapamil  and  quimdine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowenng  of  serum  lithium  levels  or 
increased  sensitivity  to  lithium  Patients  receiving  both  drugs  must  be  monitored  carefully. 
Verapamil  may  increase  carbamazepme  concentrations  during  combined  use  Rifampin  may  reduce 
verapamil  bioavailability  Phenobarbital  may  increase  verapamil  clearance  Verapamil  may  increase 
serum  levels  of  cyclosporin  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depdanzing);  dosage  reduction 
may  be  required  Adequate  animal  carcinogenicity  studies  have  not  been  performed  One  study 
in  rats  did  not  suggest  a tumongemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women  This  drug  should  be  used  dunng  pregnancy,  labor,  and  delivery  only  if  clearly  needed 
Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  dunng  verapamil 
use 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (18%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(12%),  flushing  (0.6%),  elevated  liver  enzymes  The  following  reactions,  reported  in  1.0%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina 
pectons,  atnoventncular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibnum  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticana,  Stevens-Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  unnation,  spotty  menstruation. 
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Scientific  Newsfront 


The  Clinical  Use  of  Oral  Sulfonylureas  in  the 
Management  of  Non-Insulin  Dependent 
Diabetes  Mellitus  (NIDDM) 


CHARLES  D PONTE,  RPh,  PharmD,  CDE 
Professor  of  Clinical  Pharmacy  & Family 
Medicine,  Schools  of  Pharmacy  & 
Medicine.  West  Viginia  University  Health 
Sciences  Center,  Morgantown 


Abstract 

Eighty  percent  of  Americans 
afflicted  with  diabetes  mellitus  have 
Type  II  or  non-insulin  dependent 
diabetes  mellitus  (NIDDM).  Impaired 
or  defective  insulin  secretion  and 
insulin  resistance  are  universal 
pathophysiologic  findings. 

Management  involves  attention  to 
diet,  exercise,  and  commonly  the 
use  of  insulin  and/or  oral 
sulfonylureas.  Currently  there  are 
six  marketed  first  and  second 
generation  agents  available  for  use 
in  the  United  States.  Although  the 
newer  agents  are  more  potent,  they 
all  share  a similar  mechanism  of 
action.  These  agents  can  only  be 
effective  if  the  patient  has  retained 
beta  cell  secretory  function.  Pharma- 
cokinetic and  pharmacodynamic 
differences  may  make  the  newer 
agents,  glyburide  and  glipizide, 
preferred  in  the  management  of 
Type  II  diabetes  mellitus.  The  com- 
bined use  of  insulin  and  oral 
sulfonylureas  may  be  useful  for  the 
patient  exhibiting  persistent  fasting 
hyperglycemia  despite  maximal  oral 
drug  therapy.  The  precise  role  for 
combination  therapy  and  optimal 
patient  characteristics  awaits 
further  study. 

Introduction 

Approximately  12  million 
Americans  are  afflicted  with  diabetes 
mellitus.  Nearly  one  half  of  the 
individuals  are  undiagnosed.  About 
80  percent  of  those  affected  have 
Type  II  or  non-insulin  dependent 


diabetes  mellitus  (NIDDM).  The 
prevalence  is  higher  among 
American  Indians,  Blacks  and 
Hispanics. 

Diabetes  is  the  third  leading  cause 
of  death  by  disease  in  the  United 
States.  Its  association  with  the 
development  of  vascular  and 
neurologic  complications  affecting 
the  eye,  kidney,  and  blood  vessels  is 
well  known.  Diabetic  complications 
take  both  an  emotional  and  physical 
toll  on  our  population;  the 
economic  impact  is  estimated  to  be 
in  the  billions  of  dollars  annually  (1). 

Classification  and 
Characteristics  of  NIDDM 

Type  II  diabetes  is  associated  with 
several  distinct  clinical  charac- 
teristics. Sixty  to  90  percent  of  the 
patients  are  obese.  The  onset  of  the 
disease  occurs  usually  after  age  40, 
although  Type  II  diabetes  can  be 
diagnosed  at  any  age. 

This  fact  has  led  to  the  with- 
drawal of  the  terms  maturity  or 
adult-onset  diabetes  mellitus  from 
the  official  nomenclature.  Its 
insidious  onset  is  often  unlike  the 
usually  overt  development  of  signs 
and  symptoms  found  in  the  person 
with  insulin-dependent  diabetes 
mellitus.  Mild  polyphagia,  polydipsia, 
or  paresthesias  may  be  present 
initially,  or  the  diagnosis  may  be 
made  only  after  a significant  com- 
plication develops.  Persons  affected 
with  Type  II  diabetes  can  exhibit 
low,  normal,  or  high  levels  of 
circulating  insulin.  It  is  interesting  to 
note  that  hyperinsulinemia  has 
recently  been  associated  with  the 
development  of  atherosclerosis;  an 
important  fact  considering  that 
macrovascular  disease  is  the  leading 
cause  of  death  in  persons  with  Type 


II  diabetes  (2).  Any  therapeutic 
manipulation  resulting  in  lower 
serum  insulin  concentrations  may 
translate  into  a reduced  risk  of 
premature  atherogenesis,  thus 
obviating  significant  morbidity  and 
mortality. 

Persons  with  Type  II  diabetes  are 
not  usually  prone  to  the  develop- 
ment of  ketoacidosis  unless  they  are 
under  extreme  stress  (i.e.  burns, 
trauma,  sepsis,  surgery  etc.).  Insulin 
may  be  required  to  manage  an 
individual  with  Type  II  diabetes 
when  hyperglycemia  persists  despite 
the  implementation  of  a calorie- 
restricted  diet,  exercise  program, 
and/or  the  use  of  oral  sulfonylureas. 

A subtype  of  Type  II  diabetes  had 
been  named  maturity  onset  diabetes 
of  the  young  (MODY).  This  form 
usually  develops  in  individuals 
under  the  age  of  twenty-five  and  is 
thought  to  be  inherited  in  an 
autosomal  dominant  pattern.  Infor- 
mation is  conflicting  as  to  whether 
these  individuals  are  less  likely  to 
develop  diabetic  complications  (3). 
Black  youth  in  the  southeastern 
United  States  may  be  prone  to  this 
form  of  diabetes  mellitus  (4). 

There  are  two  basic  defects 
associated  with  the  development  of 
Type  II  diabetes.  Impaired  or  defec- 
tive insulin  secretion  and  insulin 
resistance  are  the  hallmark 
metabolic  findings  noted  in  this 
form  of  diabetes  mellitus  (5).  Early 
phase  insulin  release  is  reduced  in 
response  to  a meal  or  other  stimulus 
and  is  responsible  for  the  prolonged 
post-prandial  hyperglycemia  and 
resultant  hyperinsulinemia  (5). 

Insulin  resistance  is  manifested  as 
reduced  tissue  sensitivity  to  the 
effects  of  “insulin.”  Both  receptor 
and  post-receptor  defects  on  target 
tissue  have  been  implicated  as 
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causes  of  this  insulin  insensitivity. 
Persons  with  Type  II  diabetes  also 
exhibit  increased  hepatic  glucose 
production  resulting  from  both 
hypergluca-gonemia  and  the  liver’s 
insensitivity  to  insulin  (6-8).  Fasting 
hyperglycemia  is  associated  with 
this  excessive  glucose  synthesis  and 
is  clinically  evident  in  the  basal 
state.  Peripheral  tissue  insensitivity 
to  insulin’s  action  (especially  muscle) 
is  evident  in  the  fed  state  and 
represents  the  second  major  site  of 
insulin  resistance  in  the  person  with 
Type  II  diabetes  (5). 

Management  Considerations 

The  management  of  diabetes 
mellitus  involves  careful  attention  to 
diet,  exercise,  and,  if  necessary,  the 
use  of  insulin  and/or  oral  sulfonylureas. 
The  implementation  of  a calorie- 
restricted  diet  is  crucial  if  the  person 
with  Type  II  diabetes  is  to  achieve 
improved  glycemic  control.  Exten- 
sive patient  education  is  necessary  if 
the  clinician’s  therapeutic  goals  are 
to  be  met.  Failure  to  comply  with  a 
diet/weight  loss  plan  dooms  the 
patient  to  therapeutic  failure  despite 
the  co-administration  of  oral 
sulfonylureas. 

Persons  who  fail  to  achieve 
adequate  glycemic  control  despite 
compliance  with  a prescribed 
diet/exercise  program  should  receive 
a course  of  oral  sulfonylureas.  There 
are  currently  six  marketed  drugs 
available  for  use  in  the  United 
States.  The  first  generation  agents 
include  tolbutamide  (OrinaseR), 
chlorpropamide  (DiabeneseR), 
tolazamide  (TolinaseR),  and 
acetohexamide  (DymelorR).  All  of 
these  drugs  are  available  generically. 
The  second  generation  agents 
include  glipizide  (GlucatrolR)  and 
glyburide  (MicronaseR  & DiaBetaR). 
Despite  the  increased  potency  of  the 
newer  second-generation  agents, 
they  all  share  similar  mechanisms  of 
action  and  potency  differences  may 
not  translate  into  improved  clinical 
efficacy  (9). 

This  class  of  drugs  has  been 
shown  to  increase  the  secretion  of 
insulin  from  pancreatic  beta  cells 
and  this  effect  is  mediated  via 
binding  to  receptors  on  the  beta  cell 
surface  (9).  The  early  phase  of 
insulin  release  may  be  improved, 
particularly  with  the  second  genera- 
tion agents,  although  results  are 
conflicting  (10,11).  These  agents  can 


only  be  effective  if  the  person  has 
retained  beta  cell  secretory  function. 
Basal  and  glucagon-stimulated  C- 
peptide  determinations  will  aid  the 
clinician  in  making  this  determi- 
nation. Other  effects  of  the  oral 
sulfonylureas  include  extrahepatic 
effects  on  the  peripheral  utilization 
of  blood  glucose.  (9,12).  Addition- 
ally, the  newer  agents  have  some 
interesting  features  worth  mention- 
ing here.  Glipizide  is  rapid-acting 
and  has  a relatively  short  duration 
of  action.  This  drug  has  been 
shown  to  stimulate  post-prandial 
insulin  concentrations  to  a greater 
extent  than  glyburide  (13).  This 
finding  is  consistent  with  the  drug’s 
rapid  onset  of  action.  Glyburide,  on 
the  other  hand,  suppresses  hepatic 
glucose  production  to  a greater 
extent,  thus  influencing  the  fasting 
blood  glucose  concentration. 

Despite  these  differences,  overall 
glucose  control  is  similar  for  both 
agents  (14). 

Some  concern  has  been  raised 
regarding  prolonged  patient 
exposure  to  hyperinsulinemia  (2). 
This  could  result  from  the  use  of 
agents  such  as  glyburide,  which  is 
known  to  maintain  high  insulin  con- 
centrations in  the  basal  state.  Whether 
prolonged  hyperinsulinemia  leads 
to  the  development  of  early 
macrovascular  disease  in  the  person 
with  Type  II  diabetes  awaits  further 
research.  Glipizide  may  offer 
theoretical  advantages  since  its 
action  allows  for  a faster  return  of 
postprandial  insulin  levels  to  near 
normal  and  lower  basal  insulin 
concentrations. 

Monitoring  the  person  with  Type 
II  diabetes  may  not  require  the  strict 
attention  to  detail  necessary  for  the 
person  with  Type  I diabetes.  The 
efficacy  of  a chosen  oral 
sulfonylurea  agent  can  be  assessed 
by  simply  following  the  fasting 
blood  glucose  concentrations.  If 
changes  are  necessary,  the  clinician 
can  make  the  appropriate  dosage 
adjustments  at  one  to  two-week 
intervals.  There  is  little  need  to 
exceed  the  manufacturer’s  recom- 
mended maximum  daily  dose  since 
efficacy  is  not  enhanced  and  the 
patient  may  be  at  risk  for  profound 
hypoglycemic  reactions.  Patients 
who  are  initiated  on  first  generation 
oral  sulfonylureas  and  fail  to  reach 
predetermined  therapeutic  goals 


could  be  tried  on  the  newer  agents. 
The  reverse  scenario  should  not  be 
attempted. 

There  is  currently  no  advocacy 
for  the  use  of  two  oral  sulfonylareas 
in  the  same  patient.  Interestingly, 
one  clinician  has  advocated  the 
combination  of  glipizide  and 
glyburide  in  persons  with  Type  II 
diabetes  so  that  both  basal  and 
post-prandial  glycemic  control  could 
be  optimized;  but  this  anecdotal 
report  has  no  widespread  support 
and  should  be  disregarded  (15). 

Oral  sulfonylureas  have  the 
capacity  to  interact  with  a variety  of 
other  drugs.  Most  of  the  reported 
drug  interactions  have  involved  the 
first  generation  oral  sulfonylureas. 
Little  information  has  been  published 
for  the  newer  agents,  a fact  that  may 
be  related  to  the  differences  in 
protein  binding  where  the  second 
generation  agents  bind  to  only  one 
site  on  albumin.  These  drugs  may 
be  less  likely  to  be  displaced  by 
other  drugs  which  are  highly 
protein  bound.  The  incidence  and 
significance  of  drug  interactions 
with  the  newer  agents  will  be  deter- 
mined by  ongoing  post-marketing 
surveillance. 

Differences  between 
Sulfonylureas 

The  second  generation  oral 
sulfonylureas  may  offer  several 
advantages  versus  the  older  agents. 

In  addition  to  their  increased  poten- 
cy, the  newer  agents  are  less  likely 
to  participate  in  drug  interactions 
due  to  differences  in  protein 
binding  characteristics.  Glyburide 
and  glipizide  bind  covalently  to 
albumin  at  only  one  site,  unlike  the 
first  generation  agents  which  attach 
to  albumin  at  multiple  sites  (16). 
Displacement  of  the  newer  agents 
by  other  highly  protein  drugs, 
therefore,  is  unlikely. 

The  syndrome  of  inappropriate 
antidiuretic  hormone  (SIADH)  has 
been  associated  with  the  use  of 
chlorpropamide  and  rarely 
tolbutamide.  This  syndrome  is  more 
likely  to  be  seen  in  patients  taking 
diuretics,  those  with  congestive 
heart  failure,  and  the  elderly. 
Glyburide  does  not  exhibit  this 
characteristic,  and  glipizide  may 
actually  increase  water  excretion 
(17).  The  newer  agents  rarely 
interact  with  alcohol  unlike 
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chlorpropamide.  As  many  as  one-third 
of  patients  receiving  chlorpropamide 
can  develop  a flush  reaction  follow- 
ing the  ingestion  of  alcohol  (18). 

A variety  of  hematological  reac- 
tions have  also  been  seen  following 
the  use  of  oral  sulfonylureas  (19). 
Patients  experiencing  lethargy, 
weakness,  easy  bruising,  unexplain- 
ed bleeding,  or  mouth  ulcers  should 
seek  medical  attention  immediately. 
The  second  generation  agents 
appear  to  have  a reduced  incidence 
of  blood  dyscrasias.  Commonly,  the 
oral  sulfonylureas  can  cause 
gastrointestinal  distress,  which  may 
be  lessened  with  the  administration 
of  food.  Importantly,  glipizide 
should  be  administered  30  minutes 
before  a meal  since  food  affects  its 
bioavailability. 

Oral  sulfonylureas  may  also  have  a 
hypothyroid  effect  although  only 
mild  abnormalities  of  thyroid  func- 
tion tests  have  been  noted  (20).  Oral 
sulfonylureas  are  chemically  related 
to  sulfonamides  and  thus  can  be 
associated  with  cutaneous  hypersen- 
sitivity reactions.  Oral  sulfonylareas 
should  be  used  cautiously  in 
patients  who  are  known  to  be 
hypersensitive  to  sulfonamide  anti- 
biotics. The  second  generation 
agents  appear  to  have  a reduced 
incidence  of  immunologic  reactions 
compared  to  the  older  agents. 

The  oral  sulfonylureas  have  not 
been  conclusively  proven  to  be 
teratogenic  in  humans.  Insulin 
therapy  is  advocated  for  use  in  preg- 
nant diabetic  women  and  for  the 
management  of  gestational  diabetes. 
Oral  sulfonylureas  may  not  suffi- 
ciently control  maternal  hyperglycemia 
thus  obviating  possible  fetal  malfor- 
mations. Glyburide  is  the  only  agent 
designated  in  FDA  Pregnancy 
Category  B (reasonable  safety).  If 
used,  glyburide  should  be  discon- 
tinued at  least  two  weeks  before 
delivery. 

Hypoglycemia  can  occur  with  the 
use  of  the  oral  sulfonylureas.  Most 
cases  occur  when  an  individual  fails 
to  eat  sufficiently,  misses  meals  or 
consumes  alcohol.  Significant 
hypoglycemia  is  more  likely  to 
occur  with  the  use  of  the  potent 
agents  chlorpropamide,  tolazamide, 
glyburide  or  glipizide.  Of  the  newer 
agents,  glyburide  is  more  likely  to 
evoke  profound  hypoglycemia  than 


glipizide  due  to  its  longer  duration 
of  action.  (9)  Clinicians  should  exer- 
cise caution  when  using  these 
newer  agents  especially  when 
prescribed  for  the  elderly.  The  usual 
signs  and  symptoms  of  hypo- 
glycemia may  not  be  evident  in  the 
elderly,  making  recognition  difficult 
and  the  altered  pharmacokinetics  of 
the  drugs  in  the  elderly  may  increase 
the  risk  of  hypoglycemic  reactions. 

Predictors  of  Response 

It  was  stated  earlier  that  the 
cornerstones  of  management  for 
Type  II  diabetes  are  diet  and  weight 
loss/exercise.  Non-compliance  with 
such  requirements  ensures  that  the 
patient  will  experience  no  benefit 
from  the  use  of  an  oral  sulfonylurea 
agent. 

Several  predictors  of  favorable 
response  to  oral  sulfonylureas  have 
been  suggested.  These  include  (1) 
age  of  onset  not  greater  than  30 
years  old;  (2)  body  habitus  not  too 
lean;  (3)  duration  of  diabetes  less 
than  5 years;  (4)  an  accurate 
diagnosis  of  non-insulin  dependent 
diabetes  mellitus;  (5)  fasting  blood 
glucose  less  than  200  mg/dl;  and  (6) 
insulin  requirements  less  than  20-40 
units  daily. 

Jay  Skyler,  a prominent  diabetolo- 
gist,  has  classified  Type  II  diabetes 
into  four  categories:  mild,  moderate, 
severe,  and  very  severe  (21).  These 
classifications  are  based  upon  values 
for  fasting  plasma  glucose.  Oral 
sulfonylureas  may  be  useful  for  all 
but  the  most  severe  form  of  Type  II 
diabetes,  where  the  fasting  plasma 
glucose  levels  are  greater  than 
250-300  mg/dl.  These  patients 
exhibit  severe  beta-cell  dysfunction 
and  require  insulin  like  a person 
with  Type  I diabetes.  The  goals  for 
managing  Type  II  diabetes, 
regardless  of  its  severity,  include 
maintenance  of  fasting  blood 
glucose  concentrations  below  140 
mg/dl,  post-prandial  blood  glucose 
concentrations  below  200  mg/dl, 
elimination  of  glycosuria,  and  nor- 
malization of  body  weight. 

Approximately  20  percent  of 
patients  who  are  initiated  on  oral 
sulfonylureas  will  achieve  no  benefit 
despite  maximum  doses,  and  are 
termed  primary  failures  (22).  Secon- 
dary failures  occur  when  the 


patients  achieve  therapeutic  benefit 
from  the  agent  initially,  but  over 
weeks,  months,  or  years,  this 
glycemic  control  deteriorates. 
Secondary  failures  occur  at  a rate  of 
approximately  5-10  percent  per  year 
(23).  Reasons  for  this  gradual  loss  of 
control  include  disease  progression, 
drug  non-compliance,  acute  stress, 
and  probably  more  importantly, 
non-compliance  with  diet.  Persons 
experiencing  secondary  failures  with 
first  generation  oral  sulfonylureas 
may  be  switched  to  the  more  potent 
newer  agents.  Patients  may  also 
require  a temporary  period  of  in- 
sulin therapy  with  subsequent 
reinstitution  of  a sulfonylurea  (24). 

An  interesting  concept  has  recently 
emerged  regarding  the  pathogenesis 
of  secondary  failures.  Chronic 
exposure  of  the  beta  cells  to  oral 
sulfonylureas  may  lead  to  beta  cell 
desensitization  resulting  in  the 
inhibition  of  insulin  synthesis  (9). 
High  dosages  or  the  use  of  agents 
with  a prolonged  duration  of  action 
may  lead  to  the  development  of 
secondary  failures  and  the  loss  of 
glycemic  control.  Further  study  is 
needed  to  coroborate  these 
interesting  yet  potentially  distressing 
findings. 

Combination  Therapy 

During  the  last  several  years  there 
has  been  renewed  interest  in  the 
combined  use  of  insulin  and  oral 
sulfonylureas  (25-30).  First,  it  can  be 
stated  reliably  that  the  use  of  com- 
bination therapy  in  the  management 
of  Type  I diabetes  mellitus  is 
inappropriate  (31, 32).  Regarding 
Type  II  diabetes,  oral  sulfonylureas 
can  be  added  to  an  existing  regimen 
or  insulin  can  be  added  to  an  oral 
sulfonylurea.  The  former  scenario 
could  result  in  reduced  insulin 
requirements  and  the  latter  tech- 
nique could  employ  bedtime 
intermediate-acting  insulin  to  lower 
fasting  blood  glucose  concentrations 
in  patients  experiencing  secondary 
failures. 

Normalization  of  fasting  glucose 
levels  could  translate  into  improved 
daytime  glycemic  control.  A review 
of  the  literature  suggests  the  following 
conclusions:  (1)  The  addition  of  an 
oral  sulfonylurea  results  in  a modest 
reduction  in  daily  insulin 
requirements,  fasting,  and  mean 
plasma  glucose  concentrations. 
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(2)  The  primary  mechanism  of 
action  of  the  oral  sulfonylureas  is 
through  increased  insulin  secretion 
and  enhanced  insulin  sensitivity  is 
equivocal.  (3)  The  changes  noted 
may  not  be  clinically  significant.  (4) 
The  long  term  benefits  of  combina- 
tion therapy  have  not  been  studied. 

If  combination  therapy  is  to  be 
advocated,  perhaps  the  person 
exhibiting  persistent  fasting 
hyperglycemia  despite  maximum 
oral  sulfonylurea  therapy  could 
benefit  from  the  bedtime  admin- 
istration of  an  intermediate-acting 
insulin  (33,34).  The  precise  role  of 
combination  therapy,  however,  has 
not  yet  been  determined;  and  it 
may  pose  theoretical  disadvantages 
of  cost,  non-compliance,  hypo- 
glycemia and  adverse  effects.  Further 
study  is  warranted  to  determine 
appropriate  patient  characteristics. 
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Abstract 

Over  the  past  40  years,  human 
magnesium  deficiency  has  become 
recognized  as  a world-wide  clinical 
problem. 

In  1926,  Leroy  (1),  demonstrated 
the  absolute  need  of  magnesium  for 
growth  and  life  in  mice ; and  the 
need  for  magnesium  in  plants  was 
demonstrated  in  1860. 

Although  clinical  deficiency  was 
first  reported  in  1934,  it  was  not 
until  the  1950s  that  interest  in 
clinical  magnesium  deficiency 
developed  rapidly.  Before  the  1950s, 
textbooks  of  medicine,  pediatrics 
and  biochemistry  did  not  mention 
magnesium  disturbances.  In  this 
paper  I shall  emphasize  the  recogni- 
tion and  treatment  of  magnesium 
deficiency  by  giving  details  of  the 
setting,  i.e.  illnesses,  the  multifaceted 
manifestations,  the  laboratory 
findings  and  safe  protocols  for 
treatment. 

Causes  of  Magnesium 
Deficiency 

The  fact  that  magnesium  deficiency 
exists  is  now  very  well  established, 
but  it  is  often  ignored  and  needs 
continued  emphasis.  In  order  to 
recognize  magnesium  deficiency, 
one  needs  to  be  very  familiar  with 
the  long  list  of  causes  (Table  1). 

Note  that  the  most  common  set- 
tings are  nutritional  deficiency, 
malabsorption  of  magnesium  by  the 


TABLE  1.  Causes  of  Magnesium  Deficiency 


A.  Nutritional  causes 

1.  Prolonged  parenteral  fluid  administration,  including  total  parenteral  nutrition  without 
magnesium 

2.  Starvation  with  attendant  metabolic  acidosis 

3.  Protein  calorie  malnutrition  and  kwashiorkor 

4.  Alcoholism 

B Intestinal  causes 

1 . Chronic  diarrhea  from  any  cause:  chronic  ulcerative  colitis,  Crohn’s  disease,  laxative  abuse, 
villous  adenoma,  and  adenocarcinoma  of  rectum,  etc. 

2.  Intestinal  malabsorption 

a.  Short  bowel  syndrome  due  to  extensive  resection  of  small  bowel,  jejunocolic  fistula, 
jejunoileal  bypass,  or  gastrojejunocolic  fistula 

b.  Gluten  enteropathy-celiac  sprue 

c.  Pancreatic  insufficiency  with  steotorrhea  incl.  cystic  fibrosis 

d.  Tropical  sprue 

3.  Familial  malabsorption  of  magnesium 

C.  Renal  causes 

1.  Disease  related 

a.  Renal  tubular  acidosis 

b.  Diuretic  phase  of  acute  tubular  necrosis 

c.  Chronic  glomerulonephritis 

d.  Chronic  pyelonephritis 

e.  Familial  and  sporadic  renal  magnesium  loss 
f Bartter's  syndrome 

g.  Liddle’s  syndrome 

2.  Drug-related  renal  losses 

a.  Diuretics:  furosemide,  ethacrynic  acid,  and  thiazides 

b Antibiotic-induced  tubular  dysfunction:  Gentamicin,  Tobramycin,  Carbenicillin, 
Amphotericin  B,  Cyclosporin  and  Ticarcillin 
c.  Antineoplastic  drugs:  Cisplatin  especially,  but  also  combinations  of  antibiotics  and 
cytotoxic  agents 

D.  Endocrine  and  metabolic  causes 

1 Primary  and  secondary  hyperaldosteronism 

2.  Hyperthyroidism 

3.  Excessive  lactation 

4.  Pregnancy,  in  last  trimester 

5.  Hypercalcemia 

6.  Primary  hyperparathyroidism 

a.  As  a primary  event  due  to  hypercalcemia 

b.  Immediately  postoperatively  in  patients  with  osteitis  fibrosa  cystica  (“hungry  bones”) 

7.  Uncontrolled  diabetes  with  marked  glucosuria  and  diabetic  ketoacidosis 

8.  Acute  intermittent  porphyria 

E.  Neonatal  and  childhood-associated  conditions 

1.  Infantile  convulsions  with  hypomagnesemia  and  hypocalcemia  responsive  only  to 
magnesium  therapy 

2.  Genetic  (male)  hypomagnesemia  (specific  magnesium  malabsorption)  (see  B3) 

3.  Newborns  of  diabetic  mothers 

4.  Infants  born  of  mothers  with  hyperparathyroidism  or  hypoparathyroidism 
5 Exchange  transfusions  (citrate  effect) 

F.  Catecholamine  discharge  due  to  severe  trauma,  complex  surgery,  acute  myocardial 
infarction,  etc.  causing  rise  of  FFA  and  chelation  of  Mg.  (not  true  Mg.  deficiency) 
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gut  or  the  kidney  tubules  and  the 
effect  of  various  drugs  such  as 
diuretics,  certain  antibiotics,  antineo- 
plastic agents  and  alcohol  on  the 
kidney  tubules.  Patients  who  are 
severely  ill  are  prey  to  acute 
malnutrition  while  in  the  hospital  or 
during  prolonged  periods  of  illness 
before  hospitalization. 

Since  alcoholism  is  the  most 
common  cause  in  our  society,  it  will 
be  discussed  in  some  detail.  The 
evidence  for  depletion  depends  on 
low  serum  magnesium,  decreased 
muscle  magnesium,  strongly  positive 
external  balance  for  magnesium 
during  recovery  and  decreased 
exchangeable  magnesium  using 
28  Mg  at  time  of  cessation  of  alcohol 
intake  (2).  The  diet  of  alcoholics  is 
notoriously  poor  for  long  periods  of 
time,  with  alcohol  supplying  most 
of  the  calories  and  increasing  the 
excretion  of  magnesium  in  the 
urine.  Thiamine  deficiency  is  also 


very  common  in  alcoholics  and 
thiamine  needs  to  be  replaced  as 
soon  as  the  patient  arrives  at  the 
hospital. 

In  1969,  Shils  (3)  published  a 
remarkable  paper  on  human  beings 
who  had  to  be  fed  by  intragastric 
tube  so  a total  magnesium  deficient 
diet  could  be  given.  The  findings 
corroborated  and  extended  the 
findings  in  patients.  The  hypocal- 
cemia and  hypokalemia  were  quite 
severe,  but  were  normalized  by 
magnesium  administration.  Whang 
(4)  showed  that  tissue  potassium 
depletion  occurs  in  magnesium 
deprived  rats;  this  is  not  arrested  by 
potassium  alone  but  is  corrected 
when  magnesium  is  also  given.  Rats 
develop  hypercalcemia  and  not 
hypocalcemia  which  occurs  in  other 
animals  and  humans.  The  reason  for 
hypocalcemia  has  been  clearly 
demonstrated  to  be  the  result  of 
very  low7  or  absent  parathyroid 
hormone.  This  quickly  responds  to 
magnesium  therapy. 


Clinical  Manifestations  of 
Magnesium  Deficiency 

Clinical  manifestations  of 
magnesium  deficiency  are  recorded 
in  Table  2.  Hirschfelder  and  Haury 
(5)  wrere  the  first  to  report  symp- 
toms and  signs  in  1934.  They  stressed 
muscle  twitching,  nervousness,  con- 
vulsions, and  the  disappearance  of 
the  twitchings  w7hen  MgS04  w7as 
given  orally.  Miller  (6)  reported  a 
boy  with  frank  tetany  due  to  renal 
wasting  of  magnesium  in  1944. 
Martin  (7)  reported  seriously  ill 
patients  with  pancreatitis  and 
diabetic  ketoacidosis  without  any 
characteristic  signs. 

Our  group  observed  a patient 
with  magnesium  deficiency  due  to 
prolonged  glucose  and  saline 
infusions  reported  in  abstract  form 
in  1951  and  fully  along  with 
alcohol-induced  deficiency  in  1934 
(8).  This  patient  w7as  cachectic, 
edematous  and  appeared  moribund 
on  admission.  She  w7as  extremely 
w7eak.  As  the  hypokalemic  alkalosis 
and  hypophosphatemia  w'ere 
corrected,  she  developed  seizures, 
fibrillary  twitchings  of  all  muscles 
but  particularly  facial  muscles,  gross 
muscle  tremor  and  choreoathetoid 
movements  of  the  extremities,  and 
tremor  of  the  tongue.  She  couldn’t 
speak  or  swallow7.  A serum  calcium 
w7as  8.3  mg/dl.  Then  a serum 
magnesium  wras  1.19  meq/L  (titan 
yellow7  method  with  low7er  limit  of 
normal  1.5  Eq/L).  She  w7as  given  1.0 
gm  of  MgS04  intramuscularly  twice 
a day  for  three  days  or  a total  of 
48.5  mEq.  She  began  to  improve 
after  the  second  dose,  and  by  the 
third  day  she  w7as  oriented  and 
could  speak  and  swallow7  for  the 
first  time  — a truly  dramatic 
recovery 

In  1952,  we  found  a patient  with 
alcoholic  cirrhosis  and  manifesta- 
tions similar  to  the  first  patient. 
Neither  of  these  patients  had  tetany 
in  the  classical  sense  of  carpopedal 
spasm.  It  is  appropriate  to  look  for 
Chvostek  and  Trousseau  signs.  In 
I960,  Vallee,  Wacker  and  Urger  (9) 
reported  five  patients  with  frank 
tetany  or  tetany  induced  by 
hyperventilation  which  is  also  called 
latent  tetany.  This  concept  w7as 
widely  accepted  and  included  in 
textbooks.  Most  cases,  however,  will 
be  missed  if  clinicians  are  looking 
for  frank  tetany. 


TABLE  2.  Clinical  Manifestations  of  Magnesium  Deficiency 


Totally  non-specific  signs  related  to  primary  illness  can  mask  the  presence  of  magnesium 
deficiency.  Florid  manifestations  may  occur  suddenly. 

A.  Neuromuscular  hyperactivity 

1.  Tremor  of  extremities  and  tongue  and  grimaces  of  facial  muscles 

2.  Myoclonic  jerks 

3.  Convulsions 

4.  Chvostek  sign  (commonly) 

5.  Trousseau  sign  (rarely) 

6.  Spontaneous  carpopedal  spasm,  i.e.,  classical  tetany  (rarely) 

7.  Ataxia 

8.  Nystagmus  (lateral  and  vertical) 

9.  Dysphagia  and  gut  hypomotility  (ileus) 

10.  General  muscle  weakness,  note  especially  muscles  of  respiration 

11.  Myopathy 

12.  Chondrocalcinosis  and  calcium  pyrophosphate  synovitis 

B.  Central  nervous  system  disturbances 

1.  Apathy 

2.  Some  or  all  facets  of  delirium 

3.  Coma 

C.  Calcium  and  potassium  effects 

1 Refractory  hypocalcemia  responsive  only  to  magnesium  therapy 
2.  Refractory  hypokalemia  with  metabolic  alkalosis  responsive  only  to 
magnesium  therapy 

D.  Effects  on  myocardium 

1 Ventricular  arrhythmias-premature  ventricular  contractions,  ventricular  tachycardia, 
and  torsades  de  pointes 

2.  Ventricular  fibrillation 

3.  Atrial  fibrillation  and  some  atrial  tachycardias 

4.  Sudden  death 
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Furthermore,  the  hypocalcemia 
often  associated  with  magnesium 
deficiency  is  corrected  only  by 
treatment  with  magnesium. 
Hypokalemia  with  metabolic 
alkalosis  often  occurs  at  the  same 
time  and  is  corrected  only  by 
correcting  the  magnesium  deficiency 
as  well  as  potassium  deficiency. 
Hypocalcemic  patients  and  patients 
with  metabolic  alkalosis  may  present 
with  tetany  leading  to  further 
confusion  unless  all  findings  are 
known.  Wacker  (10)  has  written 
about  manifestations  and  agrees 
essentially  with  Table  2.  As 
indicated  in  the  table,  tetany  does 
occur  but  is  not  a common 
manifestation. 

Severe  magnesium  deficiency  may 
have  no  manifestations  other  than 
the  primary  illness  (7).  These  patients 
may  suddenly  develop  the  full  spec- 
trum of  symptoms  and  signs, 
including  life-threatening  seizures  or 
ventricular  arrhythmias. 

Establishing  a Diagnosis 

Many  methods  have  been  used  for 
measuring  magnesium.  The  titan 
yellow  method  was  commonly  used 
before  I960.  Other  colorimetric  and 
titration  tests  were  also  used. 

Atomic  absorption  spectrophotometry 
(AAS)  was  introduced  in  the  early 
1960s  and  is  the  most  accurate 
method  available.  It  is  now  used 
primarily  in  research  projects  such 
as  measuring  tissue  magnesium. 

More  recently,  color  reactions 
adapted  to  multichannel  spectro- 
photometers have  been  developed 
and  are  used  in  most  clinical 
laboratories.  The  results  compare 
favorably  with  AAS.  Our  results  with 
AAS  in  a group  of  normal  controls 
ranged  from  1.5  to  2.0  mEq/L. 
Currently,  our  clinical  laboratory 
uses  a method  with  values  from  1.3 
to  2.1  mEq/L.  Serum  albumin  binds 
magnesium  at  the  rate  of  0.12 
mEq/gm  of  albumin/dl,  so  it  is 
necessary  to  correct  the  level  by 
adding  0.12  mEq  to  serum 
magnesium  for  each  1 gram  of 
albumin  less  than  3-5  gm/dl. 

Finding  a level  lower  than  the 
lower  limits  of  normal  in  two 
samples  means  that  the  patient  has  a 
magnesium  deficiency  and  needs 
further  observation  and  treatment.  A 
search  for  a cause  should  be  under- 
taken. Abnormalities  in  sodium. 


potassium,  calcium  and  phosphorus 
levels  would  also  be  anticipated.  A 
normal  magnesium  level  is  also  com- 
patible with  magnesium  deficiency. 
Acidosis  and  hemolysis  raise  serum 
levels  of  both  magnesium  and 
potassium.  If  there  is  suspicion  of 
deficiency,  repeating  the  test  is  in 
order.  One  can  prove  the  presence 
of  deficiency  by  a loading  test 
described  below. 

It  is  also  noteworthy  that  serum 
magnesium  may  be  spuriously  low 
and  not  indicative  of  magnesium 
depletion.  Injection  of  epinephrine 

(12) ,  drug  or  alcohol  withdrawal 

(13) ,  acute  myocardial  infarction  (14), 
(15),  prolonged  surgery  such  as 
open  heart  surgery  (16)  and  any 
severe  stress  cause  catecholamine 
elevation,  which  stimulates  the  rise 
of  long,  chain-free  fatty  acids. 

These,  in  turn,  chelate  magnesium. 
Patients  with  prolonged  alcoholism, 
severe  chronic  illness,  etc.  and  an 
acute  stimulus  could  have  an 
underlying  depletion  as  well. 

The  prevalence  of  hypo- 
magnesemia is  high  in  seriously  ill 
patients  with  acute  and  chronic  il- 
lnesses. During  a two-month  period 
in  the  intensive  care  unit  at  the 
University  of  Southern  California 
Medical  Center,  65  percent  of  the 
patients  with  creatinine  levels  of  1.1 
mg/dl  or  less  were  hypomagnesemic 
and  one-third  were  also  hypo- 
calcemic (17). 

In  sera  collected  for  digoxin  levels 
at  a V.A.  hospital  and  a university 
hospital,  19  percent  had  magnesium 
levels  less  than  1.24  mEq/L.  In  a 
V.A.  hospital,  hypomagnesemia  was 
found  in  6.9  percent  of  consecutive 
patients,  and,  in  a large  county 
hospital,  it  was  11  percent  (18).  A 
study  of  multiple  electrolytes  was 
done  in  patients  who  already  had 
one  abnormality,  and  hypomagnesemia 
occurred  in  42  percent  of  patients 
with  hypokalemia  in  29  percent  of 
patients  with  hypophosphatemia,  in 
27  percent  of  patients  with 
hyponatremia  and  in  22  percent  of 
patients  with  hypocalcemia  (19). 

There  are  many  studies  of  tissue 
magnesium  (mononuclear  cells  or 
skeletal  muscle).  Dyckner’s  studies 
(20)  have  been  of  major  help  in 
establishing  the  severity  of  the 
deficiency  and  the  response  of  intra- 
cellular potassium  and  magnesium 
to  therapeutic  programs.  They  also 


have  helped  to  understand  the 
dynamics  of  magnesium  deficiency. 
Such  studies  are  only  available  in 
the  research  setting. 

A magnesium  retention  test,  shown 
below,  was  developed  by  Ryzen,  Rude, 
et  al  (11),  and  is  feasible  in  most 
hospitals.  It  can  detect  deficiency  in 
patients  with  low  normal  magnesium 
and  determine  the  severity. 

Protocol 

(1)  Collect  baseline  urine  (spot  or 
timed)  for  Mg/Cr  ratio 

(2)  Infuse  0.2  mEq  (2.4  mg)  elemental 
Mg/kg  lean  body  weight  in  50 
ml  of  D5W  over  4 hrs  (lgm 
MgS04  = 8.1  meq  of  Mg) 

(3)  Collect  urine  (starting  with  infu- 
sion) for  Mg  and  Cr  for  24  hrs 

(4)  Calculate  % Mg  retained  using 
following  formula: 

% Mg.  retained  = 

Postinfusion  urine  Mg-(preinfu- 
sion  urine  Mg/CR  X postinfusion 
urine  Cr)  X 100  -=-  total  elemen- 
tal Mg  infused 

(5)  Criteria  for  Mg  deficiency: 

> 50%  retention  at  24  hrs 
= definite  deficiency 

> 20%  retention  at  24  hrs 
= probable  deficiency 

A magnesium  loading  test  is  much 
easier  than  a total  balance  test  and  is 
a reasonable  way  to  estimate  severity 
of  magnesium  depletion. 

Treatment 

Table  3 gives  a detailed  outline  of 
modes  of  therapy.  As  this  table 
notes,  assessment  of  renal  function 
is  mandatory  before  planning  a 
treatment  schedule.  The  very  large 
doses  of  MgS04  given  safely  to 
patients  with  eclampsia,  are  at  least 
four  times  higher  than  in  Table  3, 
and  the  doses  have  been  used  in 
many  patients  without  problem. 

The  use  of  the  formula  of  1.0 
mEq/kg  of  body  weight  on  first  day 
is  based  on  many  balance  studies, 
tissue  analysis  and  total  exchange- 
able magnesium  studies. 

Magnesium  has  also  been  used  in 
the  treatment  of  pulmonary  and 
cardiac  diseases.  Respiratory  muscles 
lose  power  w'hen  magnesium  deple- 
tion occurs.  This  is  seen  in  the  ICU 
setting  in  patients  on  a respirator. 

The  use  of  magnesium  as  a phar- 
macologic agent  in  preeclampsia 
and  eclampsia  is  well-established. 
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TABLE  3.  Guidelines  for  Treatment  of  Magnesium  (Mg)  Deficiency 
Atomic  Weight  of  Magnesium  24  gm.  (divalent  cation) 
Molecular  wt  of  MgS04  • 7 H20:  246.48  gm. 


1.  It  is  important  to  determine  that  the  kidneys  are  producing  urine  and  that  blood 
urea  nitrogen  and  creatinine  values  are  normal.  Magnesium  may  be  needed  and  may  be 

administered  even  in  the  presence  of  severe  renal  insufficiency,  but  the  treatment  must  be 
monitored  by  measuring  serum  or  plasma  levels  frequently.  Note  that  MgS04  (magnesium  sulfate) 
is  the  heptahydrate  MgS047H20.  Ampules  containing  1.0  gram  of  MgS04  or  8.1  mEq  of  magnesium 
are  convenient  to  use.  Parenterally  given  Mg.  doses  recommended  below  refer  to  MgS04. 

General  requirements:  On  the  first  day  of  therapy  at  least  1 mEq  of  Mg.  per  Kg.  of  body  weight 
(lean  body  mass)  should  be  given.  And  half  this  dose  should  be  given  each  day  for  three  to  five 
days.  If  parenteral  fluid  therapy  continues  after  this,  at  least  0. 1 mEq  per  kg.  per  day  should  be 
given.  Infants  and  young  children  need  twice  as  much. 

2 The  following  schedule  for  an  average  adult  is  safe  and  effective.  See  below  for  monitoring. 
Intramuscular  route: 

Day  1.  2.0  grams  (16.3  mEq)  every  four  hours  for  five  doses. 

Days  2-5.  10  gram  (8.1  mEq)  every  six  hours. 

Intravenous  route  (this  is  the  preferred  route  if  intravenous  infusion  is  being  used  already): 
Day  1.  5 grams  (41  mEq)  per  liter  of  fluid,  gives  two  liters  or  82  mEq,  over  8 hours. 

Days  2-5.  A total  of  5 grams  (40  mEq)  distributed  equally  in  total  fluids  of  the  day. 

For  infants  and  young  children,  twice  as  much  is  needed,  i.e.  about 
2.0  mEq/kg  on  the  first  day. 

3.  For  a sudden  emergency  such  as  convulsions  or  tachyarrhythmia  (adapted  from  Iseri).  In- 
travenous dose:  2 grams  of  MgS04  as  20  percent  solution  (10  ml  of  20  percent  MgS04)  given 
in  one  minute.  This  should  be  followed  by  5 grams  of  MgSOT  in  500  ml  solution  over  five  to 
six  hours  and,  finally,  followed  with  the  intramuscular  schedule  for  days  2-5  as  listed  above. 

4.  Oral  therapy.  Most  Mg.  salts  can  cause  diarrhea,  which  can  be  a limiting  factor  (other  prepara- 
tions than  the  ones  listed  below  can  also  be  used). 

a Liquid  milk  of  magnesia:  one  teaspoon  (13  mEq/5ml)  four  times  a day  as 
tolerated,  OR 

b.  Magnesium  hydroxide  tablets  300  mg.  tablet  (11  mEq/tablet)  four  times  a 
day  as  tolerated;  increased  to  two  tablets  four  times  a day  as  tolerated,  OR 

c.  Magnesium  acetate  (9. 35  mEq  per  gram)  as  10  percent  solution:  10  ml 
in  water  four  times  a day  as  tolerated,  OR 

d.  Magnesium  chloride  (Slow  Mag)  64  mg.  MG/Tab  or  5.5  mEq/tab.  This  is 
absorbed  better  than  the  above  (newly  available)  1-2  tablets  four  times 

a day  as  tolerated. 

5.  Monitor  therapy.  Magnesium  repletion  of  tissues  is  slow.  Magnesium  levels  need  to  be  checked 
daily  during  large  dose  parenteral  therapy.  As  satisfatory  blood  levels  are  obtained,  the  dose  can 
be  adjusted  to  the  lowest  dose  needed  to  maintain  normal  levels.  Obviously,  therapy  should  be 
stopped  if  the  acute  episode  that  caused  the  disturbance  in  the  first  place  has  been  corrected. 
Under  certain  circumstances,  such  as  renal  or  gastrointestinal  wasting  of  magnesium,  the  oral 
dose  should  be  continued  indefinitely.  During  oral  therapy  serum  Mg  should  be  monitored 
occasionally. 

6.  Magnesium  overdose  (occurs  primarily  in  therapy  for  preclampsia  where  dose  is  at  least  four 
times  that  of  deficiency  therapy).  Calcium  is  the  antidote.  Deep  tendon  reflexes  disappear.  Give 
10  ml.  of  10%  calcium  chloride  or  calcium  gluconate  I V.  in  5 minutes.  Monitor  by  checking  deep 
tendon  reflexes. 


A recent  study  by  Watson  et  al  (21) 
has  elucidated  its  mode  of  action.  It 
appears  to  be  dependent  on  a 
change  in  prostaglandin  synthesis 
from  thromboxane  synthesis  to  pro- 
stacyclin synthesis.  It  also  decreases 
platelet  aggregation  due,  in  part,  to 
change  in  these  prostaglandins. 

There  is  much  literature  on  the 
use  of  magnesium  in  a variety  of 
heart  diseases.  Its  most  important 
use  is  in  cardiac  arrhythmias.  Initially 
it  was  thought  that  only  ventricular 


arrhythmias  were  often  related  to 
magnesium  depletion,  but  it  has 
recently  been  found  that  atrial 
arrhythmias  are  effectively  treated  as 
well.  (22)  Torsade  des  pointes  is 
frequently  due  to  overt  magnesium 
deficiency,  and  magnesium  therapy 
should  be  given  promptly.  In  many 
situations,  the  patient  with  con- 
gestive heart  failure  is  being  given 
digitalis  and  diuretics,  with  resultant 
hypokalemia  and  hypomagnesemia. 
Potassium  replacement  alone, 
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however,  will  not  be  effective  if 
magnesium  depletion  also  exists. 

It  is  now  very  clear  that  long-term 
treatment  with  thiazide  causes  both 
magnesium  and  potassium  depletion 
of  tissues  (20).  Iseri  (23)  has  sum- 
marized his  large  experience  with 
magnesium  therapy  of  arrhythmias. 
Patients  with  atrio-ventricular  heart 
block  probably  should  not  receive 
magnesium  unless  magnesium  deple- 
tion exists  and,  then  only,  when 
they  are  carefully  monitored. 

Another  area  of  interest  is  acute 
myocardial  infarction.  It  is  now 
clear  that  hypomagnesemia  occurs 
during  acute  myocardial  infarction 
and  is  accompanied  by  a sharp  rise 
in  free  fatty  acids.  Both  return  to 
normal,  but  MgS04  treatment  is 
useful  for  tachyarrhythmias  in  this 
setting.  Patients  who  have  chronic 
heart  failure  usually  are  taking 
diuretics,  so  they  often  are  depleted 
of  magnesium  and  need  therapy. 
Rasmussen  (24)  and  Smith  (25)  have 
given  large  doses  of  magnesium  by 
continuous  intravenous  infusion  of 
magnesium  during  the  first  24  hours 
in  double  blind,  placebo-controlled 
studies  with  favorable  results.  There 
were  fewer  deaths  and  decreased 
ventricular  arrhythmias  in  the 
patients  treated  with  magnesium. 
Magnesium  therapy  remains  a 
research  effort  at  the  present  time, 
and  the  role  of  magnesium  therapy 
in  addition  to  modalities  such  as 
streptokinase  and  thromboplastin 
activator  is  uncertain.  Magnesium 
may  have  an  effect  by  decreasing 
reperfusion  injury  in  those  treated 
with  these  agents  in  view  of  the 
effect  of  magnesium  on  prostaglan- 
din metabolism  (21). 
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During  the  days  of  testimony 
prior  to  the  passage  of  SB-576, 

I,  as  vice  president  of  the  West 
Virginia  State  Medical  Association, 
spoke  the  following  words,  “The 
West  Virginia  State  Medical  Associa- 
tion offers  again  to  work  with  the 
various  state  agencies  and  depart- 
ments to  help  in  cost  containment 
and  quality  of  care.” 

My  testimony  concluded  with 
these  words,  “We  would  have  been 
glad  to  work  with  the  executive 
branch  and  now  with  the  legislature 
on  these  matters  and  this  bill  — but 
we  were  not  asked,  did  not  know  it 
was  coming  and  had  absolutely  no 
input. 

“Again  the  Medical  Association 
will  continue  to  help  and  to  have 
the  posture  of  contribution  and 
cooperation  in  matters  of  health  and 
again  offer  to  meet  and  work  with 
agencies,  divisions  or  others. 

“The  West  Virginia  State  Medical 
Association  wants  all  of  the  citizens 
and  people  of  West  Virginia  to 
benefit  from  available,  accessible, 
and  quality  medical  and  health  care 
at  a reasonable  cost.” 

In  June  of  this  year,  I spoke  before 
the  Health  Care  Coalition  of  West 
Virginia  as  president-elect  of  the 
WVSMA  and  said,  “The  West  Virginia 
State  Medical  Association  wants  to 
help  and  will  continue  to  work  for 
the  betterment  of  our  citizens.” 

At  the  legislative  hearing  on  SB  5 
(HB  306)  on  the  morning  of  Friday 
August  24,  I objected  to  the  bill  as 
president  of  the  WVSMA  on  four 
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Spurn,  Spurning,  Spurned 


main  points.  The  first  objection  I 
gave  during  testimony  was  that,  “The 
WVSMA  had  absolutely  no  input 
and  no  request  for  input,  although 
there  had  been  ample  opportunity 
for  such  a request.” 

On  Tuesday  afternoon,  August  28, 
in  the  House  of  Delegates,  Speaker 
of  the  House  Chuck  Chambers  and 
Delegates  Grubb,  White,  B.  Hatfield, 
Cerra,  Katz,  Louderback,  Rutledge, 
Compton,  Buchanan,  Damron,  S. 
Cook,  Prezioso,  Sattes,  Spencer, 
Berry,  Tribett,  Manuel,  Pethtel,  D. 
Cook,  Reid,  Susman,  Browning, 
Staton,  Seacrist,  Houvouras,  Hatcher, 
Williams,  Schoonover,  Murensky, 
Given,  Farmer,  Flanigan,  Mezzatesta, 
Fantasia,  Kelly,  Wooton,  Sharp,  D. 
Miller,  Rowe,  V.  Starcher,  Murphy, 
Roop,  Michael,  Long,  Beach  and 
Basham  offered  a resolution, 

H.C.R.3,  urging  Congress  to  enact  a 
National  Health  Plan  providing  ac- 
cess to  health  care  for  all  Americans. 

This  was  followed  by  21 
whereas ’s  culminating  in: 

RESOLVED  by  the  Legislature  of 
West  Virginia  that  Congress  is 
hereby  urged  to  enact  a National 
Health  Plan  designed  to  guarantee 
access  to  health  care  for  all  citizens; 
and,  be  it  further 

RESOLVED,  that  the  clerk  of  the 
House  of  Delegates  send  a copy  of 
this  resolution  to  each  member  of 
the  West  Virginia  Congressional 
Delegation. 

This  was  forwarded  to  the  Senate 
which  concurred. 

I submit  to  you  that  the  days  are 
getting  darker. 


I further  submit  to  you  that  all  of 
our  offers  of  help  and  input  have 
been  ignored,  snubbed  and 
spurned. 

I finally  submit  to  you  that  if  you 
think  the  cost  of  involvement  is 
expensive,  try  apathy. 

My  presidential  acceptance 
speech,  which  is  printed  in  this 
issue  of  the  Journal,  that  only  we 
can  change  the  course  of  a destiny 
prescribed  for  us  by  others. 

It  was  further  indicated  that  I had 
directed  our  staff  to  arrange  and 
offer  multiple  sessions  aimed  at  pro- 
viding us  with  the  various  techni- 
ques, tools  and  ideas  necessary  for 
effective  communications  with 
legislators. 

These  sessions  and  seminars  are 
now  coming  to  pass  and  will  tell  it 
like  it  is  and  to  the  point  — down 
and  dirty,  if  you  will.  I hope  you 
and  your  spouse  will  attend  them 
and  begin  your  personal  Grass 
Roots  Campaign.  Let  it  never  be  said 
that  we  were  cowards  or  didn't 
care.  We  must  care  enough  to 
give  of  our  personal  time,  money, 
and  energy  or  risk  the  loss  of  all  of 
our  professional  freedom  and 
autonomy. 

We  must  fight  alone  and  individ- 
ually; we  must  fight  as  a group;  we 
must  fight  in  an  organized, 
systematic  fashion;  and  we  must 
fight  effectively. 

Let’s  just  do  it!!! 

— Michael  M.  Stump,  M.D. 
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A Tale  of  One 


It  was  somewhere  in  the  early  70s 
that  the  doctors  in  Axeling 
began  worrying  about  prepaid 
medical  care  plans.  It  wasn’t  that 
they  were  unfamiliar  with  prepaid 
plans.  Axeling  is  situated  in  an  area 
where  coal  mining  is  one  of  the 
main  industries,  so  the  UMW  health 
plan  with  all  of  its  objectionable 
features  was  well  known  to 
everyone  in  the  medical  community. 

As  a matter  of  fact,  it  was  the 
bitter  dislike  of  the  UMW  health 
plan  that  brought  on  the  first 
discussion  of  HMO’s  at  the  medical 
society  meeting.  HMO  or  Health 
Maintenance  Organization,  was  the 
euphemistic  name  being  given  to 
the  new  prepaid  plans.  There  was 
heavy  government  money  available 
for  start-up  costs.  “If  we  don’t  seize 
the  opportunity  and  start  one  on 
our  own,”  someone  said,  “the  UMW 
will  get  the  money,  expand  what 
they’ve  got  and  end  up  with  all  of 
our  patients.” 

Meetings  were  held,  a decision 
was  made,  money  was  invested  by 
each  doctor,  consultants  were 
brought  in,  a grant  request  was 
written,  government  money  was 
received  and  there  was  the  bright 
shiny  new  HMO  - an  IPA-HMO.  It 
had  been  decided  that  the  Indepen- 
dent Practice  Association  was  the  way 
to  go  because  then  the  HMO  would 
never  gain  control  of  the  doctors. 

Things  were  slow  initially,  so  the 
IPA  loaned  money  to  the  HMO  to 
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allow  growth.  Growth  did  occur 
and  the  Mountain  Top  Health  Plan 
went  into  the  black.  Certain  physi- 
cians did  well,  not  all,  but  the  plan 
was  growing.  It  grew  because  of 
laws  mandating  that  any  employer 
with  more  than  25  employees  must 
offer  an  HMO  as  an  option  when 
health  benefits  are  part  of  a fringe 
package.  Another  factor  was  heavy 
advertising  and  marketing  by  MTHP 

As  the  plan  grew,  surprisingly,  so 
did  the  restrictions  on  physician 
autonomy.  Pre-certification  and 
utilization  review  were,  of  course, 
standard  procedures.  Unexpected 
were  bureaucratic  impediments  to 
referral  and  discouragement  of  “over 
usage”  via  a system  of  fines  levied 
on  practitioners  found  (by  computer) 
to  be  too  liberal  in  allotting  benefits. 

Axeling  had  been  blessed  with 
two  hospitals,  both  excellent,  one 
with  multiple  resident  training  pro- 
grams. The  HMO  signed  an  exclu- 
sive contract  with  the  non-teaching 
hospital  and  excluded  the  other 
from  payment  for  both  inpatient 
and  outpatient  services.  The  favored 
hospital  thrived;  the  other 
floundered  and  lost  residencies  one 
after  the  other. 

The  medical  community  became 
polarized.  Medical  society  meetings 
became  unpleasant  and  poorly 
attended.  The  IPA  found  itself 
impotent  and  unable  to  divert  or 


subvert  the  growing  power  and 
influence  of  the  HMO.  That  organi- 
zation leaked  the  word  that  it  was 
prepared  to  reorganize  as  a closed 
panel  HMO  with  select  physicians  if 
the  IPA  gave  it  any  real  trouble. 

With  its  growing  power  and  in- 
fluence, MTHP  became  more 
arbitrary  in  its  rulings  and  fines 
became  stiffen  Doctors  began  feel- 
ing that  their  practice  rights  and 
their  integrity  were  being  infringed. 
They  were  being  required,  under 
the  threat  of  heavy  fines,  to  ration 
care  to  their  patients  who  had 
signed  up  in  MTHP  influenced  by 
explicit  marketing  promises  of 
unrestricted  access  to  IPA  physicians 
and  unlimited  quantities  of  care. 
Many  felt  they  had  been  coerced 
into  practicing  bad,  or,  at  least,  less 
than  the  best  medicine.  They  were 
in  the  control  of  tyrants. 

By  this  time  they  were  too  depen- 
dent on  the  HMO  for  too  significant 
a part  of  their  practice.  They  felt 
bad,  but  did  nothing  active  other 
than  talk  to  each  other  about  their 
growing  distress  and  their  yearning 
for  pre-HMO  days. 

MTHP  did  well  until  awareness 
grew  among  its  own  participants 
that  they  had  been  promised  far 
more  than  ever  would  be  delivered. 
Once  growth  stopped,  MTHP  quick- 
ly became  insolvent  and  IPA  doctors 
lost  a lot  of  money  - but  they  felt 
much  better. 

Stephen  D.  Ward,  M.D. 
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Medical  Controversies  Focus  of  Session  at  Mid-Winter 


One  of  the  four  scientific  sessions 
which  will  be  held  during  the  Mid- 
Winter  Clinical  Conference,  January 
2 5-27  in  Charleston,  will  feature  a 
panel  discussion  on  three 
controversies  in  medicine. 

This  panel  is  the  basis  for  the 
Second  Scientific  Session  on 
Saturday,  January  26  and  will 
include  the  following  topics: 
“Laproscopic  Cholestectomy  vs. 
Conventional  Surgery,”  “The 
Conservative  Management  of  Low 
Back  Pain  vs.  the  Surgical 
Management  of  Low  Back  Pain,”  and 
“The  Surgical  Perspective  For  and 
Against  Carotid  Endarterectomy.” 

Addressing  the  pros  and  cons  of 
carotid  endarterectomy  will  be  Ali  F. 
AbuRahma,  M.D.,  of  Charleston,  and 
Jack  E.  Riggs,  M.D.,  of  the 
Department  of  Neurology  at  West 
Virginia  University  Flospital. 

Outstanding  Educator 

Born  in  Jordan,  Dr.  AbuRahma 
received  his  pre-med  and  medical 
degree  at  Alexandria  University  in 
Egypt  and  was  awarded  the  state 
prize  in  1970  for  having  the  best 
standing  of  all  medical  graduates  in 
the  country. 

Dr.  AbuRahma  completed  his 
internship  at  Alexandria  University 
Hospitals  in  Egypt  and  then  moved 
to  the  United  States  for  surgical 
residencies  at  both  the  State 
University  of  New  York  in  Syracuse 
and  the  West  Virginia  University 
Medical  Center  in  Charleston.  After 
finishing  his  residencies,  Dr. 
AbuRahma  was  awarded  a Vascular 
Surgical  Fellowship  and  studied  at 
the  Arizona  Heart  Institute  for  a 
year. 

In  1978,  Dr.  AbuRahma  relocated 
to  Charleston  and  accepted  his 
current  position  as  medical  director 
of  the  Vascular  Laboratory  at  the 


l"  if 


Dr.  Jack  E. 
Riggs 


Charleston  Area  Medical  Center  and 
began  his  teaching  career  at  the 
WVU  Health  Sciences  Center.  In 
1986,  Dr.  AbuRahma  accepted  his 
other  current  role  as  a clinical 
professor  of  surgery  at  the  WVU 
Health  Sciences  Center.  That  same 
year,  he  was  awarded  the  WVU 
Vincent  Van  Horn  Award  for  being 
the  surgeon  who  made  the  greatest 
contribution  to  resident  education. 

Certified  by  the  American  Board 
of  Surgery  and  the  American  Board 
in  Special  Qualifications,  Dr. 
AbuRahma  is  a Fellow  of  the 
American  College  of  Surgeons,  the 
Royal  College  of  Surgeons,  the 
American  College  of  Angiology  and 
the  International  College  of 
Surgeons.  In  addition  to  his  active 
role  on  the  medical  staff  at  CAMC, 
Dr.  AbuRahma  is  also  on  the  staffs 
of  St.  Francis  Hospital  and  Thomas 
Memorial  Hospital. 

A noted  lecturer  and  writer,  Dr. 
AbuRahma  is  the  co-author  of  the 
book  “Current  Non- Invasive 
Vascular  Diagnosis ,”  and  has  written 
numerous  scientific  articles  and 
chapters. 

National  Reviewer 

Dr.  Riggs,  an  Ohio  native,  holds 
degrees  in  chemistry,  biology, 
mathematics  and  physics  from  the 


University  of  Toledo,  and  received 
his  medical  degree  in  1976  from  the 
University  of  Rochester  School  of 
Medicine  and  Dentistry  in  Rochester, 
N.Y.  He  did  his  internship  and  a 
residency  in  internal  medicine  at  the 
Ohio  State  University  Hospitals  and 
then  completed  three  residencies 
and  a fellowship  in  neurology  at  the 
University  of  Rochester. 

In  1981,  Dr.  Riggs  moved  to 
Morgantown  to  become  an  assistant 
professor  of  neurology  at  the  WVU 
School  of  Medicine.  His  academic 
career  advanced  steadily  and  in 
1987,  he  was  named  a professor  of 
neurology  and  medicine.  This  year, 
Dr.  Riggs  was  given  additional 
responsibilities  and  a new  title  — 
professor  of  neurology,  medicine 
and  community  medicine. 

Active  in  many  national 
professional  activities.  Dr.  Riggs  is  a 
former  reviewer  of  “The  New 
England  Journal  of  Medicine,”  and 
currently  reviews  “The  Archives  of 
Neurology,”  “ Neurology “Muscle 
& Nerve,”  “Journal  of  Child 
Neurology',”  and  ‘ Annals  of 
Neurology.”  He  is  a member  of  the 
Residency  Education  Subcommittee 
and  the  Inservice  Examination 
Subcommittee  of  the  American 
Academy  of  Neurology. 

Dr.  Riggs  is  certified  in  internal 
medicine  and  neurology  and  is  a 
Fellow  of  the  American  Academy  of 
Neurology.  He  has  published  over 
100  articles  and  abstracts  and  is  a 
former  examiner  in  adult  neurology 
for  the  American  Board  of 
Psychiatry  and  Neurology. 

Since  1980,  Dr.  Riggs  has  been  in 
the  Medical  Corps  of  the  U.S.  Navy 
Reserve  and  he  has  achieved  the 
rank  of  commander.  Last  year,  he 
was  on  a panel  which  studied 
aviator  physical  stress  for  the  Naval 
Research  Advisory  Committee. 
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Dr.  Duck  wall 
Resigns  from 
Publications 
Committee 


Dr.  Vernon  E.  Duckwall 


After  18  years  of  dedicated  service 
to  the  West  Virginia  Medical  Journal 
as  an  associate  editor  on  the 
Publications  Committee,  Vernon  E. 
Duckwall,  M.D. , sadly  resigned  in 
August  due  to  poor  health. 

Born  in  Scott,  Ohio,  Dr.  Duckwall 
graduated  from  the  University  of 
Pennsylvania  in  1929  with  a B.  S. 
degree  in  economics  and  took  a job 
as  an  insurance  underwriter. 

Moving  to  New  York  City  in  the 
early  1930s,  he  worked  as  a 
publisher  representative  and 
enrolled  in  medical  school  at 
Columbia  University.  Following  his 
graduation  from  medical  school  in 
1941,  Dr.  Duckwall  completed  his 
internship  and  residency  at  the  New 
York  Post  Graduate  Hospital  in  New 
York  City,  now  the  University 
Hospital. 

In  1943,  Dr.  Duckwall  enlisted  in 
the  U.S.  Army  and  served  as  a first 
lieutentant  at  the  Newton  D.  Baker 
Hospital  in  Martinsburg,  W.Va.,  and 
then  on  a hospital  train  which 
traveled  throughout  the  country. 

His  next  army  medical  position  took 
him  to  Europe  for  18  months, 
where  he  obtained  the  rank  of 
major. 

At  the  completion  of  his  military 
duty,  Dr.  Duckwall  came  to  Elkins  in 
1949  and  practiced  general  surgery 
and  medicine  for  seven  years  at 
Golden  Clinic  and  Memorial  General 


Hospital  before  moving  to  Florida. 
After  practicing  at  a private  Florida 
hospital  for  a year,  Dr.  Duckwall 
decided  to  return  to  Elkins,  where 
he  joined  the  staff  of  Davis 
Memorial  Hospital  and  worked  as 
general  surgeon  until  his  retirement 
in  1980. 

Dr.  Duckwall  is  a Fellow  of  the 
American  College  of  Surgeons  and  a 
Diplomate  of  the  American  Board  of 
General  Surgery.  He  has  been  very 
active  in  organized  medicine  and 
held  many  positions,  including  past 
president  of  both  the  West  Virginia 
Chapter  of  the  American  Cancer 
Society  and  the  Tygart’s  Valley 
Medical  Society. 

In  1976,  Dr.  Duckwall  received 
the  Annual  National  Division  Award 
from  the  American  Cancer  Society 
for  outstanding  service  and  devotion 
to  the  society. 

Since  his  retirement,  Dr.  Duckwall 
has  had  several  major  surgeries.  In 


September,  he  underwent  two 
operations  at  Davis  Memorial 
Hospital  and  was  still  a patient 
when  this  article  went  to  press, 


W&  'm  \ 

Law  Firm  to  Present 
Free  Seminar 

The  Charleston  law  firm  of  Kay, 
Casto,  Chaney,  Love  & Wise  is 
sponsoring  a free  seminar  entitled 
"The  Physician  as  a Businessman  — 
Practical  Legal  Considerations  in 
Running  a Medical  Practice,”  on 
Saturday,  November  10  from  8:30 
a.m.  - 1 p.m.  at  the  Charleston 
House  Holiday  Inn. 

A buffet  luncheon  will  be 
provided.  Reservations  are 
appreciated  and  can  be  made  by 
calling  Cindy  Bagby  at  345-8900. 


WV  Chapter/American  College  of  Surgeons 


The  officers  and  councillors  of  the  West  Virginia  Chapter  of  the  American  College  of 
Surgeons  were  photographed  during  their  recent  meeting  at  The  Greenbrier.  Pictured 
are  (front  row)  Roger  E.  King,  M.D.,  FACS,  secretary/treasurer;  Eric  P.  Mantz,  M.D.,  FACS, 
president-elect;  D.  Verne  McConnell,  M.D.,  FACS,  president;  Donald  E.  McDowell,  M.D., 
FACS,  first  vice  president;  and  Herbert  E.  Warden,  M.D.,  FACS,  governor,  (second  row) 
Gene  D.  Duremdes,  M.D.,  FACS,  councillor;  Thomas  Chang,  M.D.,  FACS,  past  president; 
Paul  W.  Burke,  M.D.,  FACS,  councillor;  and  James  M.  Carrier,  M.D.,  FACS,  councillor, 
(third  row)  Thomas  H.  Covey,  M.D.,  FACS,  councillor;  Michael  A.  Grant,  M.D.,  FACS, 
councillor;  Carl  J.  Kite,  M.D.,  FACS,  councillor;  and  Rigoberto  Ramirez,  M.D.,  FACS, 
councillor. 
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Sometimes  Being  Sure  Of 
Yourself  Just  Isn't  Enough. 


McDonough  Caperton 
professionals  are 
dedicated  to  our  clients 
and  their  future.  It's  an 
investment  on  both  our 
parts  and  a trust  we 
cherish.  McDonough 
Caperton,  insurance 
advisor  to  the  West 
Virginia  State  Medical 
Association  — 
committed  to  people. 
Dedicated 
to  excellence. 

McDonough 

Caperton 

Insurance 

Group 
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Investing  Our  People 
In  Your  Future. 


You  know  you  are  a 
good  doctor,  you've 
worked  hard  to  get 
where  you  are  but 
sometimes  being  sure 
of  yourself  just  isn't 
enough... 


Corporate  Headquarters  One  Hillcrest  Drive,  P.O.  Box  1551, Charleston,  WV  25326-1551,  Telephone:  (304  ) 346-0611  Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  North  Carolina,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


SOMETHING  TO  THINK  ABOUT . . 
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Continuing 

Education 

Programs 


Listed  below  and  at  the  right  are 
the  continuing  medical  education 
activities  of  Marshall  University  and 
West  Virginia  University  Schools  of 
Medicine  and  Charleston  Area 
Medical  Center  / WVU  Charleston 
Division  for  October. 

The  programs  are  compiled  by 
Ernest  W.  Chick,  M.D.,  MU  director 
of  Continuing  Medical  Education; 
Brenda  McGregor,  WVU  outreach 
coordinator  of  Continuing  Medical 
Education;  Lamont  Nottingham, 
Ed.D.,  CME  Coordinator,  WVU 
Charleston  Division;  and  Robin 
Rector,  coordinator  of  Continuing 
Medical  Education,  Charleston  Area 
Medical  Center  (also  in  charge  of 
WVU  Charleston  Division  on- 
campus  CME). 

This  schedule  is  presented  as  a 
convenience  for  physicians  in  plan- 
ing their  continuing  education  pro- 
gram. Other  national  and  state 
meetings  are  listed  in  the  Medical 
Meetings  Section  of  the  Journal. 

These  programs  are  tentative  and 
subject  to  change.  Weekly  con- 
ferences are  also  held  on  the 
WVU  Morgantown,  Charleston  and 
Wheeling  campuses.  Further  infor- 
mation about  CME  activities  may  be 
obtained  by  calling  Dr.  Chick  at 
(304)  696-7018;  McGregor  (304) 
293-3937;  Nottingham  (304) 

347- 1363;  and  Rector  (304) 

348- 9580. 

WVU  CME  Conferences 

Oct.  12-13,  “OB/GYN  Update”* 

Oct.  19-20,  “Pediatric  Oktoberfest” 
Oct.  25-27,  16th  Annual  Hal  Wanger 
Family  Medicine 
Conference* 

' Conference  is  in  Morgantown  in  conjunc- 
tion with  a football  game 

+ Conference  is  held  during  an  away  football 
game 


CAMC/WVU  Health  Sciences 
Center  - Charleston 

Oct.  22,  “Adjunctive  XRT  for  Cancer 
of  the  Breast,”  Seymor 
Levitt,  M.D. 

Oct.  22,  “Neonatal  Seizures  and 
Perinatal  Brain  Injury,” 
(Teleconference) 

“Practical  Update  on 
Nutrition— A Seminar  for 
Clinicians,”  (Seminar) 

MU  CME  Conference 

Oct.  17,  “Panic  Disorders,” 

(Teleconference)  7 sites  in 
West  Virginia  and  Kentucky 

CME  Outreach 
Programs 

Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (*)/WVU  Health 

Sciences  Center-Charleston  (A) 

(Check  locally  for 
additional  information) 


Cedar  Grove,  □ Upper  Kanawha 
Health  Center,  9 a.m.  (tba) 

Gassaway,  □ Braxton  County  Mem- 
orial Hospital,  October  3,  6:30  p.m. 
- “Update  on  Organ  Procurement,” 
Ernest  Hodge,  M.D.  (A) 

Grantsville,  □ Calhoun  General 
Hospital,  1 p.m.  - “Pulmonary 
Assessment,”  John  Chapman,  M.D. 

Madison,  □ Boone  Memorial 
Hospital,  October  9,  6:50  p.m.,  (tba) 
(A) 


Man,  □ Man  Appalachian  Regional 
Hospital,  October  16,  7 p.m.  - 
“Overview  of  Acute  and  Chronic 
Renal  Failure,”  Vaughan  Lamb,  M.D. 

C) 

Parkersburg  ★ Camden  Clark 
Memorial  Hospital,  October  24,  7 
a.m.  - “Sexually  Transmitted  Diseases 
Update,”  Donald  Rosenbert,  M.D. 

Point  Pleasant,  □ Pleasant  Valley 
Hospital,  October  25,  noon  - “Renal 
Vascular  Hypertension  or  Rabid- 
bylolis,”  J.  Espiritu,  M.D.  (•) 

Ripley,  □ Jackson  General  Hospital, 
October  12,  noon  - “Flaps,”  Ted 
Jackson,  M.D.  (•) 

Ronceverte,  □ Humana  Hospital 
Greenbrier  Valley,  October  17,  1 p.m. 

- “Oncology  Update,”  Steven 
Jubelirer,  M.D.  (•) 

Spencer,  □ Roane  General  Hospital, 
October  16,  12:30  p.m.  - “HealthNet 
Update,”  speaker  to  be  announced. 

Summersville,  □ Summersville 
Memorial  Hospital,  October  2,  12:30 
p.m.  - “Update  on  Gastrointestinal 
Disease,”  Warren  Point,  M.D.  (A) 

Whitesville,  □ Raleigh-Boone 
Medical  Center,  October  24,  11  a.m. 

- “Evaluation  Hematuria  in  the 
Pediatric  Patient,”  Mvra  Chiang,  M.D. 

(A) 

White  Sulphur  Springs,  □ Green- 
brier Clinic,  October  16,  4 p.m.  - 
“Colonscopy  vs.  Air  Contrast  Barium 
Enema,”  Brittain  Mcjunkin,  M.D.  (A) 

Williamson,  □ Williamson  Memorial 
Hospital,  October  18,  6:30  p.m.  (tba) 
(A) 


Ohio  Valley  Medical  Center  Grand  Rounds  — Wheeling 

Oct.  10  - “Esophageal  Motility  Disorders,”  - Ronald  Gaskins,  M.D. 

8 a.m.  (WVU  Dept,  of  Medicine) 

Oct.  24  - “Liver  Transplantation,”  - Robert  Kirkpatrick,  M.D. 

8 a.m.  (Ohio  State  University) 


Oct.  31  - “Pulmonary  Infections  in  the  Comprised  Host,”  - 
8 a.m.  Joseph  Golish,  M.D  (Cleveland,  Clinical  Foundation) 
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Poetry  Corner 


October 

13 —  1st  Annual  Fall  Meeting  of  Southern 
Association  of  Geriatric  Medicine,  Nashville. 

14- 17 — Southern  Medical  Assoc., 

Nashville. 

19- 20 — Ophthalmology  Clinical  Confer- 
ence (WVU  Dept,  of  Ophthalmology), 
Morgantown. 

20- 21 — Drug  Monitoring  and  Clinical  Prac- 
tice (Ohio  State  University’s  Center  for  Con- 
tinuing Medical  Education),  Columbus. 
25-27 — 1 6th  Annual  Hal  Wanger  Family 
Practice  Conference,  WVU  School  of 
Medicine,  Morgantown. 

25- 28 — 9th  Annual  Scientific  Meeting  of 
American  Pain  Society,  St.  Louis. 

26- 27 — Third  Annual  Cardiology  Update, 
Ohio  State  University  Hospital,  Columbus. 
26-31 — Am.  College  of  Gastroenterology, 
San  Francisco. 

28-Nov.  1 — Am.  Academy  of  Ophthal- 
mology, Atlanta. 

31-Nov.  2 — Governor's  Conference  on 
Worksite  Wellness,  Charleston. 

31-Nov.  4 — The  Office  Practice  of  Primary 
Care  Medicine:  Common  Problems  and 
Practical  Solutions,  Coronado,  CA. 

November 


8- 9 — How  to  Get  Started  in  Medical  Prac- 
tice (Southern  Medical  Association), 
Richmond. 

9- 10 — The  Surgeon  General’s  Follow-Up 
Conference  for  Children  with  Special 
Needs:  West  Virginia’s  Response  (WVU 
Health  Sciences  Center)  Canaan  Valley. 
12-15 — Primary  Care  Update  (Interstate 
Postgraduate  Medical  Association)  Lake 
Buena  Vista,  Fla. 

15-18 — Psychiatric  Medicine  in  the  1990s: 
The  Emergence  of  Consultation/Liaison 
Psychiatry,  Phoenix. 

1 7 — Laser  Surgery  Seminar  VII,  (Eye  & Ear 
Clinic  of  Charleston,  Inc  & Dept,  of 
Surgery,  WVU/Charleston  Division), 
Charleston. 

17-18 — PLEXUS  II,  Neurobiology  of  Ag- 
gression (Healthcare  Rehabilitation  Center), 
Austin 

25-30 — RSNA  Scientific  Assembly  and  An- 
nual Meeting,  Chicago. 


Halloween 

Goblins  go  forth  all  aglow 
And  witches  fill  the  streets 
As  “ Trick  or  treat"  rings  loud  and 
clear, 

And  most  respond  with  treats. 

For  ‘tis  the  night  of  Halloween 
When  children  don  disguise 
And  venture  forth  with  wholesome 
glee 

To  startle  and  surprise. 

Then  adults,  too,  for  just  awhile 
Bring  back  fond  thoughts  of  old 
When  they  were  young  and  used 
this  night 

For  making  mischief  bold. 

So  when  the  mischief  makers  come 
To  knock  at  your  front  door, 

Join  in  the  spirit  of  the  night 
And  have  some  fun  once  more. 

E.  Leon  Linger,  M.D. 


We  request  physician  contributions  to 
Poetry > Comer:  Submissions  should  be 
addressed  to  Stephen  D.  Ward,  M.D., 
Editor,  The  West  Virginia  Medical 
Journal,  Box  4106,  Charleston,  WV 
25364. 


Doing  Little  Things 

/ wish  I had  this  day  to  do  over 

I would  do  it  better  this  time 

To  waste  a day  doing  nothing 

Has  to  be  some  sort  of  a crime 

To  the  young  a day  lost  means  little 

There  will  be  a lot  more  coming 
they  say 

But  that  day  doesn't  shorten  the 
beginning 

It's  from  the  end  of  your  life  they 
take  that  day 

There  comes  time  when  each  one  is 
precious 

So  many  things  need  to  be  done 

If  I just  had  those  days  that  I 
wasted 

These  days  would  be  much  more 
fun 

One  need  not  spend  all  his  days  at 
working 

There’s  many  more  ways  to  spend 
the  day 

But  don't  let  it  lie  there  doing 
nothing 

The  sun  is  shining  let's  go  make 
some  hay 

Lord  grant  me  the  power  to  keep 
doing 

Some  of  the  small  things  needing  to 
be  done 

The  large  things  will  become 
smaller 

Thus  all  of  the  things  will  get  done 
J.  Paul  Aliff,  M.D. 


For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 


II 


OCTOBER,  1990,  VOL.  86  473 


Charles  M.  Cooper,  M.D.  Morgan  E.  Scott,  M.D.  Neil  P.  Dubner,  M.D.  Arthur  E.  Kelley,  M.D.  Basil  E.  Roebuck,  M.D. 


Don  L.  Weston,  M.D.  Orren  LeRoyce  Royal,  M.D.  G.  Paul  Hlusko,  M.D.  D.  Wilfred  Abse,  M.D.  Ronald  L.  Myers,  M.D.  Hal  G.  Gillespie,  M.D. 


Greek  poet  Theocritus  said  it.  The  eleven  men 
who  comprise  the  Active  Medical  Staff  of  Saint 
Albans  Hospital  practice  it.  Every  day. 

They  combine  years  of  study  and  experience 
to  bring  patients  the  best  available  care  for  emo- 
tional and  psychological  troubles.  Their  special 
interests  cover  the  broadest  spectrum  of  psychiatric 
treatment,  resulting  in  both  adult  and  adoles- 
cent programs  for  chemical  dependency,  eating 


disorders,  phobias  and  anxieties,  and  pain 
management. 

Our  doctors  lead  a large  group  of  professionals 
and  volunteers  who  make  compassion  and  expert 
care  a way  of  life.  Saint  Albans.  Today  and  for  the 
past  74  years  we  are 

concerned,  above  Soint  AlbOHS 

all,  with  your 
peace  of  mind. 


ftychiatfic  Hospital 

Radford,  Virginia  (703)  639-2481 


Corporate  Headquarters  One  Hillcrest  Drive.  East,  P.O.  Box  1 531, Charleston,  WV  25326-1551,  Telephone:  (304)  346-061 1 Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky.  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


Service  is  the  cornerstone 
of  our  business. 


Upon  a foundation  of 
experience  and 
professionalism, 
McDonough  Caperton  has 
built  a regional  insurance 
brokerage  firm  assisting 
clients  nationwide.  Our 
mission  is  to  provide  a 
distinctive  service  of 
outstanding  value  that  will 
remain  the  cornerstone  of 
our  business  as  we  move 
forward. 

• Comprehensive  Major 
Medical 

• Professional  Office 
Overhead 

• Term  Life 

• Medicare  Supplement 

• Disability  Income 

• Hospital  Indemnity 

Call  Us.  1-800-344-5139 
Extension  708 
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h.  ScICUCCS  West  Virginia 

Center  News  y Universi,y 


Compiled  from  material  furnished  by  the  West 
Virginia  University  Health  Sciences  Center  News 
Service,  Morgantown,  WV. 


Byrd  Laboratory  to 
House  Top  Scientists 

The  Robert  C.  Byrd  Cancer 
Research  Laboratory  is  expected  to 
attract  some  of  the  foremost  cancer 
scientists  in  the  U.S.  to  work  at  WVU. 

“We  have  a once-in-a-lifetime 
opportunity  to  build  a faculty  from 
the  ground  up,”  Fred  Butcher, 

Ph.D.,  director  of  the  Mary  Babb 
Randolph  Cancer  Center  said. 

“From  the  beginning  we  have  been 
committed  to  excellence — only  the 
very  best.  When  all  of  the  labs  are 
fully  staffed  and  equipped,  this  will 
be  the  most  advanced  center  for 
cancer  research  in  this  region  and 
the  equal  of  any  cancer  laboratory 
in  the  world,”  he  added. 

Two  researchers,  both  with  solid 
records  of  cancer  research 
accomplishments,  have  already  been 
assigned  space  in  the  Byrd 
Laboratory.  Kenneth  Landreth, 

Ph.D.,  an  immunologist  who  has 
been  on  the  WVU  School  of 
Medicine  faculty  since  1985,  will 
continue  his  investigations  into  the 
stages  and  mechanisms  of 
lymphocyte  development — research 
which  will  allow  scientists  to  better 
understand  the  differences  between 
normal  and  cancerous  cells. 

The  second  lab  will  house  Eric 
Humphries,  Ph.D.,  a virologist,  who 
is  moving  to  WVU  from  the 
University  of  Texas,  where  he 
enjoyed  considerable  success  in  the 
study  of  the  genetic  material 
believed  to  be  responsible  for 
cancer  formation.  Dr.  Humphries 
brings  with  him  a team  of  ten 
research  assistants,  and  a number  of 
ongoing,  grant-funded  research 
projects. 

Both  researchers,  in  addition  to 
being  recognized  as  skilled 
scientists,  are  committed  to  working 
in  concert  with  others,  both  in  the 
Byrd  Laboratory  and  in  other  areas 
of  the  Health  Sciences  Center. 


Computer  Link  to 
Help  Clinics  Serve 
Women,  Children 

The  William  Randolph  Hearst 
Foundation,  Inc.  has  awarded  a 
$105,000  grant  to  assist  the  W.K. 
Kellogg  Foundation  WV  Project 
provide  medical  care  to  women  and 
children  in  southern  West  Virginia. 

The  grant  is  being  used  to 
establish  computer  links  between 
the  WVU  School  of  Medicine  and 
rural,  isolated  primary  care  clinics  in 
nine  southern  counties. 

WVU’s  Office  of  Health  Services 
Research  will  provide  technical 
assistance  to  the  rural  clinics  in 
establishing  a computerized  linkage 
system,  developing  computer 
training  workshops  for  clinic  staff, 
and  evaluating  the  project.  The 
computer  system  will  be  used  to 
keep  track  of  low-income  women, 
infants  and  children  in  those  areas 
to  make  sure  they  receive  the 
medical  care  they  need. 

The  Hearst  grant  supports  the 
goals  and  objectives  of  the  W.K. 
Kellogg  Foundation  West  Virginia 
Project — a $1.5  million  health 
services  and  education  project 
launched  in  1988. 

The  computer  links  will  be 
established  at  clinics  serving 
Fayette,  Logan,  McDowell,  Mercer, 
Mingo,  Monroe,  Raleigh,  Summers 
and  Wyoming  counties. 

The  Kellogg  Project  addresses  a 
complex  set  of  problems  in  that 
area,  including  inadequate  prenatal 
care  and  nutrition,  a high 
proportion  of  infants  with  health 
problems,  increasing  infant 
mortality,  teen  pregnancy  with  a 
resultant  high  drop-out  rate  from 
schools,  and  a high  cardiovascular 
disease  rate. 


Castaneda-Zuniga  to 
Head  Radiology 

A prominent  Minnesota  physician, 
Wilfrido  R.  Castaneda-Zuniga,  M.D., 
has  been  named  chair  of  the 


Department  of  Radiology  at  the 
WVU  School  of  Medicine. 

Dr.  Castaneda-Zuniga  is  currently 
a professor  of  radiology  at  the 
University  of  Minnesota  and 
completed  a residency  in  diagnostic 
radiology  at  WVU  Hospitals  in 
1973-75.' 

“We’re  very  glad  to  welcome  him 
back  to  Morgantown,”  Dr.  Robert 
D’Alessandri,  dean  of  the  WVU 
School  of  Medicine  said.  “Dr. 
Castaneda-Zuniga  is  at  the  leading 
edge  of  research  in  vascular 
imaging,  and  he  will  bring  a wealth 
of  knowledge  and  experience  to 
this  position.” 

Dr.  Castaneda-Zuniga’s  research 
and  clinical  practice  in  Minnesota 
involved  the  use  of  specialized 
radiographs  of  arteries  and  veins, 
and  the  development  of  new 
methods  of  clearing  blocked  arteries 
and  vital  organs. 


Corin  Joins  Faculty 

Scott  M.  Corin,  M.D.,  has  joined 
the  Department  of  Ophthalmology 
at  WVU  as  assistant  professor  of 
ophthalmology  and  director  of 
oculoplastic  and  orbital  surgery. 

Dr.  Corin  is  a graduate  of  Browm 
University  and  New  York  University 
School  of  Medicine.  He  completed 
an  ophthamology  residency  at  the 
University  of  Michigan,  and  an 
oculoplastics  fellowship  at  the 
University  of  Toronto. 

Before  his  appointment  at  WVU, 
Dr.  Corin  practiced  oculoplastics 
and  orbital  surgery  with  a group 
practice  in  Lapeer,  Mich. 

Dr.  Corin  has  particular  expertise 
in  lacrimal  surgery  and  eyelid 
reconstruction,  and  has  published 
numerous  articles  on  these  subjects. 
His  primary  research  interest  is  the 
application  of  cardiac  catheter 
technology  to  lacrimal  sugery,  and 
he  has  designed  a canalicular 
catheter  that  employs  recent 
advances  in  cardiac  surgery 
instrumentation. 
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WEST  VIRGINIA 
STATE 

Medical  Association 

24th 

Mi  d*W inter 
Clinical  Conference 


PHYSICIAN  SESSION:  "The  Rationing  of  Care" 

PUBLIC  SESSION:  "Adolescent  Sexual  Behavior" 

Also  . . . 

"Update  on  Thyroid  Disease"  "Controversies  in  Medicine" 
"Trauma  Management"  "Potpourri  of  Topics  - Updates" 

Legislative  Reception  - Thursday  , January  24 


EARLY  REGISTRATION 

NAME:  SPECIALTY: 

ADDRESS:  

PHONE:  

Registration  Fee:  $75  WVSMA  Member  & $150  Non— Member 


The  Charleston  House  Holiday  Inn 
Charleston,  WV 
January  25  - January  27 


MU  School  Of 
Medicine  News 


Sen.  Jay  Rockefeller  and  former  Dean  Lester  R.  Bryant,  shown  here  examining  a por- 
trait of  Dr.  Bryant  commissioned  by  Marshall's  medical  alumni,  wTere  among  four  health 
leaders  inducted  last  month  as  honorary  members  of  the  Marshall  School  of  Medicine 
Alumni  Association.  Marshall  University  photo  by  Rick  Have 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations , Marshall 
University. 


School  of  Medicine 
Highly  Rated  in 
National  Study 

The  Marshall  University  School  of 
Medicine  is  one  of  only  13  medical 
schools  rated  by  its  faculty  members 
as  “highly  positive”  in  both 
academic  atmosphere  and  family 
life,  according  to  a nationwide 
survey  conducted  by  a State  Univer- 
sity of  New  York  faculty  member. 

The  findings  are  contained  in  the 
1990  book  “Academic  Environment: 
A Handbook  for  Evaluating  Faculty 
Employment  Opportunities”  by  Karl 
W.  Lanks,  Ph.D. 

The  dean  of  the  Marshall  School 
of  Medicine,  Dr.  Charles  H.  McKown 
Jr.,  said  he  is  pleased  but  not 
surprised  by  the  findings. 

“We’ve  always  considered  the  high 
quality  of  life  in  the  Huntington  area 
to  be  one  of  our  greatest  assets  in 
attracting  people  to  Marshall,” 
Dr.  McKown  elaborated.  “I’m  par- 
ticularly pleased  with  the  strong 
rating  our  faculty  gave  academic 
environment.  Faculty  members  have 
often  commented  that  our  school’s 
smaller  size  and  flexible  atmosphere 
improve  their  teaching  and  research 
opportunities,  and  I'm  glad  that 
message  is  getting  out  nationally.” 

In  his  survey,  Dr.  Lanks  asked 
faculty  members  to  rate  the  acade- 
mic environment  of  their  institu- 
tions based  on  such  factors  as  the 
value  placed  on  grant  support, 
publications  and  teaching;  recogni- 
tion of  hard  work  and  productivity; 
the  constructiveness  of  competition; 
and  ability  to  develop  productive 
collaborations  and  “do  good  science.” 

The  family  life  category  covered 
topics  such  as  low  crime  rate, 
favorable  commuting  times, 
availability  of  above-average  child 
care  and  schools,  and  availability  of 
good  housing. 

The  other  dozen  schools  which 
received  the  highest  possible 


rankings  in  both  categories  were 
University  of  Alabama,  Loma  Linda 
University,  Chicago  Medical  School, 
University  of  Iowa,  University  of 
Kentucky,  Michigan  State  University, 
University  of  Minnesota  (Duluth), 
University  of  Mississippi,  University 
of  Rochester,  University  of  North 
Carolina,  Oregon  Health  Sciences 
University  and  University  of  Virginia. 


Rockefeller  Addresses 
Medical  Alumni 

Participants  in  Marshall’s  Medical 
Alumni  Weekend  heard  a call  to 
action  from  U.S.  Sen.  John  D. 
Rockefeller  IV,  attended  concurrent 
grand  rounds,  and  accepted  four 
people  into  honorary  membership 
in  the  School  of  Medicine  Alumni 
Association. 

Saying  that  the  nation  faces  a 
“dire  emergency”  in  its  health-care 
system.  Rockefeller  outlined  the 
underpinnings  of  the  Pepper  Com- 
mission report  being  released  in 


September:  guaranteed  coverage  to 
workers  through  the  workplace, 
private  insurance  reforms  to  better 
spread  risk,  special  assistance  to 
small  businesses,  and  a good  public 
health  insurance  plan.  He  urged 
physicians  to  use  their  clout  to  help 
build  a political  consensus  which 
can  bring  about  universal  access  to 
affordable  health  care. 

Seven  alumni  of  Marshall’s  M.D. 
and  residency  programs  spoke  dur- 
ing the  CME  portion  of  the  pro- 
gram, which  included  sessions  on 
topics  ranging  from  infertility  to 
extracranial  carotid  vascular  disease. 
In  addition,  former  Dean  Lester  R. 
Bryant  was  honored  by  the  unveil- 
ing of  his  portrait,  which  will  hang 
in  the  school’s  Coon  Medical  Educa- 
tion Building. 

Both  Dr.  Bryant  and  Sen. 
Rockefeller  were  given  honorary 
memberships  in  the  Association,  as 
were  Dr.  Ruth  C.  Harris,  founding 
chairman  of  Marshall’s  Department 
of  Pediatrics,  and  Steve  J.  Soltis,  ex- 
ecutive vice  president  of  St.  Mary's 
Hospital  in  Huntington. 
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CENTER  FOR  LUNG  DISEASE 


H 1-800-521-LUNG  343-LUNG 

~ Mahendra  M.  Patel,  M.D.,  F.C.C.P.,  Medical  Director 


STAFF 

HEAD  NURSE 

Leslie  Blackhurst,  R.N. 
PULMONARY  PHYSICIANS 
M.  M.  Patel,  M.D.,  F.C.C.P. 
M.  Kayi,  M.D. 

PULMONARY  PHYSIOLOGISTS 
Byron  Young,  R.P.F.T. 

Candy  Kister,  R.P.F.T. 

CHEST  SURGEONS 

E.E.  Figueroa,  M.D.,  F.A.C.S. 
R.  Sampath,  M.D.,  F.A.C.S. 
LUNG  CANCER  SPECIALISTS 
A.  Shah,  M.D. 

J.  V.  Teleron,  M.D. 

MEDICAL  SOCIAL  WORKER 
Karren  Graham,  M.S.W. 


SERVICES 

36  Inpatient  Beds 
Non-Invasive  Respiratory  ICU 
Pulmonary  Physiology  Laboratory 
Sleep  Apnea  Evaluations 
Pulmonary  Disability  Determinations 
Video  Bronchoscopy 
Tracheostomy/Respirator  Clinic 


SUPPORT  SERVICES 

Clinical  Laboratory 
Radiology 
Nuclear  Medicine 
Cardiac  Catheterization 
LINCARE,  INC. 


West  Virginia’s  first  comprehensive  Lung  Unit 

Since  1986 


Sain^B^^^Lbpital 


333  Laidley  Street  • PO.  Box  471  • Charleston,  WV  25322  • (304)  347-6500 


WESPAC  Members 


It  is  a pleasure  to  welcome  the 
following  new  WESPAC  members: 


Boone 

Leonardo  P.  Gonzales 
Lucena  L.  Ong 
Ron  D.  Stollings 

Cabell 

Richard  Ansienlli 
‘James  Alan  Cochrane 
* Willard  F.  Daniels  Jr. 
‘William  J.  Echols 
“John  A.  Hunt 
‘Robert  A.  Kayser 
Wm.  L.  Neal 
Michael  L.  Patterson 
Bruce  A.  Ratcliff 
‘Jose  I.  Ricard 
Hossein  Sakhai 
Tara  C.  Sharma 
Waseem  Shora 
‘Jack  R.  Steel 
Phillip  R.  Stevens 
‘Deleno  H.  Webb  III 
‘Stephen  K.  Wolfe 

Central  WV 

J.  C.  Huffman 
John  A.  Mathias 

Eastern  Panhandle 

Edward  F.  Arnett 
Everett  S.  Fogle 
D.  Ewell  Hendricks 
‘David  Morris 
Edward  Pinney 
Edward  P.  Quarantillo  Jr. 
Michael  W.  Strider 
Vigilio  M.  Tan 

Greenbrier  Valley 

Ronald  W.  Green 
Douglas  L.  Jones 
Thomas  F.  Mann 
“Robert  K.  Modlin 
Robert  K.  Scott  II 

Hancock 

John  Cherian 
‘Jasbir  S.  Makar 
‘Robert  C.  Solomon 

Harrison 

John  A.  Bellotte 
John  J.  Crossen 
“Douglas  E.  McKinney 
Maurice  J.  Norman 

Logan 

‘Harry  D.  Fortner 
S.  M.  Mamidi 


Kanawha 

David  Abramowitz 
R.  David  Allara 
Constantino  Y.  Amores 
Mohammed  M.  Boustany 
Clinton  A.  Briley  Jr. 

‘Gina  Busch 
John  W.  Byrd 
‘Nicholas  Cassis 
Stephen  P.  Cassis 
‘Brad  R.  Cohen 
Ronald  E.  Cordell 
“Glenn  Crotty,  Jr. 
‘Thomas  R.  Douglass 
Kenneth  L.  Dwyer 
Joseph  E.  Fernandes 
‘Robert  L.  Ghiz 
Rodney  L.  Hall 
Richard  M.  Hatfield 
‘Mallinath  Kayi 
Alfred  J.  Magee 
‘John  B.  Markey 
‘Lewis  H.  McConnell 
Stephen  K.  Milroy 
‘William  C Morgan,  Jr. 
Prasadarao  B.  Mukkamala 
‘Mickey  Neal 
T.  Ray  Perrine 
William  G.  Sale 
Ujjal  S.  Sandhu 
‘Ned  T.  Shanmugham 
‘Joseph  A.  Smith 
‘Ralph  S.  Smith  Jr. 
Yuthapong  Sukkasem 
“Ganpat  G.  Thakker 
Edward  H.  Tiley  III 
‘George  E.  Toma 
Isidro  P.  Uy 
Martin  S.  Wershba 
‘Edward  R.  Wheatley 
Robert  T.  Westmoreland 
George  L.  Zaldivar 

Marion 

Mohammad  Roidad 

Marshall 

‘Frank  S.  French 
‘David  S.  French 

Mercer 

‘Larry  V.  Carson 
Surrinder  K.  Chopra 
*T.  Keith  Edwards 
E.  H.  Epstein 
‘John  J.  Mahood 


Koshor  S.  Pathak 
‘Assaad  M.  Mounzer 
Karl  E.  Weier 

Monongalia 

Paul  L.  Clausell 
‘Charles  M.  Davis  Jr. 
Robert  M.  DAlessandri 
Edmund  B.  Flink 
Susan  B.  Kradel 
‘Richard  S.  Kerr 
Lee  A.  Pyles 
George  E.  Snider,  Jr. 
‘William  F.  Tarry 
Stephen  J.  Wetmore 

Ohio 

Ernest  J.  Bonitatibus 
“Larry  A.  Dodd 
Esterbelle  A.  Heceta 
‘Barton  K.  Hershfield 
‘John  D.  Holloway 
Jonathan  D.  Lechner 
Robert  Lewine 
‘Christopher  L.  Marquart 
Ahmed  Rahbar 
Gurijala  N.  Reddy 
Robert  J.  Reed  III 
Harold  L.  Saferstein 
‘Ralph  A.  Stalnaker 
Robert  R.  Weiler 

Parkersburg 

“Bill  M.  Atkinson 
‘David  W.  Avery 
‘John  E.  Beane 
W.  Michael  Hensley 
Mansoor  Matchaswalla 
‘Robert  L.  Rudolph 
‘Harry  Shannon 
*R.  C.  Sims 
Paul  E.  Van  Dyke 

Raleigh 

M.  Jamil  Ahmed 
‘Mohammed  K.  Hasan 
Amabile  Milano 
‘Robert  P.  Pulliam 
Richard  D.  Richmond 
Rajindra  P.  Singh 
‘Norman  W.  Taylor 
Michael  T.  Webb 
Richard  C.  Wisman 

Tygart’s  Valley 

Donald  C.  Carter 
Vernon  E.  Duckwall 

Wetzel 

Lemoyne  Coffield 


Auxiliary 

Cabell 

Rosemary  J.  David 
‘Eileen  Martin 
Pamela  Morgan 
‘Linda  Turner 

Eastern  Panhandle 

‘Virginia  S.  Reisenweber 
Sarah  Townsend 

Greenbrier  Valley 

Ramah  B.  Jones 

Harrison 

Alice  Jo  Hess 
Peggy  Gyimesi 
Shrin  Rahimian 
Lisa  Wilkinson 

Kanawha 

Doris  Briley 
Marie  Capinpin 
“Vivian  Ghiz 
‘Nancy  M.  Kessel 
‘Jeannie  L.  Minardi 
‘Mrs.  Edwrard  Wheatley 

Mercer 

Helen  Bell 
‘Alice  B.  Edwards 
‘LoisJ.  Spencer 

Monongalia 

Merry  M.  Dirksen 
Donna  Griswold 
Arlene  M.  Clausell 

Ohio 

‘Jane  S.  Altmeyer 
Laura  Andreini 
Clair  M.  Caveney 
‘Lynn  Comerci 
Ruth  Drinkard 
Seena  G.  Lewine 
Beckie  Van  Pelt 
‘Esther  Weeks 

Parkersburg 

Myla  Amsbary 
Dawn  Rudolph 
Judith  Shannon 
‘Barbara  Sims 

Raleigh 

Sallie  J.  Richmond 
Pacita  Salon 
Mrs.  Syed  A.  Zahir 

Tygart’s  Valley 

‘Priscilla  C.  Stump 
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• 35-bed  JCAHO  Accredited 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 
Randall  P.  Weyrich,  M.D. 

Ey  e-Ear-N  ose-Throat 

John  A.  B.  Holt,  MD 


Hospital 

Ambulatory  Care/ 
Same  Day  Surgery 


Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


Specializing  in 
Head  and  Neck  Cancer 
Surgery 

Cosmetic  Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 


Endocrine 

Diagnostics 

Laboratory 


AN  ALGORITHMIC  APPROACH 
TO  ENDOCRINE  DISORDERS 


* DIAGNOSTIC  ALGORITHMS 

* EACH  ALGORITHM  IS  CONSIDERED  A PERSONAL 
CONSULTATION  BY  OUR  BOARD  CERTIFIED 
ENDOCRINOLOGISTS. 

* TOLL  FREE  WATS  LINE  FOR  PHYSICIAN  CONSULTATION 

* COURIER  SERVICE 

* INDIVIDUAL  PROFILES  UPON  REQUEST 


Frank  L.  Schwartz,  M.D.,  Director 

Certified  by  the  WV  Department  of  Health  #135 

CLIA/HCFA  # 47-0138 


(800)  422-9404 
# 2 Rosemar  Circle 
Parkersburg,  WV 


New  Members 


We  are  pleased  to  welcome  the 
following  Marshall  University 
medical  students  and  West  Virginia 
University  Medical  Center  physicians 
to  the  WVSMA: 

Ms.  Ruth  Ellen  Baldridge 
1545  Spring  Valley  Drive,  7 
Huntington,  WV  25704 

Ms.  Kristina  A.  Keyser 
1018 */2  12th  Avenue,  Apt.  2 
Huntington,  WV  25701 

Mr.  George  L.  McKay 
1144  Spring  Valley  Drive,  1 
Huntington,  WV  25701 

Mr.  Paul  S.  Holley 
6013  Gideon  Road 
Huntington,  WV  25705 

Mr.  Brian  P.  Magrane 

1616  Spring  Valley  Drive,  Apt.  20 

Huntington,  WV  25704 

Ms.  Benita  M.  Petri 

2375  Spring  Valley  Drive,  Apt.  5B 

Huntington,  WV  25704 

Mr.  Stephen  M.  Ross 

1616  Spring  Valley  Drive,  Apt.  19 

Huntington,  WV  25704 


Ms.  Angela  Doss 
980  Valley  View  Avenue,  Apt.  3 
Morgantown,  WV  26505 
Scott  M.  Corin,  M.D. 

WVU  Medical  Center 
Dept,  of  Ophthamology 
Morgantown,  WV  26506 
Gregory  L.  Larkin,  M.D. 

WVU  Medical  Center 
Dept,  of  Emergency  Medicine 
Morgantown,  WV  26506 
Stanley  Einzig,  M.D. 

WVU  Medical  Center 
Dept,  of  Pediatrics 
Morgantown,  WV  26506 
William  T.  Shockcor,  M.D. 

WVU  Medical  Center 
Dept,  of  Medicine 
Morgantown,  WV  26 506 
Robert  E.  Kramer,  M.D. 

WVU  Medical  Center 
Dept,  of  Pathology 
Morgantown,  WV  26506 
Harry  L.  Taylor,  M.D. 

WVU  Medical  Center 
Dept,  of  Pathology 
Morgantown,  WV  26506 
Marilyn  V.  Grondin,  M.D. 

WVU  Medical  Center 
Morgantown,  WV  26506 
Christine  Kincaid,  M.D. 

WVU  Medical  Center 
Dept,  of  Medicine 
Morgantown,  WV  26506 


Debra  S.  Selby,  M.D. 

WVU  Medical  Center 
Dept,  of  Medicine 
Morgantown,  WV  26506 
Stephen  C.  Aranoff,  M.D. 

WVU  Medical  Center 
Dept,  of  Pediatrics 
Morgantown,  WV  26506 
Christine  L.  Dillis,  M.D. 

WVU  Medical  Center 
Dept,  of  Radiology 
Morgantown,  WV  26506 
Paris  Taylor  Mansmann,  M.D. 
WVU  Medical  Center 
Dept,  of  Pediatrics 
Morgantown,  WV  26506 
Byron  D.  Bair,  M.D. 

WVU  Medical  Center 
Dept,  of  Medicine 
Morgantown,  WV  26506 
Robert  D.  Hoeldtke,  M.D. 
WVU  Medical  Center 
Dept,  of  Medicine 
Morgantown,  WV  26506 
John  E.  Prescott,  M.D. 

WVU  Medical  Center 
Dept,  of  Emergency  Medicine 
Morgantown,  WV  26506 

John  D.  Kizer,  M.D. 

WVU  Medical  Center 
Dept,  of  Surgery 
Morgantown,  WV  26506 


So  many  people,  it  appears,  know  so  little  about  mental  illness.  Severe  psychiatric  disorders 
often  excite  fear,  sometimes  repulsion,  but  rarely  sympathy.  Yet  many  families  have  a “skeleton 
in  the  closet”  about  which  their  members  feel  very  sensitive  and  guarded.  But  mental  illness 
presents  a tragic  contradiction.  No  group  of  illnesses  has  a potentially  higher  rate  of  recovery. 

At  HIGHLAND  we  believe  that  most  mental  illness  can  be  cured! 


300  56th  Street,  S.E.,  P.O.  Box  4107 
Charleston,  West  Virginia  25364 
(304)  925-4756 

HIGHLAND  BRIDGES  THE  GAP  BETWEEN  MENTAL  ILLNESS  AND  MENTAL  HEALTH 
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THE  MYERS  CLINIC  — Philippi,  West  Virginia 

Notice:  Seeking  Internal  Medicine,  Pediatrics,  and/or  Family  Practice,  must  be  Board  Certified 
or  Board  Eligible. 

Also:  Seeking  Locum  Tenen— Family  Practice 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416.  1-(304)  457-2800 


Radiology: 

Halberto  G.  Cruz,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 


Pathology: 

Fulvio  Franyutti,  M.  D. 


Family  Practice: 

Internal  Medicine:  James  A.  Arnett,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 


James  T.  Spencer,  Jr.,  M.D.  F.  Thomas  Sporck,  M.D.,  F.A.C.S. 
Charles  D.  Crigger,  M.D.  Ronald  L.  Wilkinson,  M.D.,  F.A.C.S. 
Roger  P.  Nichols,  M.D.  Terry  L.  Good,  M.D. 

All  Physicians  Board  Certified 

Complete  Medical/Surgical  Care  of  Ears,  Nose  & Throat 
Including  Respiratory  Allergies 

342-0124 

Medical  Office  Building  North,  Suite  200 
500  Donnally  Street 


Giving  ToYiur  Hospital 
Is  Good  For  What  Ails  \6u. 


If  you  want  to  give  to  a cause  that’s  guaranteed  to  make  you  feel  good,  give  to  your  hospital. 
That’s  right,  your  hospital.  The  feet  is,  they’ve  always  relied  on  private  donations  to  stay  current 
with  medical  needs.  Now  the  need  is  greater  than  ever.  New  medical  breakthroughs  are  entering 
the  market  every  day.  And  the  thing  is,  they’re  the  kind  of  breakthroughs  you’d  never  miss 
—unless  the  patient  they’re  intended  for  turns  out  to  be  you. 


Give  To  Your  Local  Hospital.  Give  To  Life.  it 


National  Association  for  Hospital  Development 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine  s peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon * is  indicated  as  a sympathicolytic  and  mydriatnc.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1-3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks 3 
How  Supplied:  Oral  tablets  of  YoconT  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10 
References: 

1.  A.  Morales  et  al. . New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  . . p.  176-188 
McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


Americans  want 
more  information 
about  their 
medicines, 
but  aren’t  sure 
what  to  ask... 


Break 

theRx 

Silence  Barrier 

When  Medicine 
Is  Prescribed  or  Dispensed 
Be  Sure  To  Ask: 

s WHAT  THE  MEDICINE  IS 
SUPPOSED  TO  DO; 

✓ HOW  AND  WHEN  TO  TAKE  IT, 

AND  FOR  HOW  LONG; 

✓ WHAT  TO  DO  IF  SIDE  EFFECTS  OCCUR: 

✓ WHAT  FOODS,  DRINKS,  OTHER 
MEDICINES  OR  ACTIVITIES  SHOULD  BE 

AVOIDED  WHILE  TAKING  THE  MEDICINE; 

✓ IS  THERE  WRITTEN  INFORMATION 
AVAILABLE  ABOUT  THE  MEDICINE0 

The  National  Council  on  Patient 
Information  and  Education 

666  I Ith  Street,  NW,  Suite  810 
Washington,  DC  20001 

talS^out 

PRESCRIPTIONS 
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Classified 


THREE  BE-BC  INTERNISTS— General  inter- 
nist and/or  additionally  with  interest/some 
training  in  cardiology  and/or  oncology.  Mar- 
tinsburg  Veterans  Administration  Medical 
Center  is  in  the  beautiful  Shenan- 
doah/Cumberland Valley  75  miles  from 
Washington,  DC.  Full  federal  benefits,  in- 
cluding 30  days  paid  vacation  and  retirement 
plan.  Contact  A.D.  Low,  Office  of  Chief  of 
Staff,  VAMC,  Martinsburg,  WV  25401, 
304-263-0811,  ext.  4015. 


OB/GYN.  NEW  YORK— 32-member  multi- 
specialty group  in  Long  Island,  New  York,  ad- 
ding third  member  to  its  department  of 
Obstetrics  and  Gynecology.  First  year, 
6-figure  salary,  four  weeks  vacation,  other 
benefits.  Call:  Wanda  Parker,  Senior 
Associate,  E.  G.  Todd  Associates,  Inc.,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 
Toll  Free:  (800)  221-4762.  Collect:  (212) 
599-6200. 


BE  or  BC  internist  and  gastroenterologist  to 
join  busy  private  practice  group  in  a Univer- 
sity City.  Modern  state-of-the-art  private 
hospital  serving  referral  area  of  a quarter 
million.  Opportunity  exists  for  clinical 
academic  appointment  with  university 
medical  center.  Large  metropolitan  cities  and 
four  season  recreational  areas  nearby.  Rep- 
ly with  CV  and  references  to:  Joseph  J.  Renn, 
III,  M.D.,  Internal  Medicine  Associates,  99  J.D. 
Anderson  Drive,  Morgantown,  WV  26505. 


WESTERN  PENNSYLVANIA— Two  Family 
Practitioners  seeking  a third.  Special  interest 
in  Addiction  Medicine.  Please  send  resume 
to:  Bonnie  Youngblood,  Suite  240,  The 
Medical  Center  East,  211  North  Whitfield 
Street,  Pittsburgh,  PA  15206,  (800)  438-2476. 


EMERGENCY  PHYSICIANS— Tennessee/Ken- 
tucky/Arkansas. Opportunities  for  primary 
care  physicians  with  ED  experience  and 
ACLS.  Excellent  renumeration  with  profes- 
sional liability  insurance  procured  for  you. 
Also,  Medical  Directorships  include  stipend 
and  benefits.  Flexible  hours,  no  overhead, 
choice  locations.  Contact  Dianne  Rabun 
(800-777-1301)  at  Coastal  Emergency  Services 
of  Memphis,  Inc. 


PITTSBURGH  AREA— New  fee  for  service  ED 
group  at  The  Medical  Center  in  Beaver,  Penn- 
sylvania is  seeking  an  Associate  Director,  full- 
time and  part-time  emergency  physicians  for 
this  475  bed  Level  II  center.  Double  and  tri- 
ple coverage  during  peak  periods  provides 
reasonable  patient  load.  New  fast  track  area, 
excellent  medical  staff  back-up,  CEN  certified 
ED  nurses,  and  full  administrative  support. 
Outstanding  compensation  and  paid 
malpractice  insurance.  Benefit  package 
available  to  full-time  staff.  Board  eligibility  or 
certification  in  emergency  medicine  or 
primary  care  specialty,  and  ACLS  required. 
Contact:  Karen  Remai,  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Rd.,  Room  40, 
Traverse  City,  Ml  49684;  1-800-253-1795. 


PRIMARY  CARE— Several  physicians  (IM,  FP, 
OB,  Ped)  needed  to  join  lucrative,  existing 
practice  in  ideal  suburban  location.  Please 
call  Bonnie  Youngblood  at  1-800-438-2476. 


CLEVELAND/AKRON  AREA— Seeking  full- 
time and  part-time  emergency  physicians  for 
low  volume  facilities  within  easy  drive  of 
Cleveland  and  Akron.  ACLS  certification  and 
primary  care  experience  required.  Excellent 
compensation  and  malpractice  insurance 
provided.  Flexible  scheduling  to  fit  your 
lifestyle.  Incentive  bonuses  available.  Con- 
tact: Karen  Remai,  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Rd.,  Room  40,  Traverse 
City,  Ml  49684;  1-800-253-1795. 


ULTRASOUND  MACHINES  AVAILABLE— 

ATL  mk600  stereo  doppler,  3 transducers, 
hard  copy  $9,750.  ATL  mk450  peripheral 
vascular/general  purpose  $5,550.  IREX  Ex- 
emplar system  w/doppler  $7,500.  HP  78303A 
Four-channel  monitors  $595.  HP  7830  cardiac 
monitors  $575.  Call  for  other  equipment.  BTX 
Medical  Specializing  in  Used  Equipment. 
Phillip  Le  Frois,  (919)  828-0960. 


PULMONOLOGIST— BE  or  BC  pulmonolo- 
gist to  join  busy  private  practice  group  in  a 
University  city.  Modern  state-of-the-art  private 
hospital  serving  referral  area  of  a quarter 
million.  Opportunity  exists  for  clinical 
academic  appointment  with  University 
Medical  Center.  Large  metropolitan  cities  and 
recreational  areas  nearby.  Reply  with  CV  and 
references  to:  Joseph  J.  Renn,  III,  M.D.,  Inter- 
nal Medicine  Associates,  99  J.D.  Anderson 
Drive,  Morgantown,  WV  26505. 


GENERAL  SURGEON,  BE/BC  with  recent 
training,  endoscopy  experience,  join  private 
practice  in  Central  Ohio  rural  community  of 
38,000  with  JCAHO  approved  hospital. 
Guaranteed  income,  benefits  and  incentives 
will  be  discussed  with  interested  candidates. 
Send  CV  to  T.  K.  Park,  M.D.,  Box  703,  Coshoc- 
ton, OH  43812. 


CLASSIFIED  RATES:  $5  per  line, 
minimum  of  $25  per  ad.  One  line 
equals  15  picas  or  2V2  inches. 
10%  discount  for  6 insertions. 
Payment  in  advance  required. 

DEADLINE:  Copy  must  be  receiv- 
ed by  the  10th  of  the  month 
preceding  the  month  of  issue: 
e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to: 
West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 


William  C Morgan,  Jr.,  M.D.,  Inc. 

Diplomate,  American  Board  of  Otolaryngology 
Fellow,  American  College  of  Surgeons 


OTOLOGY:  DISEASES  & SURGERY  OF  THE  EAR 


William  c Morgan,  Jr.,  M.D. 

Otologist 

Forensic  Otology 
Compensation  Evaluation 
Hearing  Conservation 


St.  Francis  Medical  Plaza 
Suite  602 
331  Laidley  Street 
Charleston,  WV  25301 

304-345-7100 


Cynthia  K.  Zentz,  M.S.,  CCC-A 

Audiologist 

Complete  Audiological  Services 
Hearing  Aid  Dispensing  & Service 
Assistive  Listening  Devices 
Electronystagmography 


OCTOBER,  1990,  VOL.  86  485 


October  Advertisers 


Air  Force 427 

Blue  Cross  Blue  Shield  of  West 
Central  West  Virginia 453 

Charleston  Area  Medical  Center  . . . Inside  Front  Cover 

CNA  Insurance  Companies 454 

Eli  Lilly  Industries,  Inc 428 

Endocrine  Diagnostics  Laboratory 481 

EN&T  Associates  of  Charleston,  Inc 483 

Eye  & Ear  Clinic  of  Charleston,  Inc.,  The  ....  464,  481 

Highland  Hospital 482 

McDonough  Caperton  Insurance  Group 470,  475 


Merck,  Sharp  & Dohme Inside  Back  Cover 

Back  Cover 

Morgan,  William  C Jr.,  M.D.,  Inc 485 

Myers  Clinic,  The  483 

Palisades  Pharmaceuticals,  Inc 484 

RMI,  ltd 465 

Roche  Products,  Inc 471 

Saint  Albans  Psychiatric  Hospital 474 

Saint  Francis  Hospital  479 

Searle,  G.D 454A,  B 

Wheeling  Clinic,  The 486 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

JAMES  B.  HAZLETT,  Executive  Director 

Wheeling.  234-2000  • St.  Clairsville,  (614)  695-2511  • New  Martinsville  area,  455-2222  • Wellsburg-Steubenville  area,  737-3700 
Martins  Ferry  area,  (614)  633-1517  • Warwood  area,  277-2222  • Colerain  area,  (614)  635-3676  • toll-tree  no.  out  of  state,  1-800-422-2339 


INTERNAL  MEDICINE 
General 

P.  R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

R.  D.  Morris.  D.  O.  (New  Martinsville) 
D.  Panucci.  M.D. 

Peripheral  Vascular  Disease 

J.  D Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

A.  M.  Brooks,  M.D. 

Gastroenterology 

T.  E.  Chvasta.  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology  Associates.  Inc. 

Rheumatology 

D.  G.  Shah  M.  D. 


GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J H Mahan,  M D.  (St.  Clairsville) 
R.  L.  Cross,  M.  D,  (Martins  Ferry) 


THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

J.  Melia,  M.  D. 

J.  D.  Lechner,  M.D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Atharl,  M.  D 
J.  W.  Campbell,  M.  D. 

A.  Ansari,  M.D.  (Infertility  Consultant) 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

N M.  Jabbour,  M.  D 
R.  V.  Pangillnan,  M.  D. 

D.  Simbra,  M D. 

Kathryn  M.  Clark,  O.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D 

A.  G.  Matadar,  M.  D 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield.  M D.  (New  Martinsville) 
W.  G.  Bell,  M.  D.  (Wellsburg) 

C,  P.  Entress,  M.D. 

J.  R.  Hersey,  M.D 
R.  A.  Swain,  M.D. 

PODIATRY 

B.  Blank,  D P M 


DERMATOLOGY 

G.  A.  Ganzer,  M.D. 


NEUROLOGY 

H.  L.  Kettler,  M.  D 
W Zyznewsky,  M D 

Pediatric  Neurology 

Rajav  R Varma,  M D.  (consultant) 


BEHAVIORAL  MEDICINE 

S.  D Ward,  M D. 

D.  H.  Smith,  M.  D 
D.  P.  Hill,  M.  D 
R.  Paolini,  D.  O 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 
Counseling/Group  Therapy 
Biofeedback  Laboratory 
Electrology/Cosmetic  Therapy 
Electrocardiography 
Electroencephalog  raphy 
Neurological  Studies  (Non-invasive) 
Roentgenology 
Pulmonary  Diagnostics  Lab 
Nutrition  Therapy 
24°  A/EEG  Scanning  Service 
Physical  Therapy 
Cardiac  Ultrasound 


COLLEGE  OF  PHYSICIANS  VniulF 
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VASOTEC 


ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
face  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  latal  Where  there  is  involvement  of 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous 
epinephrine  solution  1:1000  (0.3  mL  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  Ihe  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
in  patients  at  risk:  lor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  of  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  it  necessary,  receive  an  intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  If  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary. 

Neutropenia/. Agranulocytosis  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  ana  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renat  Function  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  tailure 
whose  renal  function  may  depend  on  the  activity  ot  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  few  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage 
reduction  and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/l)  was  observed  in  approximately  1%  of  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ot  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  tailure.  hyper- 
kalemia was  observed  in  3.8%  of  patients,  but  was  not  a cause  for  discontinuation 
Risk  factors  for  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Interactions.) 

Surgery! Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients; 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril. 
Pafients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician. 

Hypotension  Patients  should  be  cautioned  to  report  lighlheadedness,  especially  during  Ihe  first  tew  days  of  therapy  it 
aclual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician. 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g . sore  throat,  lever)  which  may 
be  a sign  of  neutropenia. 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  ot  all  possible  adverse  or 
intended  effects 
Drug  Interactions: 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ot  therapy 
with  enalapril  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has 
stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  pofassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomi- 
tant use  of  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  trequenl  monitoring  ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium  including  ACE  inhibitors  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  it  enalapril  is  administered  concomitantly  with  lithium. 

Pregnancy  - Category  C There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetoloxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  nol  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ot  3 and  10  mg/ 
kg/oay,  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  Ihe  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters. 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta.  Because  the  risk  of  felal  toxicity  with  the  use  of  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  ben- 
efit justifies  the  potential  risk  to  (he  fetus. 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome. 
Inadvertent  exposure  limited  to  the  first  trimester  of  pregnancy  nas  not  been  reported  to  affect  feta!  oulcome  adversely. 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality. 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn.  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus.  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  Ihe  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  Fhey  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity. 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  of  ,4C  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  for  one  year  or  more.  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical 
(rials  involving  2987  patients. 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5.2%),  dizziness 
(4.3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were;  diarrhea  (1.4%),  nausea  (14%).  rash  (1.4%),  cough  (1.3%),  orthostatic  effects  (1 2%).  and  asthenia  (1,1%), 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were,  dizzi- 
ness (7.9%),  hypotension  (6.7%),  orthostatic  effects  (2.2%),  syncope  (2  2%),  cough  (2.2%).  chest  pain  (21%).  and 
diarrhea  (2.1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were:  fatigue  (T8%),  headache  (1.8%),  abdominal  pain  (1.6%),  asthenia  (1.6%),  orthosta- 
tic hypotension  (1.6%).  vertigo  (1.6%),  angina  pectoris  (1  5%).  nausea  (13%)  vomiting  (13%),  bronchitis  (13%), 
dyspnea  (13%),  urinary  tract  infection  (1.3%),  rash  (1.3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0.5%  to  1%  of  patients  with  hypertension  or  heartlailure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category: 

Cardiovascular:  Cardiac  arrest:  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension );  pulmonary  embolism  and  infarction:  pulmonary 
edema,  rhythm  disturbances:  atrial  fibrillation:  palpitation 

Digestive:  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal;  Muscle  cramps. 

Nervous/Psychiatric:  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory:  Bronchospasm,  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection. 

Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme,  urticaria,  pruritus,  alopecia,  Hushing,  hypernidrosis. 

Special  Senses:  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing. 

A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis.  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension;  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0.5%  of  patients 
following  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy in  01%  of  hypertensive  patients.  In  heart  failure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in 
2 2%  of  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1.9%  of  patients  with  heart 
failure.  (See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine,  Blood  Urea  Nitrogen . In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis.  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients. 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1.2%  of  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately 
0.3  g%  and  10  vol%.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists.  In  clinical  trials,  less  than 
0.1%  of  patients  discontinued  therapy  due  lo  anemia. 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A few  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency. 

Liver  Function  Tests:  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  of  hypotension  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2.5  mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the 
dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered-  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  of  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  mlVmin  (serum  creatinine  of  up  to  approximately  3 mg/dL).  For  patients 
with  creatinine  clearance  s 30  mLVmin  (serum  creatinine  a 3 mg/dL).  the  first  dose  is  2 5 mg  once  daily.  The  dosage 
may  be  titrated  upward  unlil  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure.  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting 
dose  is  2.5  mg  once  or  twice  daily.  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions.)  If  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  of  hypotension  The  appearance  of  hypotension  after  the  initial  dose  of  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  of  the  hypotension.  The 
usual  therapeutic  dosing  range  for  Ihe  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing.  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV).  patients  were  treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses.  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Effects.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response.  (See  WARNINGS.) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initi- 
ated at  2.5  mg  daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure , WARNINGS,  and  PRECAUTIONS  Drug  Interact  ions.)  The  dose  may  be  increased  to  2.5  mg 
bid,  then  5 mg  b i d.  and  higher  as  neeoed,  usually  at  intervals  of  four  days  or  more,  if  at  Ihe  time  |U|  C n 

ot  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deterioration  ot  renal  func-  IViOU 

tion.  The  maximum  daily  dose  is  40  mg.  MERCK 

For  more  detailed  information  consult  your  MSD  Representative  or  see  Prescribing  Information,  Merck  SHARft 

Sharp  & Dohme,  Division  ol  Merck  & Co.,  Inc  , West  Point,  PA  19486  J9VS61  R2(820)  DOHME 


(ENALAPRIL  MALEATE  | MSD) 


THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 


VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 


FOR  MANY 

HYPERTENSIVE  PATIENTS 

ONCE-A-DAY 
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We  fight  cancer  in  all  its  forms. 


Our  depth  of  experience  at  Charleston  Area 
Medical  Center  is  a significant  advantage  for 
physicians  who  refer  their  patients  to  us.  That's 
because  CAMC  s oncology  specialists  have  the 
expertise  to  work  with  you  in  quickly  identifying 
a specific  cancer. 

We  help  determine  the  stage  of  the  cancer 
with  diagnostic  capabilities  which  are  enhanced 
by  a full  complement  of  state-of-the-art  technol- 
ogy, including  MRI.  And  we  plan,  with  you,  the 
most  effective  treatment  strategy. 

Advanced  protocols  are  used  by  CAMC's  multi- 
disciplinary oncology  team  at  our  Cancer  Care 
Center.  All  treatment  options  are  meticulously 
considered.  Surgery,  radiation,  chemotherapy. 

Or  combinations  of  the  three. 


Ongoing  research  constantly  adds  to  your 
knowledge.  CAMC's  work  with  the  Community 
Clinical  Oncology  Program  (CCOP)  links  us  to 
major  research  groups  in  the  nation.  And  our 
computerized  Tumor  Registry  provides  a wealth 
of  historical  data  on  the  many  forms  of  cancer. 

For  more  information  about  our  compre- 
hensive inpatient  and  outpatient  services,  call 
1-800-344-4420.  Outside  West  Virginia,  call 
collect  304-348-9413. 


Charleston  Area 
Medical  Center 

PO  Box  1547 
Charleston,  WV  2532b 


tfvuies* 
50  mg 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  In  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 
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Established  therapy 
for  today’s  patients 


For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brirt  Summary 

Consult  the  package  literature  for  preserving  information 
Indication:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A 0 -hemolytic  streptococci), 

Contratodication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

AdmWster  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  atl  broad- spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  m the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  In  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad- spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  anti  effectiveness  have  not  been  determinal  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
to  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  i in  200  patients.  Cases 
of  serum-sfekness-ttke  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrrajoentty  associated  tymphadenopatby 
and  proteinuria,  no  circulating  Immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  $eru»-sickness-Hke 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  to  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 to  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  dials  (with  an  incidence  in  children  in  cttoicat 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  to  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  rerprlring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antKjtobc  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  netvousness,  Insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eostoopbtha,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  ami,  rarely,  ttoombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  to  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia 

• Rare  reports  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  to  patients  receiving  Ceclor 
am)  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  lor  urinary  glucose  frith  Benedict's 
or  Fehling's  solution  and  CHmtest®  tablets  but  not  with 
Tes-Tape®  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  (021490lf8j 

Additional  information  available  to  the  profession 
on  reguest  from  EH  UHy  and  Company,  Indianapolis, 
Indiana  46285. 

EH  LSy  industries,  Inc 
Carolina,  Puerto  Rico  93830 
A Subsidiary  of  Bl  Lilly  and  Company 
Indianapolis,  Indiana  <#285 
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CNA  has  been  listening 
to  and  meeting  the  needs  of 
WVSMA  physicians  for  10  years. 


For  10  years,  we’ve  been  working  closely  with  the  West 
Virginia  State  Medical  Association  and  listening  to  the  needs 
of  physicians. 

What  we've  learned  from  you  has  helped  us  to  understand 
the  special  risks  individual  physicians  face  and  to  develop  a 
professional  liability  program  that’s  tailored  to  meet  your 
exact  needs. 

The  WVSMA  CNA  Physicians  Protection  Program 
includes  comprehensive  professional  liability  coverage,  local 
West  Virginia  claim  service  and  loss  control  programs  that 
meet  the  needs  of  WVSMA  physicians. 

Should  a claim  occur,  we  have  the  expertise  to  defend  you 
vigorously  or  resolve  the  claim  fairly  and  promptly.  However, 


you  can  be  sure  no  claim  will  ever  be  settled  without 
your  consent 

Listening  to  your  needs  and  responding  to  them  is  just 
one  of  the  many  reasons  the  WVSMA  has  endorsed  the 
WVSMA  CNA  program  for  so  long. 

For  more  information,  contact 


McDonough  Caperton 
Insurance  Group 
One  Hillcrest  Dr  East 
RO.  Box  1551 

Charleston.  WV  25326-1551 
(304)  346-0611 


WVSMA 
RO.  Box  4106 
Charleston.  WV  25304 
(304)  925-0342 


CTf 
% * # 


The  WVSMACNA  Physicians  Protection  Program  is 
underwritten  by  Continental  Casualty  Company,  one  of  the 
CNA  Insurance  Companies  CNA  Plaza  Chicago,  1L  60685. 


CNA 

For  .All  the  Commitments  You  Make* 


A BRIGHT  IDEA... 

IN  MILD  TO  MODERATE 
HYPERTENSION 

180-mg  Calan  SR...once-daily,  single-agent  therapy 

• Efficacy  proven  comparable  to  240  mg1 

• 24-hour  control  with  once-daily  dosing1* 

• Low-dose,  well-tolerated+  therapy1 

A more  economical  choice* 


•Total  daily  dosages  above  240  mg  should  be  administered  in  divided 
doses.  Calan  SR  should  be  administered  with  food. 

'Constipation,  which  is  easily  managed  in  most  patients,  is  the  most 
commonly  reported  side  effect  of  Calan  SR. 

'Price  comparison  versus  240-mg  Calan  SR. 

Please  see  next  page  of  this  advertisement  for  references  and  a brief 
summary  of  prescribing  information. 
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verapamil  HCIIbS)u 


SUSTAINED-RELEASE  CAPLETS 


Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."2 


References: 

1.  Data  on  file,  C D.  Searle  & Co  2. 1988  Joint  National  Committee 
The  1988  report  of  the  Joint  National  Committee  on  Detection, 

Evaluation,  and  Treatment  of  High  Blood  Pressure.  Arch  Intern  Med 
1988:148  1023-1038 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings ],  hypotension  (systolic  pressure 
< 90  mm  Hg|  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxm.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecamide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolarization.  Combined  verapamil  and  qumidine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully. 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use  Rifampin  may  reduce 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage  reduction 
may  be  required  Adequate  animal  carcinogenicity  studies  have  not  been  performed  One  study 
in  rats  did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed 
Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapamil 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%).  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1  8%),  fatigue  (1.7%),  dyspnea  (1,4%), 
bradycardia:  HR  < 50/min  (14%),  AV  block  total  r,2°,3°  (1.2%),  2°  and  3°  (08%),  rash 
( 12%),  flushing  (0.6%),  elevated  liver  enzymes  The  following  reactions,  reported  in  1.0%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina 
pectoris,  atrioventncular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens-Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruation, 
impotence  12/21/89  • P90-W198V 
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LE  Box  5110.  Chicago.  IL  60660 

Address  medical  inquires  to 
G.D  Searle  & Co. 

Medical  & Scientific 
Informaion  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 
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Special  Article 


Healthy  People  2000:  National  Health 
Promotion  and  Disease  Prevention  Objectives 


Editor’s  Note:  The  following  is  the 
foreward  to  “ Healthy  People  2000: 
National  Health  Promotion  and 
Disease  Prevention  Objectives,’' 
which  was  recently  published  by  the 
Department  of  Health  and  Human 
Services.  WVSMA  President  Michael 
M.  Stump,  M.D.,  asked  that  this 
information  be  published  because  it 
is  the  basis  for  this  month’s 
President’s  Page  and  it  reflects  his 
philosophy  that  everyone  has  a 
personal  responsibility  for  their 
own  physical  and  emotional 
well-being. 

Americans  today  are  taking  a 
more  active  interest  in  their  health 
than  ever  before.  They  are  coming 
to  realize  the  influence  that  they, 
themselves,  can  have  on  their  own 
health  destinies  and  on  the  overall 
status  of  the  nation. 

It  wasn’t  always  thus.  Until  fairly 
recently,  we  Americans  gave  little 
thought  to  health  as  a positive 
concept.  The  past  15  years  or  so, 
however,  have  witnessed  important 
changes  in  our  thinking  about  the 
protection  and  enhancement  of 
personal  health.  Three  of  those 
changes  are  of  great  importance  for 
the  well-being  of  our  people  as  we 
move  into  the  final  decade  of  this 
century. 

First,  personal  responsibility, 
which  is  to  say  responsible  and 
enlightened  behavior  by  each  and 
every  individual,  truly  is  the  key  to 
good  health.  Evidence  of  this  still- 
evolving  perspective  abounds  in  our 
concern  about  the  dangers  of 
smoking  and  the  abuse  of  alcohol 
and  drugs;  in  the  emphasis  that  we 
are  placing  on  physical  and 
emotional  fitness;  in  our  growing 
interest  in  good  nutritional 


practices;  and  in  our  concern  about 
the  quality  of  our  environment.  We 
have  become,  in  a word, 
increasingly  health-conscious, 
increasingly  appreciative  of  the 
extent  to  which  our  physical  and 
emotional  well-being  is  dependent 
upon  measures  that  only  we, 
ourselves,  can  affect. 

We  can  control  our  health 
destinies  in  significant  ways,  then, 
but  if  we  are  to  realize,  fully,  the 
benefits  of  assuming  that  control, 
and  this  is  the  second  of  the  three 
points  1 would  make,  we  must  find 
the  means  of  extending  the  benefits 
of  good  health  to  the  most 
vulnerable  among  us. 

The  correlation  between  poor 
health  and  socio-economic  status 
has  been  well-documented,  but  that 
does  not  make  it  right  or  inevitable. 
Good  health  should  not  be  seen,  or, 
for  that  matter,  be  permitted  to  exist 
in  fact,  as  a benefit  for  only  those 
who  can  afford  it;  it  should  be 
available  and  accessible  to  every 
citizen. 

Medical  care,  alone,  will  not 
eliminate  the  devastating  impact  of 
chronic  disease  on  the  disadvantaged, 
nor  will  it  reduce,  as  much  as  we 
would  like,  the  rate  of  infant 
mortality  or  the  burden  of  homicide 
and  violence  or  any  of  the  other 
“health”  problems  that  are  borne  by 
the  poor  in  our  society.  If  we  are  to 
extend  the  benefits  of  good  health 
to  all  our  people,  it  is  crucial  that 
we  build  in  our  most  vulnerable 
populations  what  I have  called  a 
“culture  of  character,”  which  is  to 
say  a culture,  or  a way  of  thinking 
and  being,  that  actively  promotes 
responsible  behavior  and  the 
adoption  of  lifestyles  that  are 
maximally  conducive  to  good 


health.  This  is  “prevention”  in  the 
broadest  sense.  It  is  also  an  absolute 
necessity,  both  because  we  are  a 
humane  and  caring  society  and 
because,  if  we  are  to  remain  a vital 
society,  we  cannot  afford  to  waste 
human  resources.  Good  health  must 
be  an  equal  opportunity,  available  to 
all  Americans. 

Finally,  health  promotion  and 
disease  prevention  comprise  perhaps 
our  best  opportunity  to  reduce  the 
ever-increasing  portion  of  our 
resources  that  we  spend  to  treat 
preventable  illness  and  functional 
impairment.  Smoking,  for  example, 
is  the  single  most  preventable  cause 
of  death  and  illness  in  this  country. 
Smoking-related  illnesses  cost  our 
health  care  system  more  than  $65 
billion  annually. 

AIDS  is  an  almost  entirely 
preventable  disease.  The  cost  of 
caring  for  a person  with  AIDS  for 
his  or  her  lifetime  is,  today,  about 
$75,000.  The  annual  cost  of  treating 
all  diagnosed  AIDS  patients,  about 
$4.3  billion  this  year,  could  climb  as 
high  as  $13  billion  by  1992,  the 
Public  Health  Service  estimates. 

The  yearly  cost  of  treating  alcohol 
and  drug  abuse  is  at  least  $16 
billion.  The  total  economic  impact 
of  alcohol  and  drug  abuse,  including 
not  only  treatment  but  premature 
death,  accidents,  crime,  and  lost 
productivity,  is  more  than  $110 
billion  annually. 

We  would  be  terribly  remiss  if  we 
did  not  seize  the  opportunity 
presented  by  health  promotion  and 
disease  prevention  to  dramatically 
cut  health-care  costs,  to  prevent  the 
premature  onset  of  disease  and 
disability,  and  to  help  all  Americans 
achieve  healthier,  more  productive 
lives. 
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“ Healthy  People  2000:  National 
Health  Promotion  and  Disease 
Prevention  Objectives"  addresses 
these  three  points.  It  lays  out  a 
series  of  national  opportunities.  To 
support  the  development  of  these 
opportunities,  a national  consortium 
composed  of  nearly  300  national 
membership  organizations  and  all  of 
the  state  health  departments  joined 
the  Department’s  Public  Health 
Service  to  solicit  and  analyze 
comments  and  suggestions  from 
people  across  the  nation.  The 
federal  departments  of  Agriculture, 
Education,  Labor,  and  Trans- 
portation and  the  Environmental 
Protection  Agency  participated 
generously  in  the  development  of 


the  national  objectives.  In  regional 
and  national  hearings,  the  Public 
Health  Service  and  its  partner  in 
this  venture,  the  Institute  of 
Medicine  of  the  National  Academy 
of  Sciences,  learned  what  people 
from  many  sectors  of  society 
consider  to  be  the  priorities  for 
prevention  in  the  coming  decades. 

This  input  has  shaped  the  content 
of  Healthy  People  2000  as  it  has 
evolved  from  its  first  drafts  through 
extensive  public  review  and 
comment  to  the  final  publication. 
Participants  included  health 
professionals  and  others  in  health- 
related  industries.  The  Department 
has  had  the  honor  of  serving  as  a 
convener  and  facilitator  in 


developing  these  goals,  but  they 
truly  belong  to  the  nation. 

I commend  this  document  for 
your  consideration,  to  use  as 
appropriate  in  your  community.  All 
those  who  participated  in  its 
development  over  the  past  three 
years  can  take  pride  in  its  clarity  of 
vision.  All  of  us  can  feel  humility  in 
the  face  of  its  monumental 
challenges,  but  we  also  can  share  a 
new  sense  of  resolve  to  move 
forward  to  achieve  a nation  of 
healthy  people. 

Louis  W.  Sullivan,  M.D. 

Secretary  of  the  Department  of 

Health  and  Human  Services 


is 

YOUR 
COMPANY 
AS  HEALTHY 

AS  IT 
COULD  BE? 


Your  people  are  your  busi- 
ness. And  if  they’re  healthy, 
you’re  likely  to  have  higher 
productivity  and  morale,  less 
absenteeism,  lower  healthcare 
costs  — and  a healthier  bottom 
line. 

How  do  you  improve  your 
company’s  health?  With  Heart 
At  Work  — the  American 
Heart  Association’s  proven 
employee  wellness  program.  It 
covers  exercise,  nutrition, 
smoking,  high  blood  pressure, 
the  signals  and  actions  of  heart 
attack,  in  easy-to-implement 
modules  readily  adaptable  to 
your  company’s  needs.  The  cost 
is  minimal  — the  payoff, 
tremendous. 

For  more  information, 
contact  your  local  American 
Heart  Association.  ^ 

American  Heart 
Association 


This  space  provided  as  a public  service. 
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An  Overview  of  Unified  Membership 


JAMES  L.  BRYANT,  M.D. 

Vice  President,  West  Virginia  State  Medical 
Association 


At  the  1989  WVSMA  Annual 
Meeting,  a resolution  was  adopted 
to  consider  unified  membership, 
which  means  that  a physician  would 
either  be  required  to  be  a member 
concurrently  of  AMA,  WVSMA  and 
his/her  local  medical  society,  or 
belong  to  none  of  these  organizations. 

I w'as  named  chairman  of  the  Ad 
Hoc  Committee  created  to  review 
the  pros  and  cons  of  this  type  of 
simultaneous  membership,  and  at 
this  year’s  Annual  Meeting,  the 
House  of  Delegates  approved  a plan 
to  educate  members  about  this 
proposal  and  obtain  their  opinions. 

Why  have  unified  membership? 
Why  should  physicians  belong  to  or 
support  organized  medicine  at  all 
three  levels? 

The  following  are  some  of  the 
reasons  for  having  unified 
membership: 

1)  Organized  medicine  strives  to 
represent  the  concerns  of 
physicians  to  government, 
other  societal  agencies,  and  the 
public.  There  is  an  ever 
increasing  need  for  strong 
support  by  all  physicians  to 
provide  our  profession  with 
the  best  position  possible.  Our 
future  depends  on  it. 

2)  All  physicians  will  benefit  from 
the  accomplishments  of 
organized  medicine.  Presently, 
the  burden  is  borne  by  a 
fraction  of  the  profession  at 
each  level.  Non-member 
physicians  are  “free  loaders,” 
and  it  is  important  that  they 
become  active  supporters. 

3)  A large  number  of  physicians 
are  apathetic  about  supporting 
organized  medicine,  and  they 
only  join  the  organizational 
level  at  which  they  see  or 
realize  immediate  benefits.  The 
only  way  to  bring  them  into 
the  mainstream  is  to  “package” 
membership  for  all  levels 
(unified  membership). 


Some  physicians  object  to  unified 
membership  for  the  following 
reasons: 

1)  Unified  membership  removes  a 
physician’s  “right”  to  choose 
what  he/she  joins.  [Hopefully, 
the  above  supporting 
arguments  will  provide  ample 
rationale  for  joining  all  levels. 
There  is  a need  for  all 
physicians  to  support  and  stand 
behind  our  Associations. 

Unified  membership  does  not 
prevent  joining.  It  does  require 
joining  all  or  nothing.] 

2)  Some  physicians  do  not  agree 
with  all  of  the  positions 
endorsed  by  the  Associations. 

[It  is  impossible  to  have 
positions  that  everyone  will 
agree  with,  especially  among 
such  free  thinkers  as  physicians. 
The  only  way  to  have  no 
disagreement  is  to  have  only 
weak  positions,  or  none  at  all. 
Certainly,  we  do  not  cede  from 
society  or  our  government 
because  we  disagree  with  the 
practices  of  some  people  or 
with  legislation  passed. 
Hopefully,  we  become  involved 
by  participating  and  voting  for 
what  we  believe  is  right  ] 

3)  It  costs  too  much  to  pay  dues 
for  all  three  levels  of 
membership.  [Many  physicians 
already  easily  afford  paying 
these  dues.  Unified  dues  are 
within  the  means  of  most 
actively  practicing  physicians. 
Most  will  spend  much  more 
each  year  on  less  meaningful 
activities.  Moreover,  the  future 
of  our  profession  depends  on 
our  support  ] 

The  following  information  will 
further  explain  our  present  position 
and  the  pros  and  cons  of  unified 
membership. 

PROS 

— AMA  will  neither  solicit  nor 
accept  direct  members  who 
reside  within  the  jurisdiction  of 
unified  states  or  counties.  If 
WV  unifies,  all  AMA  direct 
members  within  its  jurisdiction 


will  have  to  join  WVSMA  to 
maintain  their  AMA  member- 
ship. Currently,  AMA  has  236 
members  that  are  not  WVSMA 
members. 

— All  AMA  members  in  unified 
societies  (excluding  residents 
and  students)  would  receive  a 
yearly  10  percent  discount  on 
AMA  dues.  Based  on  current 
dues  rates,  this  would  amount 
to  a $40  savings  for  regular 
dues-paying  members. 

— WVSMA  members  would  be 
exempt  from  any  AMA  dues 
increase  in  the  first  year  of 
unification. 

— WVSMA  would  gain  two 
additional  delegates  and  two 
alternate  delegates  in  AMA’s 
House  of  Delegates  by 
unifying. 

— WVSMA  would  be  represented 
on  a select  committee, 
composed  of  representatives 
from  the  unified  societies, 
which  meets  on  a regular  basis 
with  the  Executive  Committee 
of  the  board  of  trustees  of 
AMA  to  express  the  special 
concerns  of  the  unified 
societies  and  maintain  an 
ongoing  dialogue. 

— The  leadership  and  staff  of 
WVSMA  would  enjoy  special 
briefings  conducted  by  AMA 
on  a regular  basis  to  inform  the 
leaders  of  unified  societies  of 
the  developing  activities  and 
programs  of  AMA.  The 
briefings  enable  these  leaders 
to  communicate  the  value  of 
AMA  membership  to  their 
constituencies. 

CONS 

— There  is  a potential  risk  of 
WVSMA  losing  members,  and 
thus  revenue,  if  unification  is 
enacted.  It  is  reasonable  to 
assume  that  an  insignificant 
number  of  AMA  members 
among  WVSMA’s  present 
membership  would  resign 
solely  on  philosophical 
grounds.  The  real  stakes  are 
WVSMA  members  who  are  not 
AMA  members.  A percentage  of 
that  group  will  be  at  risk. 
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— Unified  membership  may  be 
perceived  as  divisive.  Typically, 
opponents  argue  that 
unification  constitutes  “forced 
membership,”  that  physicians 
should  be  free  to  choose  to 
support  or  not  support  AMA. 

There  certainly  is  no  guarantee 
that  such  arguments  will  not  be 
sparked  by  unified  membership. 
However,  there  are  a number  of 
counter  arguments  which  have  been 
presented  successfully  to  assuage 
such  sentiments: 

* * The  real  freedom  at  stake  in 
the  long  run  is  the  freedom  to 
practice  according  to 
professional  judgment,  not 
according  to  federal  legislative 
and  bureaucratic  fiat.  This 
preservation  of  freedom  has  a 
price  - discipline  - which  leads 
to  unity  and  thus  strength.  In 
fact,  13  states  currently  are 


not  unified  with  their 
component  societies  and 
county/state  deunification  has 
been  debated  in  several  other 
states.  The  implications  of  this 
action  are  both  obvious  and 
ominous.  If  physicians  divide 
themselves,  they  will  be  more 
susceptible  to  conquest  by 
their  real  enemies.  Unification 
at  all  three  levels  is  an  antidote 
for  this  dangerous  divisiveness. 

* * In  most  states,  like  West 

Virginia,  county  and  state 
societies  are  already  unified; 
unification  with  AMA  simply 
extends  that  time  honored 
principle  one  step  further  - to 
the  crucial  national  level. 

* * Unified  membership  eliminates 

direct  AMA  membership, 
which  may  be  perceived  by 
some  West  Virginia  physicians 
as  intrusive. 


Members  who  disagree  with  AMA 
policies  may  be  disenfranchised  by 
unification.  AMA  policy  is  made  by 
the  House  of  Delegates.  Thus,  if  a 
member  of  WVSMA  supports  his  or 
her  own  society’s  positions,  it  is 
more  than  likely  that  he  or  she  will 
support  AMA’s  policies.  Furthermore, 
unification  will  significantly 
strengthen  WVSMA  clout  at  AMA 
and  will  enable  its  members  to  have 
more  impact  on  AMA  policies  with 
which  they  disagree. 

Please  contact  me  or  any  of  the 
following  members  of  the  Ad  Hoc 
Committee  to  express  your  views  on 
Unified  Membership: 

James  Comerci,  M.D.,  Wheeling 
Harry  D.  Fortner,  M.D.,  Logan 
Jim  Helsley,  M.D.,  Berkeley  Springs 
Stephen  Mosberg,  M.D.,  Vienna 
Stephen  L.  Sebert,  M.D.,  Morgantown 
F.  Thomas  Sporck,  M.D.,  Charleston. 


Our  future  health  care  depends  on 
the  medical  students  of  today.  Now  is 
the  time  to  take  steps  toward  a brighter 
health  care  environment,  but  with 
cutbacks  in  government  funding,  this 
is  more  difficult  than  ever  before. 

This  is  where  the  American  Medical 
Association  Education  and  Research 
Foundation  (AMA -ERF)  becomes 
essential.  It  provides  necessary  funds  to 
improve  educational  quality  with 
modem  equipment,  such  as  computers. 
State  Board  testing  preparations,  funds 
for  research  in  medical  advances,  as 
well  as  providing  needy  students  with 
loans  for  housing  etc. 


Their  Future 

is 

Our  Future 


AMA-ERF  is  the  major  health- 
related  charitable  endeavor  of  the 
West  Virginia  State  Medical  Associa- 
tion Auxiliary.  Your  help  is  needed! 

All  donations  are  tax-deductible.  If 
you  wish,  you  may  send  a donation  as 
a memorial  or  as  a "Thank-You"  for  a 
professional  courtesy. 

Your  contribution  may  be 
designated  for  the  medical  school  of 
your  choice.  Medicine  and  the 
medical  community  benefit  from  your 
AMA-ERF  donation  by  promoting  the 
quality  of  medical  education  - our 
future  depends  on  it! 


Contributor  Name  

Address  

County  

Designated  Medical  School 


**  Thank  You  for  Your  Support!  ** 


Please  submit  this  form  and  your  check 
made  out  to  AMA-ERF  to: 

Vicki  L.  Helsley 
WVSMA  Auxiliary 
AMA-ERF  Co-Chairman 
P.O.  Box  616 

Berkeley  Springs,  WV  25411 
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Rational  Prescribing  Practices 
or  How  to  Avoid  Board  Scrutiny 


EILEEN  CATTERSON,  M.D. 

President , West  Virginia  Board  of 
Medicine 


DEBORAH  LEWIS  RODECKER,  J.D. 

Counsel,  West  Virginia  Board  of  Medicine 


Like  numerous  other  medical 
boards  across  the  country,  the  West 
Virginia  Board  of  Medicine  has  been 
requested  by  state  physicians  to 
provide  information  on  the  principles 
it  uses  to  discipline  physicians  for 
inappropriate  prescribing  of 
scheduled  controlled  substances. 

This  interest  on  the  part  of 
physicians  has  been  sparked  as  a 
result  of  several  disciplinary  actions 
which  the  Board  has  taken  against 
physicians  for  overprescribing 
Scheduled  controlled  substances; 
primarily  Schedule  II  controlled 
substances.  This  is  not  to  say  that 
problems  have  not  occurred  with 
controlled  substances  listed  on 
Schedules  III  and  IV,  because  they 
have  been  so  identified  and  discipline 
has  also  been  necessary  in  such 
cases.  The  primary  problems, 
however,  have  been  with  the 
Schedule  II  controlled  drugs  such  as 
Dilaudid,  Tyiox,  Percodan,  Percocet, 
perhaps  Preludin,  or  Dexidrene. 

What  do  the  State  Medical 
Practice  Act  and  the  regulations  say 
about  prescribing? 

The  Medical  Practice  Act  states 
that  professional  discipline  may  be 
invoked  if  it  is  found  that  a practitioner 
has  prescribed  controlled  substances 
other  than  in  good  faith,  in  a 
therapeutic  manner  in  accordance 
with  accepted  medical  standards  and 
in  the  course  of  the  practitioner’s 
professional  practice.  Closely  aligned 
with  this  is  the  Medical  Practice  Act 
prohibition  on  failing  to  keep 
written  medical  records  justifying 
the  patient’s  treatment,  including 
test  results,  histories,  examinations, 
etc. 

The  Board  has  found  that 
problems  with  prescribing  and  the 
written  records  almost  always  go 
hand-in-hand.  If  a practitioner  has 
well-documented  medical  records 
on  patients,  that  fact  tells  the  Board 


that  the  prescribing  w’as  done  in  the 
course  of  the  practice,  and  whether 
or  not  done  in  good  faith  is  a 
determination  made  in  light  of  all 
the  circumstances. 

The  question  w'hich  most  often 
puzzles  physicians  appears  to  be 
w'hat  are  the  “accepted  medical 
standards?”  There  are  no  absolute, 
ironclad  rules,  of  course.  However, 
in  several  different  administrative 
hearings  over  the  past  few’  years,  the 
accepted  medical  standards  have 
been  described  by  medical  experts, 
and  the  Board  has  adopted  these 
concepts  as  follows: 

--The  prescribing  of  Schedule  II 
controlled  substances  should  be 
limited  to  chronically  ill  patients, 
such  as  terminal  cancer  patients, 
and  for  a much  limited  period  of 
use  for  persons  suffering  a severe  or 
acute  traumatic  injury.  In  situations 
where  patients  are  prescribed 
Scheduled  II  drugs  due  to  a severe, 
traumatic  injury,  it  is  not  common 
to  prescribe  such  highly  addictive 
drugs  for  a period  of  more  than  two 
weeks.  It  is  not  in  conformance 
with  accepted  medical  standards  to 
prescribe  Schedule  II  controlled 
substances  to  patients  in  order  that 
they  will  not  seek  these  drugs 
illegally. 

It  is  important  to  understand 
the  discipline  which  the  Board  has 
found  it  necessary  to  impose  has 
been  related  to  (a)  a pattern  of 
controlled  substance  prescribing 

(b)  in  outpatient  settings  for 

(c)  non  terminal  chronic  conditions, 

(d)  frequently  with  little  or  no 
documentation.  In  each  of  these 
cases,  prescribing  has  fallen  far  out- 
side a “range  of  reasonableness.”  (1) 

Here  are  some  examples  of 
specific  prescribing  practices  w’hich 
the  Board  determined  deserved 
discipline: 

1.  Issuing  prescriptions  for  large 
amounts  of  controlled  substances  at 
one  time,  (100,  200,  or  even  400 
Dilaudid  or  Percodan  at  one  time) 
and  sometimes  twice  in  one  day. 


2.  Failing  to  keep  accurate  records 
on  the  prescribing  of  such  substances 
and  to  monitor  patients. 

3-  Prescribing  to  drug-dependent 
or  addicted  persons. 

4.  Failing  to  see  and  physically 
examine  the  patient  while  repeatedly 
providing  drugs  without  adequate 
verification  of  the  need. 

5.  Prescribing  with  knowiedge 
that  family  members  w’ere  helping 
themselves  to  the  patient's  drugs. 

6.  Prescribing  in  spite  of  warnings 
from  pharmacists  that  patients  were 
getting  similar  drugs  from  other 
physicians. 

Practitioners  have  also  been 
disciplined  for  prescribing  Schedule 
II  anorectic  drugs  for  weight  loss. 

As  in  some  other  states,  there  is  a 
Board  of  Medicine  regulation 
prohibiting  the  prescribing  of 
amphetamines  or  sympathomimetic 
amine  drugs  except  for: 

1.  The  treatment  of  narcolepsy; 
attention  deficit  disorder  (a 
behavioral  syndrome  characterized 
by  inappropriate  symptoms  of 
moderate  to  severe  distractibility, 
short  attention  span,  hyperactivity, 
emotional  lability,  and  impulsivity); 
or  drug-induced  brain  disfunction; 

2.  The  differential  diagnostic 
psychiatric  evaluation  of  depression 
or  the  treatment  of  depression 
showm  to  be  refractory  to  other 
therapeutic  modalities; 

3.  The  clinical  investigation  of  the 
effects  of  such  drugs  or  compounds 
w’hen  an  investigative  protocol  has 
been  submitted  to,  reviewed  and 
approved  by  the  Board  before  such 
investigation  is  begun. 

In  addition,  Board  of  Medicine 
regulations  specify  that  a physician 
may  be  disciplined  by  the  Board  for 
prescribing  or  dispensing  any 
controlled  substance  for  his  or  her 
personal  use;  or  for  the  use  of  his 
or  her  immediate  family  when  the 
physician  know’s  or  has  reason  to 
know  that  an  abuse  of  controlled 
substances  is  occurring  or  may 
result  from  such  a practice. 
Unfortunately,  the  Board  has  found 
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it  necessary  to  discipline  several 
physicians  for  this  activity. 

Sometimes,  when  a physician  gets 
in  trouble  with  the  Board  for 
improper  prescribing,  the  physician 
will  tell  the  Board  that  he  or  she  is 
going  to  cease  prescribing  Schedule 
II  controlled  substances  entirely. 

This  may  not  necessarily  be  the 
desirable  response.  There  is  a 
possibility  that  it  is  correct  to 
manage  a certain  patient’s  chronic 
non-terminal  condition  with 
controlled  substances.  The  Board 
fully  understands  the  necessity  for 
treating  pain  and  suffering  in  a 
humane,  intelligent  manner.  The 
Board  does  not  tell  physicians  how 
to  practice  medicine. 

What  the  Board  does  look  for  is 
whether  the  diagnosis  of  the  patient 
is  based  simply  on  the  patient’s 
statements,  or  whether  there  is  a 
history,  a physical  exam,  and 
appropriate  supporting  data. 

Is  there  a treatment  plan 
reflecting  the  use  of  other  types  of 
treatment?  referral?  results  of 
referral? 

Is  there  adequate  documentation 
of  why  other  methods  of  treatment 
are  not  effective,  and  is  there 
regular,  real  monitoring  of  the 
patient? 

Is  the  physician  recording  every 
prescription  with  the  correct 
amount  of  the  drug  prescribed  and 
is  there  recognition  of  the  potential 
for  dependency? 

All  too  frequently,  the  answers  to 
these  questions  are  utterly 
unsatisfactory  and  demonstrate  that 
the  physician  for  whatever  reason  is 
not  using  sound  and  reasonable 
professional  judgment. 

Many  physicians  do  not  realize 
they  are  major  sources  of  drug 
diversion  and  that  frequently  the 
licit  drugs  they  prescribe  end  up  in 
an  illicit  market.  The  AMA  National 
Steering  Committee  on  Prescription 
Drug  Abuse  describes  physicians 
who  overprescribe  controlled 
substances  as  falling  into  several 
categories:  the  dishonest,  the 
disabled,  the  duped  and  the  dated. 

Dishonest  physicians  are  those 
who  willfully,  knowingly  prescribe 
controlled  drugs  for  abuse  and  for 
profit.  Disabled  physicians  are  those 
whose  professional  competence  has 


been  impaired  by  drug  abuse, 
alcoholism  or  other  physical  or 
mental  abnormalities.  Duped 
physicians  are  those  who  go  along 
with  patient  demands  for 
medication  and  prescribe  in  larger 
amounts  or  for  longer  periods  of 
time  than  are  medically  indicated. 
Dated  physicians  are  those  who 
have  not  kept  pace  with 
developments  in  pharmacology  or 
drug  therapy.  They  lack  information 
and  understanding  as  to  the  harmful 
effects  on  the  patient  of  their 
prescribing  practices. 

The  Board  has  seen  all  of  the 
above  types  of  physicians  before  it, 
as  well  as  a fifth  category:  the 
distracted  physician.  This  physician 
is  simply  not  treating  patients  with 
adequate  attention  and  has  careless 
prescribing  practices. 

Some  physicians  appear  before 
the  Board  and  profess  complete  lack 
of  awareness  of  the  cost  of  a single 
Dilaudid  tablet  “on  the  street”  (in 
the  range  of  $50)  and  do  not  know 
that  diverted  Tylox  capsules  are  a 
favorite  for  “snorting.”  They  are 
unaware  of  frequent  reports  of  all 
sorts  of  successful  scams.  Some  of 
the  scams  involve  elderly  retirees 
who  are  recruited  by  drug  rings  to 
con  Dilaudid  prescriptions  from 
trusting  physicians.  They  are  unaware 
that  prescription  drugs  are  identified 
in  almost  60  percent  of  all  drug-related 
emergency  visits  and  in  70  percent 
of  all  drug-related  deaths  (2). 

The  Board  has  supplied  the 
numerous  physicians  who  have 
appeared  before  it  with  educational 
materials  on  the  prescribing  of 
Scheduled  controlled  drugs  (3,4), 
and  has  recommended  or  required 
successful  completion  of  a course  in 
rational  drug  therapy  and  careful 
study  of  an  AMA  learning  module 
on  prescribing  controlled  drugs. 

This  learning  module  may  be 
ordered  from  the  AMA  for  under  $40. 

Despite  these  efforts,  the  number 
of  physicians  who  have  come  to  the 
attention  of  the  Board  has  not 
diminished.  It  also  recently  has 
become  evident  that  not  all 
physicians  are  complying  with  the 
Board’s  dispensing  regulations 
which  became  effective  July  1,  1989. 
(For  those  physicians  who  lack 
enthusiasm  about  one  or  more  set 


of  regulations  to  follow,  the  Board 
was  required  to  establish  these  rules 
and  collect  dispensing  fees  under 
the  provisions  of  the  Uniform 
Controlled  Substances  Act.) 

In  addition  to  reviewing  the  West 
Virginia  Medical  Practice  Act  and 
regulations,  physicians  may  wish  to 
review  AMA  Guidelines  for 
Physician  Involvement  in  the  Care 
of  Substance  Abusing  Patients , 
which  is  available  free  from  AMA’s 
Department  of  Substance  Abuse. 

Free  subscriptions  to  Prescription 
Abuse  Information  Service  are  also 
available  from  the  same  department. 

Finally,  under  the  West  Virginia 
Medical  Practice  Act  and  regulations, 
a physician  may  be  disciplined  for 
gross  negligence  in  the  use  and 
control  of  prescription  forms,  and 
for  pre-signing  prescription  forms. 

Be  careful  with  prescription  pads. 
Sound  advice  is  to  treat  them  as  you 
would  your  private  checkbook  (5). 
Maintain  adequate  security  for  those 
not  in  use  and  keep  them  in  your 
personal  possession  when  using 
them.  If  your  DEA  number  is 
printed  on  your  prescription  forms, 
lock  them  up.  Do  not  prescribe  a 
controlled  substance  merely  because 
a patient  says  another  physician  has 
been  prescribing  it.  Be  aware  of  the 
schedule  on  which  a controlled 
substance  is  listed.  Stay  in  control  of 
your  prescribing.  Though  the 
physician  wrote  the  initial 
prescription,  is  office  staff  permitted 
to  provide  refills? 

The  privilege  of  prescribing  is  a 
mighty  one.  Please,  be  prudent  with 
this  privilege.  The  Board  takes  no 
pleasure  in  prosecuting  any 
physician  for  abusing  and  misusing 
this  privilege. 
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Abstract 

A statewide  surveillance  system 
was  established  for  reporting  H. 
influenzae  meningitis  cases.  During 
the  four-year  period,  1985-1988,  121 
cases  of  meningitis  were  reported 
among  children  less  than  5 years 
of  age  (21  cases  per  100, 000 
population).  The  peak  incidence  of 
disease  was  among  infants  6 to 
12  months.  A higher  rate  of  H. 
influenzae  meningitis  was  reported 
among  black  children  (56/100,000 
population)  than  among  white 
children.  Six  children  died  of  their 
meningitis  (CFR  = 5.6  percent). 
During  the  study  period,  25  percent 
of  H.  influenzae  isolates  tested  were 
resistant  to  ampicillin.  A vaccine 
effective  in  preventing  H.  influenzae 
infection  in  very  young  infants  is 
needed. 

Introduction 

The  leading  cause  of  bacterial 
meningitis  in  the  United  States  is 
Haemophilus  influenzae  and  it 
accounts  for  an  estimated  12,000 
cases  each  year  (1,2, 3, 4).  The  peak 
incidence  of  disease  occurs  among 
children  who  are  less  than  two 
years  of  age  (2,4).  There  are 
populations  at  increased  risk  for  H. 
influenzae  meningitis  such  as 
blacks,  Alaskan  Eskimos,  and 
American  Indians  (2, 4, 5, 6, 7). 

A polysaccharide  H.  influenzae 
type  b vaccine  was  released  in  April 
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1985  for  administration  to  children 
who  were  18  months  of  age  or 
older  (8,9).  Studies  in  Finland 
indicated  that  the  vaccine  was  90 
percent  efficacious  (9).  Postlicensing 
studies  in  the  U.S.  have  estimated 
the  protective  efficacy  to  be  much 
lower  at  approximately  50  percent 
(10,11). 

In  addition  to  the  problem  of  low 
protective  efficacy,  the  polysaccharide 
vaccine  was  not  effective  in  young 
infants  where  the  peak  incidence  of 
disease  occurs.  H.  influenzae 
polysaccharide  conjugate  vaccines 
that  stimulate  antibody  formation  in 
very  young  infants  have  been 
developed  and  are  in  various  stages 
of  testing  (8).  In  conjugate  vaccines, 
the  polysaccharide  is  covalently 
coupled  to  a protein  carrier  and 
gives  the  polysaccharide  thymic- 
dependent  properties.  Infants 
immunized  with  the  conjugate 
vaccines  achieve  levels  of  antibody 
to  PRP  of  greater  than  l^i/rnl  and 
respond  to  booster  doses  (8,12). 
Conjugate  vaccines  will  very  likely 
be  approved  for  use  in  young 
infants  in  the  next  one  to  two  years. 

A surveillance  system  for 
detecting  cases  of  H.  influenzae 


meningitis  was  established  in  West 
Virginia  in  1985.  The  purpose  of  the 
study  was  to  determine  the 
epidemiology  of  H.  influenzae 
meningitis  among  children  less  than 
5 years  of  age.  This  paper  reports 
the  results  of  four  years  of  statewide 
surveillance. 

Materials  and  Methods 

A surveillance  system  for  H. 
influenzae  meningitis  in  West 
Virginia  was  established  through 
hospital  infection  control 
practitioners  and  hospital 
microbiology  laboratory  directors. 
Directors  of  hospital  microbiology 
laboratories  were  requested  to  send 
isolates  of  Haemophilus  influenzae 
that  had  been  cultured  from 
cerebrospinal  fluid.  The  infection 
control  practitioner  for  each 
hospital  completed  a case  report 
form  that  contained  the  patient’s 
name,  address,  county  of  residence, 
age,  race,  sex,  date  of  admission  to 
the  hospital,  contacts,  day  care 
attendance,  rifampin  use,  and 
whether  or  not  the  child  had  been 
immunized  with  H.  influenzae  type 
b vaccine.  Information  about 


Figure  1.  Age  distribution  of  patients  with  H.  influenzae  meningitis,  1985-1988. 
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antibiotic  susceptibility  and 
production  of  beta-lactamase  of  the 
H.  influenzae  isolate  was  obtained. 
After  discharge,  an  attempt  was 
made  to  contact  the  family  to 
confirm  information  contained  in 
the  medical  record. 

A case  of  H.  influenzae 
meningitis  was  defined  as  a patient 
with  a compatible  clinical  illness 
and  a positive  culture  from 
cerebrospinal  fluid.  Day  care  was 
defined  as  any  care  outside  the 
home  by  a non-relative. 

The  identification  of  H. 
influenzae  was  confirmed  on 
isolates  received  from  hospital 
laboratories.  Identification  was 
based  on  colony  structure,  reaction 
to  Gram’s  stain,  and  dependence  for 
growth  on  hematin  and 
nicotimanide-adenine  dinucleotide 
(13).  Testing  for  beta-lactamase 
production  was  carried  out  using  a 
rapid  beta-lactamase  assay  (Marion 
Scientific,  Kansas  City,  Mo.  64114). 
Serotyping  was  performed  with 
antisera  supplied  by  the  Centers  for 
Disease  Control  in  Atlanta. 

Population  estimates  for  West 
Virginia  for  non-census  years  were 
based  on  estimates  by  the  Health 
Statistics  Center  for  the  state  of  West 
Virginia  and  forecast  data  developed 
by  Woods  and  Poole  Economics, 
Inc,  Washington,  D.C. 

Completeness  of  case  reporting 
was  determined  by  obtaining 
hospital  discharge  information  for 
ICD-9-CM  diagnosis  320.0  ( H . 
influenzae  meningitis)  from  the 
West  Virginia  Health  Care  Cost 
Review  Authority. 


Results 

During  the  48  months  of 
surveillance,  121  cases  of  culture- 
confirmed  H.  influenzae  meningitis 
were  reported  among  children  less 
than  5 years  of  age  in  West  Virginia. 
Serotyping  was  performed  on  67 
isolates  and  66  were  type  b and  one 
was  type  e.  The  majority  of  cases 
(76  percent)  occurred  among 
children  who  were  less  than  2 years 
of  age  (Figure  1).  Infants  less  than  6 
months  of  age  accounted  for  17 
percent  of  the  cases.  Five  infants 
were  less  than  2 months  of  age. 

No  cases  of  recurrent  disease  were 
reported.  The  outcome  was  known 
for  107  of  the  infected  children.  Six 
children  died  (case  fatality  rate  of 
5.6  percent).  Three  deaths  occurred 
among  infants  6 to  12  months  of 
age.  The  other  three  deaths  were 
among  children  older  than  2 years. 
Sixty-five  percent  of  the  cases  were 
in  boys. 

Figure  2 gives  the  number  of 
cases  of  meningitis  by  month.  H. 
influenzae  meningitis  was  diagnosed 
in  every  month  of  the  year  and  45 
percent  of  cases  occurred  in 
November  through  February.  Forty- 
nine  percent  of  the  children  with 
meningitis  had  contacts  who 
received  rifampin  prophylaxis. 

Hospital  discharge  information 
supplied  by  the  West  Virginia  Health 
Care  Cost  Review  Authority  was 
used  to  determine  completeness  of 
case  reporting.  For  the  years  1987 
and  1988,  the  agency  reported  69 
cases  of  H.  influenzae  meningitis  in 
adults  and  children.  This  is  very 


Figure  2.  Seasonal  distribution  of  cases  of  H.  influenzae  meningitis,  1985-1988. 


close  to  the  number  of  62  cases  for 
children  less  than  5 years  of  age 
detected  in  the  statewide 
surveillance  during  1987  and  1988. 

The  average  annual  incidence  of 
H.  influenzae  meningitis  among 
children  less  than  5 years  of  age  was 
21  cases  per  100,000  population. 

The  peak  incidence  of  disease 
occurred  among  children  who  were 
6 to  12  months  of  age  and 
approximately  one-third  (30  percent) 
of  cases  occurred  in  this  age  group. 
Meningitis  was  reported  in  11  black 
children.  The  incidence  among 
black  children  was  56  cases  per 
100,000  population,  more  than 
double  that  in  white  children  (OR 
2.6,  95  percent  Cl  2.3  to  2.9). 

Sixteen  children  with  H. 
influenzae  meningitis  (13  percent) 
attended  day  care,  and  five  of  these 
children  were  6 to  12  months  old. 
Two  cases  of  meningitis  from  the 
same  day  care  center  occurred 
within  two  months  of  each  other. 

No  other  clusters  of  disease  were 
detected. 

H.  influenzae  isolates  resistant  to 
ampicillin  are  shown  in  Table  1. 

One  hundred  and  eleven  strains 
were  tested  for  beta-lactamase 
production.  There  was  marked 
variation  from  year  to  year.  During 
the  four  years  of  surveillance,  the 
average  for  the  proportion  of  strains 
of  H.  influenzae  reported  positive 
for  beta-lactamase  production  was 
25  percent. 

The  H.  influenzae  type  b 
polysaccharide  vaccine  was  licensed 
in  1985.  The  vaccine  was 
recommended  for  children  24 
months  of  age  and  older  and  for 
those  18  months  of  age  in  high  risk 
situations  such  as  day  care.  Two 
children  under  five  years  old  who 
had  been  vaccinated  with  the  H. 
influenzae  vaccine  developed 
meningitis.  Both  were  vaccinated  at 
2 years  of  age  or  older  and  had  no 
underlying  medical  conditions. 
Following  vaccination,  the  interval 
before  developing  meningitis  was 
three  and  four  months,  respectively. 
There  were  two  other  vaccine 
failures  reported.  Both  children 
were  older  than  5 years  at  the  time 
they  developed  H.  influenzae 
meningitis.  Each  child  had  been 
vaccinated  two  years  prior  to 
becoming  ill. 


504  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Discussion 

Haemophilus  influenzae 
meningitis  is  the  main  cause  of 
bacterial  meningitis  in  young 
children  in  the  U.S.  (2,3,5,14).  The 
peak  incidence  of  disease  occurs  in 
children  who  are  6 to  12  months  of 
age  (1,2).  The  age  distribution  in 
West  Virginia  was  similar  to  that 
reported  in  other  areas  of  the  U.S. 
(2,3,14).  The  case  fatality  ratio  in 
West  Virginia  was  comparable  to 
recent  reports  for  other  areas  of  the 
country  (1,3).  H.  influenzae 
meningitis  can  occur  in  any  month 
of  the  year  and  peaks  of  seasonal 
activity  have  been  observed  (1). 

In  West  Virginia,  the  annual 
incidence  of  H.  influenzae 
meninigitis  in  children  less  than  5 
years  of  age  was  21  cases  per 
100,000  population.  In  the  U.S.,  the 
reported  incidence  of  H.  influenzae 
meningitis  has  varied  from  19  to  68 
cases  per  100,000  children  under  5 
years  (4,  5,  6).  The  incidence  in 
West  Virginia  was  similar  to  the  rate 
reported  for  the  city  of  Baltimore 
(15).  Many  studies  have  reported  that 
the  incidence  of  H.  influenzae 
meningitis  in  black  children  was 
much  higher  than  that  in  white 
children  and  an  increased  rate 
among  black  children  was  observed 
in  West  Virginia  (1,4,5). 

Day  care  attendance  increases  the 
risk  of  H.  influenzae  disease  in 
young  children  (2,6,14).  In  this 
study,  13  percent  of  the  children 
who  had  meningitis  attended  day 
care.  A similar  proportion  of 
Minnesota  children  who  had 
invasive  H.  influenzae  disease  had 
attended  day  care  (3).  In  West 
Virginia,  two  cases  of  H.  influenzae 
menengitis  were  epidemiologically 
linked  to  attendance  at  the  same  day 
care  center.  Secondary  spread  of  H. 
influenzae  infection  has  been 
reported  in  other  studies  (3,4). 

Almost  one-half  of  the  cases  of 
meningitis  resulted  in  treatment  of 
contacts  with  rifampin.  Rifampin 
prophylaxis  is  recommended  for 
close  family  contacts  where  H. 
influenzae  disease  has  occurred  if 
there  were  other  children  under  4 
years  of  age  (16).  The  use  of 
rifampin  in  settings  outside  the 
home  such  as  day  care  centers  or 
classrooms  is  controversial. 

Increasing  rates  of  beta-lactamase 
producing  strains  of  H.  influenzae 
have  been  reported  in  the  U.S.  (17). 
In  West  Virginia,  the  rate  of  beta- 


Table  1 

Ampicillin-Resistant  Haemophilus 
Influenzea 

PERCENTAGE  OF 


YEAR 

NO  TESTED 

RESISTANT 

1985 

24 

16.6% 

1986 

31 

19.3% 

1987 

27 

37.0% 

1988 

29 

24.1% 

lactamase  producing  strains  was  25 
percent  and  was  comparable  to  that 
reported  in  other  areas  (1,17). 

When  first  released  in  1985,  the 
H.  influenzae  type  b polysaccharide 
vaccine  was  estimated  to  be  90 
percent  effective  in  children  24 
months  of  age  or  older  based  on  a 
study  done  in  Finland  (9).  In 
postmarketing  studies  in  the  U.S., 
the  protective  efficacy  of  the  H. 
influenzae  type  b polysaccharide 
vaccine  was  found  to  be 
approximately  50  percent  (10,11). 

The  reason  or  reasons  for  this  large 
difference  in  results  in  the  U.S.  and 
Finland  are  not  known.  H. 
influenzae  type  b vaccine  failures 
were  detected  in  West  Virginia  and 
have  been  studied  in  other  U.S. 
locations  (18).  The  number  of 
meningitis  cases  potentially 
preventable  by  this  vaccine  in  West 
Virginia  during  the  time  of  the 
study  was  12  percent.  A vaccine  that 
protects  infants  in  the  early  months 
of  life  is  clearly  needed. 

Currently,  there  are  three  H. 
influenzae  type  b polysaccharide 
conjugate  vaccines  that  have  been 
recommended  for  children  who  are 
15  months  of  age  or  older  (19).  In  a 
study  in  Finland,  the  protective 
efficacy  of  the  polysaccharide- 
diphtheria  conjugate  vaccine  was 
estimated  to  be  87  percent  in  young 
infants  (8,12).  During  the  next  one 
to  two  years,  H.  influenzae 
conjugate  vaccine  will  very  likely  be 
approved  for  use  starting  at  2 
months  of  age.  If  the  efficacy  of 
these  conjugate  vaccines  is  truly  80 
percent  or  greater,  the  scourge  of  H. 
influenzae  disease  should  decrease. 
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Abstract 

Animal  studies  have  shown  that 
alcohol  exposure  can  exacerbate 
central  nervous  system  damage  and 
increase  mortality  following 
experimental  cerebral  trauma  or 
infarction. 

This  retrospective  clinical  study 
found  significantly  increased  rates 
of  cerebral  hemorrhages  (3  Ox)  and 
fatal  outcomes  (3-3x)  among  acute 
stroke  patients  with  a history  of 
prior  alcohol  abuse  compared  to 
non-alcohol  abusing  stroke  patients. 

It  is  recommended  on  the  basis  of 
these  preliminary  findings  that 
clinicians  be  alert  to  possible 
differences  between  these  two 
populations  of  stroke  patients,  and 
that  further  studies  using  better 
designs  and  measurement 
methodology’  be  conducted. 

Introduction 

Pakkenberg  pointed  out  in  1954 
that  one-third  of  young  male  stroke 
patients  drank  excessively  (1). 
Alcoholism  has  subsequently  been 
found  to  constitute  a risk  factor  for 
both  ischemic  (2)  and  hemorrhagic 
(3)  cerebrovascular  accidents  among 
young  people.  Mechanisms  that  have 
been  proposed  by  which  alcoholism 
may  contribute  to  stroke  risk  have 
included  induction  of  hypertension, 
which  in  turn  is  associated  with 
strokes  (4);  direct  vasospastic  effects 
of  alcohol  on  cerebral  arterioles  and 
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venules  (5);  and  alcohol  induced 
disturbances  of  blood  coagulability 
(6). 

Animal  experiments  using  gerbils 
and  cats  have  demonstrated  that 
traumatic  central  nervous  system 
injury  is  potentiated  by  alcohol 
intoxication  (7,8).  Mandvbur  and 
Mendenhall  (9)  found  increased 
cerebral  pathology  and  increased 
morbidity  and  mortality  after 
experimental  cerebral  infarction  in 
alcohol  dependent  versus  non- 
alcohol dependent  gerbils  (9). 

To  our  knowledge,  this  is  the  first 
clinical  study  to  address  the 
question  of  whether  the  acute 
course  of  stroke  differs  between 
alcohol  abusing  and  non-alcohol 
abusing  patients. 


Methods 

The  medical  charts  were  reviewed 
of  75  consecutively  admitted  acute 
stroke  patients  at  Pitt  County 
Memorial  Hospital  in  North  Carolina 
who  were  less  than  50  years  old. 
Male  and  female  patients  admitted 
between  November  1986  and  May 
1988  with  the  diagnosis  of  ischemic 
or  hemorrhagic  strokes  were 
included.  Patients  with  transient 
ischemic  attacks  or  other  non-stoke 
neurological,  medical,  or  psychiatric 
reasons  for  admission  were 
excluded  from  the  study. 

The  chart  review  consisted  of 
reading  the  discharge  summary, 
physicians’  and  nurses’  admission 
notes,  and  physicians'  progress 
notes  on  each  chart.  Patients  were 


Table  1 

Demographic  and  Clinical  Characteristics  of  Patients 

Alcohol 

Non-Alcohol 

Abusers 

Abusers 

Total  Patients  25 

50 

Male 

19 

19 

Female 

6 

31 

Male/Female 

2.167 

0.613 

(Odds  ratio  = 5.2; 
X2  = 9.6;  dF  = 1; 

p = 0.002). 

Age  (years) 

43.6 

40.1 

(t  = 1.651;  dF  = 73; 
p = 0.103) 

Length  of  Stay  (days) 

11.9 

12.1 

(t  = 0.075;  dF  = 50; 
p = 0.940) 

Type  of  Stroke: 

Hemorrhagic 

18 

23 

Ischemic 

7 

27 

Hemorrhagic/Ischemic 

2.167 

0.852 

(Odds  ratio  = 3 000; 
X2  = 4.546;  dF  = 1; 
p = 0.033) 

Outcome 

Fatal 

12 

11 

Non-fatal 

13 

39 

Fatal/Non-fata! 

0.923 

0.282 

(Odds  ratio  = 3-273; 
X2  = 5.299;  dF  = 1; 

p = 0.021 
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classified  as  alcohol  abusers  if  they 
were  identified  as  such  at  any  point 
in  the  chart,  and  as  non-abusers  if 
no  such  chart  diagnosis  was  present. 
The  alcohol  abusing  vs.  non-abusing 
groups  of  patient  charts  were  then 
reviewed  with  regard  to  length  of 
hospital  stay;  type  of  stoke 
(hemorrhagic  vs.  ischemic  as 
determined  by  the  treating  physician 
via  clinical  presentation  and  CT  scan 
results);  and  whether  the  patient 
died  in  the  hospital  following  the 
stroke. 

Results 

As  shown  in  Table  1,  one-third  of 
our  patients  were  alcohol  abusers, 

16  percent  of  the  37  females  and  50 
percent  of  the  38  males.  There  was 
no  significant  difference  in  the  age 
of  the  alcohol  abusing  vs.  the  non- 
alcohol abusing  patients  or  in  the 
total  length  of  their  hospital  stays. 

Alcohol  abusers  were  3-3  times 
more  likely  to  die  from  their  strokes 
(X2  = 5.299;  dF  = 1;  p = 0.021). 
Excessive  drinkers  were  also  three 
times  more  likely  than  non-alcohol 
abusers  to  experience  hemorrhagic 
as  opposed  to  ischemic  strokes 
(X2  = 4.546;  dF  = 1;  p = 0.033). 
Having  a hemorrhagic  stroke  was 
strongly  predictive  of  a fatal 
outcome  (relative  risk  = 5.4;  non- 
zero correlation  = 8.060;  dF  = 1; 
p = 0.0005). 


Discussion 

The  methodological  weaknesses 
of  a non-blinded,  retrospective 
study  such  as  this  one  includes  the 
inability  to  infer  casual  links  among 
variables  and  the  unknown 
influence  of  possible  experimenter 
bias. 

Nevertheless,  we  believe  this 
study  has  value  in  extending 
previous  animal  experimental 
findings  of  alcohol's  exacerbation  of 
infarction  or  trauma  induced  central 
nervous  system  injury.  The  use  of 
discrete  and  unambiguous  outcome 
criteria  such  as  length  of  stay,  stroke 
type,  and  mortality  rate  may  have 
helped  to  minimize  observer  bias  in 
the  study. 

The  main  finding  of  this  study  is 
that  alcohol  abuse  is  associated  with 
increased  mortality  following  stroke 
in  young  patients,  particularly  males. 
Since  type  of  stroke  was  a strong 
correlate  of  mortality,  the  higher 
prevalence  of  hemorrhagic  strokes 
among  alcohol  abusers  may  have 
been  one  mechanism  by  which 
alcohol  contributed  to  increased 
mortality  in  these  patients.  However, 
the  answer  to  that  question  as  well 
as  to  what  other  factors  are  involved 
will  have  to  await  further 
subsequent,  preferrably  prospective 
clinical  studies  with  larger  patient 
samples  and  more  sophisticated 


methods  of  measuring  patients’ 
alcohol  use  and  stroke  outcomes. 
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A Small  Baby 


I watched  with  interest  as  the  tall 
slightly-stooped  man  spoke  of  the 
newborn  infant  weighing  one  and 
one-half  pounds.  How  the  picture 
showed  lines  of  expensive  advanced 
technology  thrusting  life  into  that 
tiny  body.  I listened  and  looked  as 
the  senator  described  his  anguish 
and  held  his  large  hands  apart  to 
show  the  smallness  of  the  baby.  It 
was  quite  moving. 

1 began  to  think  of  the  tragedy  of 
infant  mortality  and  low  birth 
weight  infants.  I thought  of  why  it 
occurs  and  how  much  it  costs  to 
provide  the  needed  care.  It  further 
occurred  to  me  that  many  people 
blame  hospitals  and  physicians  for 
this  high  cost,  and  that  this  was 
included  in  the  health  provider  cost 
portion  of  the  gross  national 
product  that  so  many  use  to 
condemn  us. 

I felt  compelled  to  look  into  the 
problem  further  and  I learned  some 
facts  that  I would  like  to  share.  The 
following  material  is  largely  taken  or 
paraphrased  from  “Healthy  People 
2000:  National  Health  Promotion 
and  Disease  Prevention  Objectives,” 
which  was  recently  released  by  the 
U.S.  Department  of  Health  and 
Human  Services.  (Please  see  page  494.) 

The  leading  causes  of  infant 
mortality  are  congenital 
abnormalities,  Sudden  Infant  Death 
Syndrome,  short  gestation  and  low 
birth  weight,  respiratory  distress 
syndrome  and  maternal 
complications  of  pregnancy. 

The  neonatal  mortality  rates  (units 
per  1,000)  for  racial  subsets  as  of 
1984  are:  5.7  percent  for  non- 
Hispanic  Whites;  11.3  percent  for 
non-Hispanic  Blacks;  and  6.2 
percent  for  Hispanics.  American 


Indians  and  Alaska  natives  are  not 
recorded  in  this  group. 

Seven  percent  of  all  births  are  low 
birth  weight  babies  (LBWB)  and 
LBWB  are  the  greatest  single  hazard 
to  infant  health.  Seventy-five  percent 
of  infant  deaths  occur  in  the  first 
month  and  60  percent  of  all  infant 
deaths  are  among  LBWB.  There  are 
260,000  LBWB  born  each  year, 
resulting  in  a cost  of  $10,000  per 
patient  or  a calculated  aggregate 
cost  of  $2.6  billion  for  neonatal 
intensive  care. 

There  are  many  preventable  risk 
factors  in  LBWB  including 
pregnancy  before  age  18,  cigarette 
smoking,  alcohol  and  other  drug 
use,  poor  nutrition,  socioeconomic 
conditions,  environmental  hazards, 
and  lack  of  prenatal  care.  The  health 
care  profession  counsels  mothers 
regarding  these  conditions  and  we 
encourage  early  prenatal  care,  but 
the  bulk  of  the  LBWB  problem  is 
societal. 

Maternal  cigarette  smoking  has 
been  linked  to  20-30  percent  of  all 
LBWB.  Furthermore,  25  percent  of 
pregnant  women  are  estimated  to 
smoke  throughout  pregnancy.  By 
not  smoking  cigarettes,  mothers 
could  reduce  fetal  and  infant  death 
by  10  percent,  saving  about  4,000 
infant  lives  per  year.  Studies  suggest 
that  10  percent  of  babies  are  born 
each  year  to  women  who  have  used 
one  or  more  illicit  substances  during 
their  pregnancy.  Women  who  gain 
less  than  21  pounds  during  pregnancy 
are  more  than  twice  as  likely  to 
deliver  LBWB.  Nutrition  is  also  vital 
to  growth  and  development  of 
infants,  including  brain  function. 

More  than  one  million  teenagers 
become  pregnant  each  year  and  are 


at  particular  risk  for  having  LBWB. 
The  percentage  of  girls  ages  15-19 
who  have  had  sexual  intercourse  has 
increased  from  25  percent  in  1970 
to  50  percent  in  1988,  and  studies 
reveal  an  inverse  relationship 
between  white  females’  college 
aspirations  and  early  intercourse 
experience.  Initiation  of  sexual 
intercourse  is  associated  with  a 
number  of  factors  including 
academic  achievement,  religiousness, 
interrelationship  with  parents, 
puberty  and  other  developmental 
characteristics,  race  and  socioeco- 
nomic status.  In  addition  to  being 
more  likely  to  give  birth  to  a LBWB, 
teenage  mothers  have  a greater 
chance  of  not  finishing  school, 
unemployment  and  lacking  parental 
skills. 

Health  professionals  are  not 
responsible  for  all  of  the  factors  I 
have  mentioned  concerning  LBWB, 
yet  are  blamed  for  the  costs  of 
treating  these  infants.  It  is  also  a 
shame  that  the  physicians  and 
nurses  who  staff  the  neonatal 
intensive  care  units  housed  in 
hospitals  receive  little  credit  for  the 
valuable  work  they  do  to  reduce 
infant  mortality. 

I suggest  that  our  state 
government  and  legislature  be  about 
the  business  of  improving  the 
educational  climate,  the  work  ethic 
climate,  the  economic  climate,  the 
employment  climate,  the  social 
climate,  the  lifestyle  climate,  and 
quit  totally  blaming  the  health  care 
professions  for  governmental, 
legislative,  social,  community  and 
individual  failure  to  cope  properly 
with  these  issues. 

— Michael  M.  Stump,  M.D. 
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Editor  ia 


The  Blue  Cross  Barn  Door 


There  seems  to  be  no  way  of 
doing  it  tactfully.  One  should 
have  respect  for  government,  its 
processes  and  its  leaders.  How  then 
to  appropriately,  and  perhaps  even 
delicately,  criticize  the  person  in  our 
state’s  highest  office  when  he  lamely 
attempts  to  cover  up  his  own  failure 
and  inadequacy  in  his  involvement 
in  the  Blue  Cross  and  Blue  Shield  of 
West  Virginia  bankruptcy? 

The  governor,  we  remind  you, 
made  the  millions  that  helped  him 
obtain  the  governor’s  office  in  the 
insurance  business.  Blue  Cross  and 
Blue  Shield  is  an  insurance  business  — 
something  he  presumably  understands. 
His  insurance  commissioner 
dawdled  and  perhaps  picked  his 
nose  while  Blue  Cross  and  Blue 
Shield  of  West  Virginia  got  into  ever 
more  desperate  straits.  He  and  the 
governor  “monitored”  the 
developing  disaster  as  the  state 
regulatory  process  forced  into 
bankruptcy  the  first  Blue  Cross 


and  Blue  Shield  plan  in  the  nation 
ever  to  fail. 

Without  consulting  the  WVSMA 
or  WVHA,  the  governor  then 
inanely  “applauds”  the  decision  of 
doctors  and  hospitals  not  to  seek 
payment  of  some  30  million  dollars 
owed  them  by  subscribers  via 
default  of  their  third-party  payor. 

The  method  he  chose  to  broach  this 
suggestion  is  exceeded  in  chutzpah 
only  by  the  thought  of  the  idea 
itself.  Why  did  he  not  offer  to  pay 
the  arrearage  himself? 

There  are  doctors  and  hospitals 
who  will  seek  by  every  legitimate 
means  to  collect  what  is  owed. 

Many  believe  that  a failure  to 
attempt  that  is  to  duplicate  the  sad 
story  played  out  by  Blue  Cross  and 
Blue  Shield.  The  governor  has  no 
authority  to  enforce  what  he  so 
blithely  “applauds.” 

The  governor  and  his 
administration  are  the  equal  in 
failure  of  Blue  Cross  and  Blue 


Shield  of  West  Virginia.  We  are 
embarrassed  and  ashamed  by  the 
slightest  identification  we  have  with 
any  of  them. 

If  ever  an  example  were  needed 
for  ineptitude  and  incompetence  in 
government,  we  have  it  before  us.  If 
a case  study  of  regulatory 
assassination  needs  written,  we  have 
the  entire  scenario. 

It’s  not  the  doctors  and  hospitals 
who  have  been  damaged  in  this 
regrettable  affair.  As  usual,  it  is  the 
people  of  West  Virginia  who  have 
suffered  once  again  at  the  hands  of 
their  political  leaders. 

Try  as  we  might  we  can  find  no 
delicate  or  tactful  way  to  point  out 
our  governor’s  lapses.  And  it  just 
would  not  sound  right  to  “applaud" 
our  good  governor’s  hurried  closure 
of  the  Blue  Cross  barn  door. 

Stephen  D.  Ward,  M.D. 


Our  Readers  Speak 


Malpractice  Restricting  Medical  Care 


The  increasingly  hostile  malpractice 
atmosphere  in  the  state  of  West 
Virginia  militates  against  good 
medicine.  It  also,  and  perhaps  more 
importantly,  is  restricting  the 
availability  of  medical  care  to  that 
group  in  society  that  needs  it  most, 
the  poor,  the  underprivileged,  the 
most  vulnerable,  the  rural  women  of 
southern  West  Virginia. 

The  fact  is  that  jury-awarded 
multi-million  dollar  settlements  are 
now  working  against  the  interests  of 
society  in  general  and  medicine  in 
particular. 

There  is  an  increasing  awareness 
nationally  of  the  difficulties  in  the 


the  field  of  general  product  liability. 
There  are  considerable  restraints 
being  imposed  upon  industry  and 
upon  society,  including  the  drug 
industry,  by  the  limitations  inherent 
in  legislation  as  it  is  applied.  The 
development  of  new  and  effective 
methods  of  contraception,  for 
example,  is  hindered  in  the  U.S.  by 
these  constraints.  Many  countries  in 
the  world  are  ahead  of  us  in  terms 
of  both  social  and  product 
development.  There  will  be  no  easy 
solution  because  of  ripple  effects 
that  any  legislative  changes  will  have 
upon  other  social  and  politicial 
spheres.  Medical  malpractice  is  an 


important  part  of  the  national 
liability  issue. 

The  recent  $15.25  million 
settlement  against  a Charleston 
obstetrician  exposes  all  of  us  in 
clinical  practice  to  new  and  elevated 
levels  of  risk.  All  future  medical 
malpractice  suits  will  aim  to  equal 
or  exceed  this  figure,  regardless  of 
the  outcome  of  any  appeal.  I find 
this  new  level  of  risk  unacceptable 
from  personal,  professional, 
financial  and  family  perspectives.  I 
intend  to  discontinue  obstetric 
services. 

The  questions  which  every 
practitioner  must  now  answer  are: 
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1)  Will  my  malpractice  policy 
cover  a multimillion  dollar  claim? 

2)  If  it  does  not,  will  I be 
prepared  to  pay  the  settlement 
above  insurance  limits? 

3)  Will  my  family  tolerate  being 
underinsured? 

If  the  answers  are  in  the  negative, 
then  it  is  time  for  physicians  to  start 
to  take  steps  to  protect  themselves 
and  their  families.  Our  thinking  as 
physicians  has  been  limited  by  the 
perception  that  malpractice  suits 
happen  to  other  doctors,  not  to  us 
as  individuals.  A suit  can  happen  at 
anytime  to  any  physician  and  it 
behooves  all  of  us  to  realize  just 
how  vulnerable  we  are.  None  of  us 
is  immune. 

Should  an  adverse  settlement  in  a 
malpractice  suit  be  above  insurance 
limits,  the  court  may  realize  every 
asset  including  house,  car,  furniture, 
personal  possessions,  checking, 
saving  and  retirement  accounts.  It  is 
not  like  bankruptcy  where  “the 
tools  of  the  trade”  are  retained. 

With  a malpractice  settlement  above 
insurance  limits,  a physician  will  be 
eliminated  socially,  financially,  and 
professionally.  A physician  will  cease 
to  exist  as  a person  and  as  a family. 

If  you  are  worried  by  these 
statements,  and  you  should  be,  then 
it  is  time  for  you  to  become  active 
in  the  defense  of  those  things  that 
we  hold  to  be  important,  including 
the  availability  of  health  care  to 
women.  There  are  solutions  to  the 


current  malpractice  crisis.  Our 
legislators,  state  and  federal,  are  the 
individuals  who  must  be  convinced 
of  the  necessity  and  urgency  of 
solving  this  problem.  The 
profession  has  not  been  effective,  in 
my  opinion,  in  creating  favorable 
change  because  we  have  been 
handicapped  by  two  incorrect 
assumptions. 

First,  we  have  assumed  an 
adversarial  position  with  lawyers 
over  what  we  have  perceived  as  a 
medico-legal  problem.  It  is  a social 
and  political  problem,  not  medico- 
legal. Above  all  it  is  a women’s 
problem.  The  fact  is  that  health 
care,  particularly  those  services 
specifically  for  women,  are 
disappearing  for  the  families  of 
lawyers  just  as  much  as  for  the  rest 
of  us. 

Secondly,  we  have  felt  that  we 
have  to  provide  solutions  to  the 
malpractice  crisis.  This  is  not  true. 
Solutions  to  the  malpractice  crisis 
will  be  found  in  the  political  arena. 
Legislators  seek  votes  because  they 
see  themselves  as  having  the  ability 
to  institute  social  change  for  the 
good  of  society  as  a whole.  What 
we  must  do  now  is  to  convince 
politicians  that  there  is  an  urgency 
in  finding  solutions  to  the 
malpractice  crisis  that  brooks  no 
delay.  Solutions  are  needed  now. 

In  my  office,  I give  patients 
information  and  ask  them  to  write 
or  phone  legislators  to  urge  them  to 


solve  the  current  crisis.  I give  them 
a letter  with  reasons  for  seeking 
change  and  the  names  and 
addresses  of  politicians  and  ask 
them  to  network  and  use  leverage 
through  family,  friends,  and 
colleagues  to  tell  legislators  that  a 
solution  is  needed  with  urgency.  I 
ask  patients  if  they  belong  to 
organizations  to  use  them  to  educate 
and  put  pressure  on  politicians  to 
solve  this  problem  and  I ask  you  to 
do  the  same. 

It  is  up  to  us  to  initiate  the 
movement  towards  favorable  change. 
If  the  ground  swell  of  public  concern 
were  big  enough,  the  Legislature 
would  move  on  this  issue. 

Doctors  throughout  West  Virginia 
should  make  patients,  particularly 
women,  aware  of  the  present 
situation  and  ask  them  and  their 
families  and  friends  to  petition 
legislators.  Please  do  all  that  you 
can,  including  supporting  the  West 
Virginia  Medical  Association  in  its 
efforts  to  bring  about  change. 

No  other  body  will  do  this  for  us. 
We  must  individually  begin  to 
become  politically  active  and  initiate 
the  processes  that  will  bring 
resolution  of  the  malpractice  crisis. 

If  you  do  not  play  your  part  now, 
please  don’t  complain  later  because 
you  are  the  only  individual  who  has 
a personal  interest  in  your  own 
future. 

Yours  sincerely, 

David  J.  Hurry,  M.D. 

220  Thirteenth  Street 
Huntington,  WV  25701 


Biomedical  Research  in  Danger 


West  Virginia  physicians  should  be 
made  aware  of  a grave  threat 
confronting  biomedical  research  in 
our  state.  Animal  rights  activists  are 
again  working  to  introduce 
legislation  which  could  effectively 
ban  all  animal  experimentation  in 
West  Virginia. 

If  their  efforts  are  successful,  it 
would  have  a devastating  impact  on 
the  quality  of  medical  education  at 
state  universities,  and  would  force 
many  of  our  best  basic  science 
faculty  to  move  elsewhere  to 
continue  their  work. 

Although  the  notion  of  such 
bizarre  legislation  may  seem  too  far- 
fetched to  require  serious  attention, 


the  threat  of  passage  is  very  real. 
Two  years  ago,  the  Legislature 
approved  a bill  which  prohibits 
stray  or  abandoned  animals  found 
in  West  Virginia  from  being  used  in 
life-saving  research.  While  this  was 
skillfully  portrayed  as  “legislation  to 
protect  pets,”  efforts  by  the  research 
community  to  actually  enhance 
protections  to  pets  and  their  owners 
through  an  alternative  bill  were 
defeated.  This  should  not  be 
surprising,  as  the  unspoken  purpose 
of  the  former  bill  was  clearly  not  to 
protect  pets,  but  rather  to  hinder 
research  by  adding  to  its  cost  and 
difficulty.  This  has  been  a prime 
technique  of  the  anti-research 


activists  throughout  the  country  (1), 
and  proved  very  successful  in  West 
Virginia.  Last  year  the  Legislature 
narrowly  avoided  passing  another 
bill  which  would  have  exposed 
virtually  all  animal  researchers  to 
unwarranted  prosecution  on  charges 
of  “cruelty  to  animals,”  and  similar 
legislation  will  almost  certainly  be 
introduced  in  upcoming  sessions. 

Physicians  can  help  see  that 
needed  medical  research,  conducted 
in  a responsible  fashion,  continues 
to  be  performed  in  our  state.  First, 
they  can  expand  their  role  as  public 
educators,  and  speak  to  their 
patients  and  public  groups  about 
the  need  for  more,  not  less,  animal 
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research,  in  critical  areas  such  as 
heart  disease,  cancer,  stroke,  and 
sudden  infant  death,  to  name  only  a 
few.  Second,  they  must  let  their 
legislators  know  that  the  medical 
community  supports  responsible 
animal  research  in  West  Virginia, 
and  opposes  overt  or  covert  efforts 
to  damage  research  through 
unnecessary  and  misguided  laws. 
Finally,  physicians  can  lend  their 
support  to  two  organizations 
working  to  maintain  biomedical 
research  in  West  Virginia. 

The  Coalition  for  Animals  and 
Animal  Research  (CFAAR)  has  been 
formed  as  a lobbying  group  to 
speak  out  on  research  issues  in  West 
Virginia,  and  correct  the  campaign 
of  public  misinformation  conducted 


in  the  newspapers  and  elsewhere  by 
the  animal  rights  movement. 
Membership  is  open  to  all 
concerned  citizens,  and  physician 
participation  is  welcomed. 

Incurably  111  for  Animal  Research 
(iiFAR)  is  a national  organization  of 
patients,  their  families,  and  friends, 
which  is  working  to  protect 
biomedical  research.  It  was  founded 
in  1985  by  a patient  with  multiple 
sclerosis,  following  a campaign  by 
animal  rights  activists  in  Arizona  to 
abolish  research  in  that  state.  It  has 
become  a very  effective  group,  and 
has  been  praised  for  its  work  by 
Secretary  of  Health  and  Human 
Services  Dr.  Louis  Sullivan.  Several 
chapters  are  being  organized  in  West 
Virginia.  Patients  need  not  have  an 


incurable  illness  to  join  iiFAR, 
merely  an  interest  in  supporting  the 
biomedical  research  from  which  we 
all  benefit.  For  further  information 
on  these  organizations,  please 
contact  Paul  Brown,  Ph  D.,  428 
Grand  Street,  Morgantown,  WV 
26505  (292-2689) 

If  we  act  quickly,  we  may  be  able 
to  block  the  next  legislative  assault 
of  the  anti-research  activists.  We 
owe  it  to  our  patients  to  try. 

Sincerely, 

Stanley  B.  Schmidt,  M.D. 
341  Rotary  Street 
Morgantown,  WV  26505 
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Theophylline  Alert 


I have  recently  become  aware  of  a 
significant  problem  with  theophylline 
which  physicians  may  not  be 
informed  about;  the  alteration  of 
theophylline  clearance  during  viral 
illness  or  fever.  Serum  levels  can  be 
increased  from  the  therapeutic  range 
into  the  toxic  range  by  either  viral 
illness  or  fever.  The  majority  of 
physicians  in  my  community  were 
not  aware  of  the  seriousness  of  this 
problem. 

Theophylline  toxicity  from 
overdose  has  long  been  recognized 
as  a potential  problem  when  using 
this  drug  in  the  management  of 
reactive  airways  disease.  It  is  now 
recognized  that  elevated  temperature 
lasting  24  hours  or  longer  and 


probably  many  viral  infections  can 
significantly  alter  the  clearance  of 
theophylline  resulting  in  elevation 
of  serum  theophylline  levels  into 
the  toxic  range.  Seizures  with 
permanent  severe  brain  damage  may 
occur  as  a result  of  high  serum 
theophylline  levels. 

Please  have  your  members  who 
use  this  drug  review  the  medical 
literature  regarding  the  safe  use  of 
theophylline.  Consider  using  other 
medications  first  before  using 
theophylline.  If  theophylline  is  used, 
keep  serum  levels  between  5-15  ug/ml 
instead  of  the  10-20  ug/ml  range  and 
should  fever  or  viral  infections  of 
24  hours  duration  or  longer  occur, 
reduce  the  dose  of  theophylline  by 


half  during  that  illness  or  if  that  is 
not  safe  then  monitor  theophylline 
levels  more  carefully. 

James  A.  Klicpera,  M.D. 
The  Everett  Clinic 
3901  Hoyt  Ave. 

Everett,  Wa.  98201 

References 

Koren  G.,  Greenwald  M.  Decreased 
theophylline  clearance  causing  toxicity  in 
children  during  viral  epidemics.  J of  Asthma 
1985;  22(2):75. 

Kraemer  MJ,  et  al.  Altered  theophylline 
clearance  during  an  influenza  b outbreak. 
Pediatrics  1982;  69:476. 

Weinberger  M Theophylline  toxicity  and  viral 
infections.  Pediatrics  1982;  70:508. 

Winberger  M.  Managing  asthma,  Baltimore: 
Williams  & Wilkins,  1990. 


Early  Flu  Vaccination 


Influenza  and  pneumonia 
combined  have  ranked  as  the  sixth 
leading  cause  of  death  in  the  United 
States  since  1979.  As  flu  season 
draws  near,  the  American  Lung 
Association  advises  all  high  risk 
individuals  to  obtain  their  flu  shots 
now.  Early  vaccination  can 
strengthen  the  body’s  defenses 
against  influenza  and  pneumonia. 

Yet  each  year  those  individuals  who 
could  most  benefit  from  these 
vaccines,  fail  to  get  them. 

Those  at  high  risk  include  older 


adults,  especially  those  over  65 
years  old;  adults  and  children  who 
have  chronic  disorders  of  the 
pulmonary  or  cardiovascular 
systems;  and  residents  of  nursing 
homes  or  other  long-term  health 
care  facilities.  Health  care  providers 
should  also  be  vaccinated  to  avoid 
transmitting  influenza  to  high  risk 
persons. 

Flu  shots  have  to  be  taken  once  a 
year  since  the  virus  strains  change 
annually.  The  preferred  time  for  flu 
vaccination  is  between  October  15 


and  November  15  to  allow  the  body 
sufficient  time  to  produce 
antibodies  to  the  virus. 

We  at  the  West  Virginia  Thoracic 
Society  and  the  American  Lung 
Association  of  West  Virginia  hope 
that  you  will  support  our  urgent 
message  on  flu  and  pneumonia.  It  is 
a matter  of  life  and  breath. 

Sincerely, 

Daniel  E.  Banks,  M.D. 

President 

WV  Thoracic  Society 

ALAWV  Board  Member 
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General  News 


Mid-Winter  Speakers  Set  for  Sessions 
on  Thyroid  Disease,  Trauma  Management 


This  year’s  24th  Mid-Winter 
Clinical  Conference,  January  24-27 
at  the  Charleston  House-Holiday 
Inn,  will  begin  its  scientific  sessions 
with  a panel  discussion  entitled 
“Update  on  Thyroid  Disease.”  The 
speakers  for  this  presentation  will 
be  Doug  Jones,  M.D.,  of  The 
Greenbrier  Clinic;  John  W.  Leidy, 
M.D.,  Ph.D.,  of  the  Marshall 
University  School  of  Medicine;  and 
Caldwell  B.  Esselstyn,  Jr.,  M.D.,  of 
the  Cleveland  Clinic  Foundation. 

Biographical  information  has  also 
been  received  on  all  of  the  speakers 
for  the  Third  Scientific  Session, 


Jones 


“Trauma  Management.”  These  panelists 
will  be  Hoyt  J.  Burdick,  M.D.,  FACCP, 
of  Huntington;  John  Schmidt  III,  M.D., 
of  Charleston;  Gregory  Timberlake, 
M.D.,  of  the  department  of  surgery 
of  the  WVU  Hospital  in  Morgantown; 
and  Jim  Boland,  M.D.,  department 
of  surgery  at  the  WVU  Health 
Sciences  Center,  Charleston  Division. 

A curriculum  vitae  on  each  of 
the  speakers  for  these  first  and 
third  sessions  begins  below  and 
information  on  the  other  Mid-Winter 
speakers  will  be  published  in 
December  and  January. 

Thyroid  Update  Panelists 

Dr  Douglas  Larkin  Jones 
received  his  bachelor’s  degree  in 
general  biology  and  his  medical 
degree  from  Vanderbilt  University  in 
Nashville.  He  completed  residency 
training  at  Harkness  Community 
Hospital  in  1971  and  then  served  as 
a general  medical  officer  in  the  U.S. 
Navy  Reserves  for  two  years. 

Following  his  military  position, 

Dr.  Jones  relocated  to  West  Virginia 
and  completed  a residency  in 
internal  medicine  and  a fellowship 
in  endocrinology  and  metabolism  at 
the  WVU  Hospital  in  Morgantown. 
From  1977-81,  he  was  an  assistant 
professor  of  medicine  at  the  WVU 
School  of  Medicine,  Charleston 
Division,  and  then  was  named  to  his 
current  post  as  a clinical  associate 
professor.  He  is  now  also  a staff 
physician  at  The  Greenbrier  Clinic. 

A diplomate  of  the  National  Board 
of  Medical  Examiners  and  the 
American  Board  of  Internal  Medicine, 


Boland 


Dr.  Jones  is  certified  in 
endocrinology  and  metabolism  by 
the  American  Board  of  Internal 
Medicine.  He  is  a fellow  of  the 
American  College  of  Physicians  and 
a professional  member  of  the 
American  Diabetes  Association. 

Dr.  John  W.  Leidy  Jr.  is  a native  of 
New  Jersey  who  received  a 
bachelor’s  degree  in  biophysics  from 
Brown  University  in  Providence, 

R.I.,  and  a medical  degree  and  a 
doctorate  degree  in  physiology  and 
biophysics  from  the  University  of 
Washington  in  Seattle.  He  did  his 
internship  at  the  Albert  Einstein 
Medical  Center  and  his  residency  in 
internal  medicine  at  the  Medical 
College  of  Pennsylvania,  which  are 
both  located  in  Philadelphia. 

Following  his  residency,  Dr.  Leidy 
did  a fellowship  in  endocrinology 
and  metabolism  at  the  University  of 
Colorado  Health  Sciences  Center  in 
Denver  from  1982-85  and  then 
worked  there  as  a clinical  instructor 
for  a year. 

In  1986,  Dr.  Leidy  accepted  a 
position  at  the  Marshall  University 
School  of  Medicine  as  an  assistant 
professor  of  medicine  and  became  a 
staff  physician  at  the  Veterans 
Administration  Hospital  in 
Huntington.  Three  years  later,  in 
addition  to  his  other  responsibilities, 
Dr.  Leidy  was  named  an  assistant 
professor  of  physiology  at  the 
school.  This  year.  Dr.  Leidy  was 
appointed  to  his  current  position  as 
an  associate  professor  of  medicine 
at  the  MU  School  of  Medicine. 

During  his  career,  Dr.  Leidy  has 
been  the  recipient  of  four  grants  for 
special  study  and  is  currently 
conducting  research  entitled 
“Growth  Hormone-Releasing 
Hormone  in  Experimental  Obesity.” 

This  past  year,  Dr.  Leidy  was 
named  Clinical  Instructor  of  the 
Year  by  the  1990  Class  of  the  MU 
School  of  Medicine.  He  is  the 
author  of  20  scientific  articles  and 
abstracts. 


Burdick 


Schmidt 
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Dr.  Caldwell  B.  Esselstyn  Jr.  did  his 
undergraduate  studies  at  Yale 
University  and  then  received  his 
medical  degree  in  1961  from  Case 
Western  Reserve  University  School  of 
Medicine  in  Cleveland. 

After  graduation,  he  remained  in 
Cleveland  for  his  internship  and 
residency  and  then  went  abroad  to 
serve  as  the  senior  registrar  for 
Professor  Bryan  Brooke  at  St.  George 
Hospital  in  London.  From  1966-68, 

Dr.  Esselstyn  was  a captain  in  the  U.S. 
Medical  Corps  stationed  first  in  Fort 
Bragg,  N.C.,  and  then  in  Vietnam, 
where  he  was  awarded  a bronze  star. 

Since  1968,  he  has  held  his  present 
post  as  head  of  the  section  of  thyroid 
and  parathyroid  surgery  in  the 
department  of  general  surgery  at  the 
Cleveland  Clinic  Foundation.  He  is 
also  an  assistant  clinical  professor  of 
surgery  at  Case  Western  Reserve 
University  School  of  Medicine. 

Dr.  Esselstyn  is  president  of  the 
American  Association  of  Endocrine 
Surgeons  and  is  a former  president  of 
the  Cleveland  Surgical  Society,  the 
medical  staff  of  the  Cleveland  Clinic 
Foundation,  and  the  Cleveland  Clinic 
Surgical  Society.  A noted  author,  Dr. 
Esselstyn  has  published  over  130 
scientific  articles  and  abstracts. 

Trauma  Management  Panelists 

Dr.  Hoyt  Jeffrey  Burdick  is  a native 
of  Alabama  who  did  his  undergraduate 
studies  at  Mississippi  State  University 
in  Starkville,  Miss.  In  1980,  he 
received  his  medical  degree  from  the 
University  of  Mississippi  in  Jackson 
and  then  completed  his  internship, 
residency  and  fellowship  in  internal 
medicine  at  the  school’s  Medical 
Center. 

In  1985,  Dr.  Burdick  moved  to 
Huntington  to  open  his  medical 
practice  and  joined  the  medical  staffs 
of  Cabell  Huntington  Hospital  and  St. 
Mary’s  Hospital.  Two  years  later,  he 
became  the  medical  director  of 
respiratory  and  pulmonary  therapy  at 
Cabell  Huntington  and  was  appointed 
as  a clinical  assistant  professor  at  the 
MU  School  of  Medicine. 

Dr.  Burdick  is  certified  by  the 
American  Board  of  Internal  Medicine 
and  has  received  additional 
certification  for  the  subspecialities  of 
pulmonary  diseases  and  critical  care. 

Dr.  John  Henry  Schmidt  III  is  a 
neurosurgeon  in  private  practice  in 


Charleston  who  is  on  the  staffs  of 
Charleston  Area  Medical  Center  and 
Thomas  Memorial  Hospital. 

A native  of  Wyoming,  Dr.  Schmidt 
obtained  two  bachelor  degrees  from 
the  University  of  Wyoming  and 
graduated  in  1979  from  the 
University  of  Colorado  with  his 
medical  degree.  He  did  an 
internship  in  general  surgery  at  West 
Virginia  University,  Charleston 
Division,  CAMC,  and  then 
completed  a five-year  residency  in 
the  department  of  neurosurgery  at 
the  WVU  Medical  Center.  The 
following  year,  Dr.  Schmidt  was 
named  a clinical  instructor  for  the 
WVU  School  of  Medicine. 

During  his  career,  Dr.  Schmidt  has 
done  extensive  postgraduate  studies 
throughout  the  U.S.  and  in  1988 
attended  the  Soviet-American 
Seminar  on  Hypertension.  He  is  a 
diplomate  of  the  American  Board  of 
Neurological  Surgeons  and  is 
subsection  chief  of  the  division  of 
neurosurgery  at  CAMC.  Dr.  Schmidt 
is  active  on  many  committees  at 
CAMC  and  is  also  a member  of  the 
West  Virginia  Head  Injury  Foundation. 

Dr  Gregory  Alan  Timberlake  is 
an  associate  professor  and  head  of 
the  section  of  trauma  and  emergency 
surgery  at  the  WVU  Health  Sciences 
Center  in  Morgantown.  Born  in 
Washington,  D.C.,  Dr.  Timberlake 
received  his  bachelor’s  degree 
and  medical  degree  from  the 
University  of  Virginia  in  Charlottesville, 
where  he  also  did  an  internship  in 
surgery. 

In  1977,  Dr.  Timberlake  moved  to 
California  and  did  an  internship  in 
basic  surgery  at  the  Naval  Regional 
Medical  Center  in  San  Diego  and 
then  took  a post  as  a general 
medical  officer  at  the  U.S.  Naval 
Regional  Medical  Center  in  Okinawa, 
Japan.  In  1979,  he  returned  to 
California  to  the  Naval  Regional 
Medical  Center  to  do  a four-year 
residency  in  general  surgery. 

Following  his  residency,  Dr. 
Timberlake  accepted  an  assignment 
in  Rota,  Spain,  as  head  of  the 
general  surgery  service  at  the  U.S. 
Naval  Hospital.  He  was  promoted  to 
director  of  surgical  services  there  in 
1985,  but  left  that  year  to  do  a 
fellowship  in  trauma/critical  care 
surgery  at  Tulane  University  Medical 


Center  and  the  Charity  Hospital  of 
Louisiana. 

Dr.  Timberlake  again  relocated  to 
San  Diego  in  1986  to  become  staff 
general  surgeon  in  the  department 
of  surgery  at  the  U.S.  Naval  Hospital. 
During  the  next  three  years,  he  held 
this  position  and  was  clinical 
assistant  professor  of  surgery  at  the 
F.  Edward  Hebert  School  of 
Medicine  in  Bethesda,  Md.,  before 
coming  to  Morgantown  to  accept 
his  current  roles  at  WVU. 

Dr.  Timberlake  has  been  very 
active  in  military  medicine,  and  is 
presently  the  officer  in  charge  of 
the  PRIMUS  Unit  PO605  of  the 
WVY  Medical  School.  He  is 
chairman  of  the  U.S.  Navy  State 
Chapter  of  the  Committee  on 
Trauma  for  the  American  College  of 
Surgeons. 

A co-editor  of  the  “Trauma 
Rounds”  section  of  Emergency 
Medicine,  Dr.  Timberlake  is  also  on 
the  editorial  board  for  the  “Trauma 
Chronicle,”  section  of  Current 
Concepts  in  Critical  Care  and 
Trauma. 

Dr.  James  P.  Boland  attended 
college  and  medical  school  in  his 
hometown  of  Philadelphia. 

After  graduating  in  1956  from 
Jefferson  Medical  College,  Dr. 

Boland  did  an  internship  at 
Philadelphia  General  Hospital  and  a 
residency  in  general  surgery  at  the 
Graduate  Hospital  of  the  University 
of  Pennsylvania.  He  completed  a 
second  residency  in  thoracic  surgery 
at  the  University  of  Texas 
Southwestern  Affiliated  Hospitals. 

Prior  to  accepting  his  current 
roles  as  a professor  and  the 
chairman  of  the  department  of 
surgery  at  the  West  Virginia  Health 
Sciences  Center,  Charleston 
Division;  Dr.  Boland  was  on  the 
faculty  at  the  Medical  College  of 
Pennsylvania  for  12  years. 

In  1982,  Dr.  Boland  was  named 
Clinician  of  the  Year  at  CAMC  and 
he  was  given  the  Outstanding 
Teacher  Award  by  WVU  the 
following  year.  He  has  contributed 
chapters  for  two  books  and  has 
written  over  50  scientific  articles. 

Dr.  Boland  has  had  active  part  in 
naval  medical  operations  and  has 
traveled  throughout  the  world  to 
conduct  seminars  and  visit  hospitals. 
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New  Infant  Vaccine 
Approved  by  FDA 

The  Food  and  Drug  Administration 
has  approved  the  use  of  a new 
vaccine  to  help  prevent  bacterial 
meningitis  in  young  children. 

The  vaccine  — called 
Haemophilus  b conjugate 
(diphtheria  CRM197  protein 
conjugate),  produced  by  Praxis 
Biologies,  Inc.  of  Rochester,  N.Y.,  — 
was  licensed  in  December  1988  for 
use  in  children  beginning  at  18 
months  of  age.  Data  was  not 
available  then  to  show  that  the 
vaccine  would  be  effective  in 
younger  children.  According  to  the 
FDA,  recent  studies  show  this 
vaccine  is  effective  and  safe  at 
earlier  ages  when  given  in  a series 
of  injections. 

“We  believe  that  the  new  use  of 
this  vaccine  will  prevent  a serious, 
contagious  disease  responsible  for 
the  majority  of  cases  of  meningitis 
— which  can  lead  to  brain  damage 
and  death  in  infants  — in  the  U.S. 
today,”  Louis  W.  Sullivan,  secretary 
of  the  Department  of  Flealth  and 
Human  Services  said.  “This 
licensing  action  represents  the  first 
approval  of  a vaccine  for  routine 
use  in  infants  in  almost  30  years.” 

Although  vaccination  has  reduced 
the  incidence  significantly  in  older 
children,  about  10,000  cases  of 
Haemophilus  b meningitis  still 
occur  annually,  primarily  in  children 
younger  than  18  months.  The  mortality 
rate  is  estimated  to  be  five  percent, 
with  neurological  complications  — 
ranging  from  mild  to  severe  — 
occurring  in  up  to  38  percent  of 
children  who  survive  the  infection. 

The  provisional  recommendations 
by  the  American  Academy  of 
Pediatrics  for  use  of  this  new 
vaccine  are  as  follows: 

• The  vaccine  is  recommended 
for  all  infants  above  the  age  of 
2 months. 

• Three  doses  of  the  vaccine 
should  be  given  to  infants 
younger  than  6 months;  ideally, 
at  2,  4 and  6 months. 

• Two  doses  of  the  vaccine 
should  be  given  to  infants  who 
are  first  seen  between  7 and  11 
months  of  age;  one  dose  of  the 
vaccine  should  be  given  for 
infants  first  seen  between  12 
and  14  months. 


• All  infants  should  receive  a 
booster  dose  at  15  months. 

• Any  of  the  currently  licensed 
conjugate  vaccines  can  be  used 
for  the  dose  at  15  months,  as 
they  all  appear  to  be  effective  at 
that  age. 

The  new  schedule  of 
immunizations,  FDA  said,  is 
expected  to  prevent  the  majority  of 
Haemophilus  b infections  which 
most  frequently  strike  children 
between  6 and  12  months  of  age. 

Meningitis,  which  may  be  caused 
by  a bacterial  or  viral  infection,  is 
an  inflammation  of  the  membranes 
covering  the  brain  and  spinal  cord. 
The  vaccine  is  effective  only  against 
the  bacterial  form  caused  by 
Haemophilus  influenza  type  b.  The 
organism  can  also  cause  pneumonia, 
epiglottitis  (a  dangerous  swelling  of 
the  throat  that  may  interfere  with 
breathing),  infections  of  the  joints 
and  other  serious  infections. 

Clinical  trials  conducted  at  the 
Kaiser  Permante  Pediatric  Vaccine 


Study  Center  in  Oakland,  Ca., 
involved  approximately  60,000 
infants  less  than  6 months  old, 
about  half  of  whom  received  the 
vaccine.  When  administered  in  three 
doses  at  2,  4 and  6 months  of  age, 
the  vaccine  provided  high  levels  of 
protection  until  the  recommended 
booster  dose. 

Side  effects  among  infants  in  the 
clinical  trials  were  mild  and 
transient,  including  swelling  and 
warmth  at  the  vaccination  site  and 
occasional  fever.  No  serious  adverse 
reactions  were  observed  when  that 
vaccine  was  given  alone. 

This  vaccine  is  distributed  by 
Lederle  Laboratories,  a division  of 
American  Cyanamid  of  Wayne,  N.J., 
under  the  trade  name  HibTITTER. 
Two  other  manufacturers  are 
licensed  to  produce  different  forms 
of  Haemophilus  b conjugate 
vaccines,  but  these  have  not 
received  approval  for  use  in 
children  under  15  months  of  age. 
(Please  see  the  scientific  article  on 
page  503  relating  to  this  subject.) 


AAO  Issues  New  Policy  on  Laser  Safety 


Patients  undergoing  laser  surgery 
should  be  safeguarded  with  a 
quality  of  care  in  the  same  tradition 
as  patients  undergoing  other  types 
of  surgery,  the  American  Academy 
of  Ophthalmology  (AAO)  says  in  a 
new  policy  statement. 

The  introduction  of  the  excimer 
laser,  may  make  possible  the 
treatment  of  nearsightedness 
(myopia)  by  using  the  laser  to 
modify  the  surface  of  the  cornea. 
Excimer  laser  surgery  is  capable  of 
removing  corneal  tissue  with  an 
accuracy  and  precision  that  has 
never  before  been  available, 
however  the  AAO  has  stated  that 
there  are  still  some  unanswered 
questions  on  patient  safety. 
Significant  side  effects  which  have 
occurred  include  corneal  haze 
which  can  limit  visual  acuity, 
thickening  of  the  epithelium,  and 
regression  of  the  laser-induced 
changes  in  the  cornea  which  can 
lead  to  a recurrence  of  myopia. 

The  AAO,  the  largest  national 
association  of  eye  physicians  and 
surgeons,  says  it  strongly  supports 


federal  and  state  regulatory  agencies’ 
historic  position  that  laser  surgery 
should  be  performed  by  a licensed 
doctor  of  medicine  or  osteopathy. 

“A  physician  who  performs 
excimer  laser  corneal  surgery  should 
be  trained  and  appropriately 
prepared  to  provide  local  and 
systemic  therapy  with  antibiotics, 
corticosteroids  and  other 
prescription  drugs,”  the  Academy 
said.  “He  or  she  should  be  able  to 
perform  corneal  transplants  or  other 
surgical  or  non-surgical  procedures 
that  may  be  indicated,  and  should 
also  be  able  to  offer  surgical 
alternatives  to  laser  surgery.  The 
physician  should  be  sufficiently 
trained  to  assess  the  risks  and 
benefits  of  all  available  treatment 
alternatives  and  to  discuss  these 
with  the  patient  before  proceeding.” 

The  excimer  laser  is  undergoing 
clinical  trials  to  test  its  safety  and 
effectiveness  when  used  to  modify 
refractive  errors.  Use  of  excimer 
lasers  for  refractive  conditions  is 
currently  limited  to  clinical  trials 
approved  and  monitored  by  the  U.S. 
Food  and  Drug  Administration. 
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Niacin  Use  Needs 
Medical  Supervision 

Prompted  by  two  recent  studies 
published  in  the  Journal  of  the 
American  Medical  Association,  the 
Niacin  Information  Center  has 
reported  that  niacin  taken  to  lower 
cholesterol  should  be  used  only 
when  supervised  by  a physician. 

The  center  also  cautioned  against 
the  use  of  time-release  niacin 
because  of  the  possibility  of  liver 
damage. 

The  first  study  mentioned 
reversible  liver  damage  that 
occurred  in  individuals  who  had 
switched  to  time-release  niacin  from 
crystalline  form.  However,  liver  tests 
returned  to  normal  after 
discontinuing  the  time-release 
niacin. 

The  second  study  cautioned 
diabetics  that  large  doses  of  niacin 
may  affect  control  of  blood-sugar 
levels.  According  to  the  center,  these 
reports  emphasize  the  importance  of 
close  monitoring  by  physicians  for 
anyone  taking  niacin  in  doses 
exceeding  the  Recommended 
Dietary  Allowance  (15-19  milligrams). 

Niacin  is  the  only  cholesterol- 
reducing  agent  available  without  a 
prescription,  and  individuals  should 
be  careful  not  to  medicate 
themselves  with  large  doses,  the 
center  said. 

According  to  Niacin  Information 
Center  advisory  board  member  Dr. 
Margo  Denke,  “People  are  under  the 
mistaken  impression  that  because 
niacin  is  available  over  the  counter, 
it  is  not  a drug.  In  large  doses  taken 
for  cholesterol-lowering  purposes,  it 
can  no  longer  be  considered  a 
vitamin.  It  should  be  taken  under 
close  supervision  by  a physician  as 
with  any  other  medication. 

“The  benefits  of  niacin  should 
not  be  overlooked  though.  Not  only 
does  it  lower  triglyceride,  total-  and 
LDL-cholesterol  levels,  but  niacin 
has  the  added  benefit  of  increasing 
the  “good”  HDL-cholesterol.  Niacin 
is  the  oldest  lipid-lowering  agent, 
and  its  safety  and  effectiveness  is 
supported  by  the  National  Institutes 
of  Health  and  the  National 
Cholesterol  Education  Program.  In 
addition,  niacin’s  average  annual 
cost  of  about  $200  per  patient  is 
just  a fraction  of  the  cost  of  other 
cholesterol-reducing  medications,” 

Dr.  Denke  added. 


The  Niacin  Information  Center 
operates  a toll-free  number, 
800-NIACIN-l,  exclusively  for 
physicians  and  health  professionals 
to  call  with  questions  or  for  written 
information. 


Radon  Testing  of 
WV  Schools  Begins 

A three-year  program  for  testing 
West  Virginia  school  buildings  for 
radon  gas  was  started  in  October 
according  to  Joseph  P.  Schock, 
director  of  the  Office  of 
Environmental  Health  Services.  The 
testing  serves  the  dual  purpose  of 
analyzing  radon  levels  in  the 
buildings  and  increasing  public 
awareness  of  radon  gas,  its  dangers 
and  the  remedies  for  reducing 
exposure  to  radon  gas. 

“The  Lung  Association  is 
particularly  concerned  about  radon 
exposure,”  said  John  R.  Carlson, 
executive  director  of  the  American 
Lung  Association  of  West  Virginia. 
“Radon  is  the  second  leading  cause 
of  lung  cancer  in  the  United  States, 
next  to  smoking.” 

The  combination  of  exposure  to 
radon  gas  and  smoking  increases  the 
risk  of  lung  cancer  10  times,  he 
points  out. 

The  OEHS  is  concerned  about  the 
higher  than  average  incidence  of 
radon  in  homes  in  West  Virginia. 
Nationally,  the  EPA  estimates  that  25 
percent  of  the  homes  have  high 
radon  levels.  A recent  study  by  the 
OEHS  of  5,319  homes  in  West 
Virginia  showed  that  33  percent 
have  elevated  radon  levels. 

Beattie  DeBord,  chief  of  West 
Virginia’s  Radiological  Health 
Program,  notes  that  radon  testing  is 
easy  and  relatively  inexpensive.  And, 
the  cure  for  a high  radon  level  can 
be  as  simple  as  sealing  cracks  in 
basement  floors  and  walls. 

Radon  is  a radioactive  gas 
produced  naturally  in  the  earth  that 
seeps  into  the  atmosphere.  Outdoors 
it  is  quickly  diluted  and  does  not 
present  a problem,  but  indoors  it 
becomes  trapped  in  homes  and 
other  buildings,  accumulating  to 
dangerous  levels.  Radon  attaches  to 
dust  particles  in  the  air  and  when 
inhaled  it  further  decays  in  the 
lungs,  causing  tissue  damage 
resulting  in  lung  cancer. 


Geological  conditions  do  effect 
radon  levels  and  school  buildings  in 
the  14  counties  rated  with  the 
highest  possibility  of  radon  will  be 
tested  first.  These  counties  are 
Hancock,  Grant,  Monongalia, 
Hampshire,  Ohio,  Barbour,  Brooke, 
Hardy,  Mineral,  Morgan,  Marshall, 
Berkeley,  Jefferson  and  Greenbrier. 


The  OEHS  has  established  a radon 
hotline  at  1-800-922-1255  to  answer 
questions. 


Trauma  Research 
Winners  Announced 

The  First  Annual  Resident’s 
Trauma  Research  Competition  was 
held  in  Morgantown  on  Saturday, 
September  22  during  the  West 
Virginia  Chapter  of  the  American 
College  of  Surgeon’s  annual  fall 
meeting. 

The  competition  was  sponsored 
by  the  West  Virginia  Committee  on 
Trauma.  Presentations  were  judged 
by  David  C.  Fogarty,  M.D.;  Thomas 
Chang,  M.D.;  and  Hiram  C.  Polk  Jr., 
M.D.  The  winning  papers  were: 
“Blunt  Aortic  Transection  in  a Rural 
Trauma  Setting,”  by  Alexander 
Vasilakis,  M.D.,  fellow  in 
cardiothoracic  surgery;  and 
"Management  of  Hyperflexion 
Fractures  of  the  Thoroacolumbar 
Spine,”  by  Crystal  Willison,  M.D., 
resident  in  neurosurgery. 

The  papers  will  be  presented  in 
competition  at  the  regional 
Committee  on  Trauma  meeting  to 
be  held  December  5,  at  the 
University  of  Maryland  in  Baltimore. 
Regional  winners  will  present  their 
research  at  the  National  Committee 
on  Trauma  meeting  in  Denver. 


AHA  Grants  Available 

The  American  Heart  Association  is 
accepting  qualified  applications  for 
research  grants  for  the  1991-92  fiscal 
year. 

To  get  more  information  on  these 
research  grants,  call  or  write  the 
American  Heart  Association,  West 
Virginia  Affiliate,  211  35th  Street, 

S.E.,  Charleston,  WV  25304, 
346-5381. 
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“Your  Medical  Collection  Service” 


Affiliated  with  Charleston  Area  Medical  Center,  Inc. 


We  are  proud  to  be  the  largest  and  most  sophisticated 
collection  service  in  West  Virginia.  Our  emphasis  is  service 
and  client  image  and  our  services  are  marketed  exclusively  to 
health  care  providers.  Please  call  today  for  a review  of  our 
services  and  what  we  can  do  to  assist  your  cash  flow  position. 


J.  Bruce  Dunlap 

Director  of  Operations 


Thomas  Harris 
Marketing  Supervisor 


304-345-4371 


In  WV  1-800-344-5150 


FAX  304-345-4323 


CENTER  FOR  LUNG  DISEASE 


H 1-800-521-LUNG  343-LUNG 

~ Mahendra  M.  Patel,  M.D.,  F.C.C.P.,  Medical  Director 


STAFF 

HEAD  NURSE 

Leslie  Blackhurst,  R.N. 
PULMONARY  PHYSICIANS 
M.  M.  Patel,  M.D.,  F.C.C.P. 
M.  Kayi,  M.D. 

PULMONARY  PHYSIOLOGISTS 
Byron  Young,  R.P.F.T. 

Candy  Kister,  R.P.F.T. 

CHEST  SURGEONS 

E.E.  Figueroa,  M.D.,  F.A.C.S. 
R.  Sampath,  M.D.,  F.A.C.S. 
LUNG  CANCER  SPECIALISTS 
A.  Shah,  M.D. 

J.  V.  Teleron,  M.D. 

MEDICAL  SOCIAL  WORKER 
Karren  Graham,  M.S.W. 


SERVICES 

36  Inpatient  Beds 
Non-Invasive  Respiratory  ICU 
Pulmonary  Physiology  Laboratory 
Sleep  Apnea  Evaluations 
Pulmonary  Disability  Determinations 
Video  Bronchoscopy 
Tracheostomy/Respirator  Clinic 


SUPPORT  SERVICES 

Clinical  Laboratory 
Radiology 
Nuclear  Medicine 
Cardiac  Catheterization 
LINCARE,  INC. 


West  Virginia’s  first  comprehensive  Lung  Unit 

Since  1986 


SAIN^B^^^tePITAL 


333  Laidley  Street  • PQ  Bax  471  • Charleston,  WV  25322  • (304)  347-6500 


Continuing  Education 


Listed  on  this  page  are  some  of 
the  upcoming  continuing  education 
programs  which  will  be  held 
throughout  the  state. 

The  programs  this  month  were 
compiled  by  the  following 
individuals:  Suzanne  Nowell,  WVU 
outreach  coordinator  of  continuing 
medical  education;  Lamont 
Nottingham,  Ed.D.,  continuing 
medical  education  coordinator  for 
WVU,  Charleston  Division;  Robin 
Rector,  coordinator  of  continuing 
medical  education  for  Charleston 
Area  Medical  Center;  and  Arlene  S. 
Feder,  M.D.,  coordinator  of  Medical 
Grand  Rounds  for  Ohio  Valley 
Medical  Center. 

These  programs  are  tentative  and 
subject  to  change.  Further 
information  about  these  CME 
activities  may  be  obtained  by  calling 
Nowell  at  293-3937;  Nottingham  at 
347-1363;  Rector  at  348-9580;  and 
Feder  at  234-1835.  Other  national 
and  state  meetings  are  listed  in  the 
Medical  Meetings  section  of  the 
Journal. 

This  schedule  is  presented  as  a 
convenience  for  physicians.  If  you 
would  like  to  have  the  continuing 
education  programs  offered  by  your 
institution  or  association  published 
in  the  Journal , please  contact  Nancy 
Hill,  managing  editor,  at  925-0342 
or  1-800-2  5 7-4747. 

WVU  CME  Conferences 

November  9-10-  “Child 

Development,” 
Canaan  Valley 
November  17-  “Behavioral  and 
Developmental 
Pediatrics”* 

’Conference  is  in  Morgantown  in  conjunction 
with  a football  game. 

Ohio  Valley  Medical  Center- 
Wheeling 

November  l4-“Methanol  Poisoning,” 
Derrick  L.  Latos,  M.D., 
8 a.m. 

November  28- “The  Spectrum  of 
Ischemia:  Risk 
Stratification  of  the 
Coronary-Prone 
Patient,”  David  S. 
Sheps,  M.D.,  8 a.m. 


CAMC/WVU  Health  Sciences 

Center-Charleston 

November  14-  “Faculty  Research 
Day,”  8 a.m. 

November  15-  “Guest  Relations,” 
noon 

November  26- “Neonatology 

Update,”  12:30  p.m., 
teleconference  at 
various  sites 

CME  Outreach 
Programs 


Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (*)/WVU  Health 

Sciences  Center-Charleston  (A) 
(Check  locally  for 
additional  information) 


Logan  ★ Logan  General  Hospital, 
November  16,  11:30  a.m.,  “Update 
on  Osteoporis,”  Ward  Maxson,  M.D. 

Martinsburg  ★ VA  Medical  Center, 
November  15,  3 p.m.,  “Ultrasound 
Update,”  Deborah  Willard,  M.D. 

New  Martinsville  ★ Wetzel  County 
Hospital,  November  8,  11:30  a.m. 
(tba) 


Parkersburg  ★ Camden-Clark 
Memorial  Hospital,  November  21, 
7 a.m.,  “Hyperlipidemia,  Evaluation 
and  Treatment,”  Timothy  Jackson, 
M.D. 

Parkersburg  ★ Camden-Clark 
Memorial  Hospital,  November  28, 
7:30  a.m.,  “Hepatitis  B and  Vaccine,” 
Beth  Funk,  M.D. 

Point  Pleasant  □ Pleasant  Valley 
Hospital,  November  22,  noon, 
“Breast  Cancer,”  Jim  Previll,  M.D. 

Ripley  □ Jackson  General  Hospital, 
November  9,  noon,  “What’s  New  in 
Hip  Arthritis  Treatment,”  Frederick 
Pollock,  M.D. 

Spencer  □ Roane  General  Hospital, 
November  20,  12:30  p.m.,  “Pediatric 
Cardiology  Update,”  John  Eckerd, 
M.D. 

Weston  ★ Stonewall  Jackson  General 
Hospital,  November  12,  noon, 
“Disability  Ratings:  Respiratory 
Disorders,”  Mario  Battigelli,  M.D. 

Whitesville  □ Raleigh-Boone  Medical 
Center,  November  28,  11  a.m., 
“Update  on  Gastrointestinal 
Disease,”  Warren  Point,  M.D. 

White  Sulphur  Springs  □ 

Greenbrier  Clinic,  November  19, 
4 p.m.,  “Update  on  Prostate  Cancer,” 
Donald  Lee,  M.D. 
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Poetry  Corner 


November 


8- 9 — How  to  Get  Started  in  Medical  Prac- 
tice (Southern  Medical  Association), 
Richmond. 

9- 10 — The  Surgeon  General’s  Follow-Up 
Conference  for  Children  with  Special 
Needs:  West  Virginia’s  Response  (WVU 
Health  Sciences  Center),  Canaan  Valley. 

10- 14 — American  College  of  Allergy  and 
Immunology,  San  Francisco. 

12-15 — Primary  Care  Update  (Interstate 
Postgraduate  Medical  Association)  Lake 
Buena  Vista,  Fla. 

12-16  — Intensive  Course  in  Pediatric 
Emergency  Medicine,  Children’s  Hospital 
of  Philadelphia  and  University  of  Penn- 
sylvania School  of  Medicine,  Philadelphia. 

14- 16 — The  Impact  of  Medical  Technology 
on  the  Quality  of  Life,  Ohio  State  Univer- 
sity Hospitals,  Columbus. 

15- 18 — Psychiatric  Medicine  in  the  1990s: 
The  Emergence  of  Consultation/Liaison 
Psychiatry,  Phoenix. 

17 — Laser  Surgery  Seminar  VII,  (Eye  & Ear 
Clinic  of  Charleston,  Inc.  & Dept,  of 
Surgery,  WVU/Charleston  Division), 
Charleston. 

17-18— PLEXUS  II,  Neurobiology  of  Ag- 
gression (Healthcare  Rehabilitation  Center), 
Austin. 

25-30 — RSNA  Scientific  Assembly  and  An- 
nual Meeting,  Chicago. 

30-Dec.  2 — 4th  Annual  Family  Practice 
Weekend  and  Sports  Medicine  Conference, 
West  Virginia  Chapter  of  American 
Academy  of  Family  Physicians,  Huntington. 

December 


1-2 — "Nutrition  for  Clinical  Practice  and 
Everyday  Living- 1990,”  Ohio  State  Univer- 
sity, Columbus. 

1 -6 — American  Academy  of  Dermatology, 
Atlanta. 

4-9 — American  Academy  of  Neurological 
and  Orthopaedic  Surgeons,  Las  Vegas 
8 — Orthopaedic  Update,  Southern  Medical 
Association,  Charlotte,  N.C. 

8-9 — Surviving  the  90's  (Risk  Management, 
Reimbursement  Practice  Management), 
Southern  Medical  Association,  Key  Largo, 
Fla. 

10-12 — International  Symposium  on  Multi- 
ple Risk  Factors  in  Cardiovascular  Disease, 
Washington,  D C. 

17 — Anxiety  Disorders:  Diagnosis  and 
Management,  Ohio  State  University, 
Columbus. 

For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 


Winter 

It  lay  white  and  smooth,  untouched 

Save  by  the  breeze 

No  two  particles  the  same 

Sterile  and  soft 

Cold  enough  to  freeze. 

Could  this  be  kin  to  summer's  soft 
rain ? 

Releasing  white  curtains  that  cling 
to  hill  and  plain 

Spring's  showers,  Fall's  drippings, 
the  same? 

Yes,  worms  a butterfly  make 
A rose  by  any  other  name. 

A fanciful  pattern  in  each  little 
grain 

Makes  symmetry  into  beauty 
Makes  cold  into  pain 
One  cured  by  the  warm 
One  killed  by  the  rain. 

When  the  Lord  made  seasons 
The  choices  came  fast 
The  good  was  the  beginning 
He  made  winter  come  last 

Winter  is  worthwhile  because 
It  makes  spring  look  so  good 
fust  like  mashing  a finger 
Stops  a toothache,  I've  understood 

Make  way  for  the  sleeping,  the  sear- 
ching, a test 

The  saps  in  the  roots — no  birds  in 
the  nest 

The  search  for  life  in  abeyance 
Life's  beauty  at  rest. 

John  Paul  Aliff,  M.D. 


The  Most  Volatile 
Agent  of  All 

In  Memory  of 

Dr.  Thomas  James  Cianciolo,  III 
November  22,  1989 

TJ  had  a vision  which  none  of  us 
could  see. 

He  saw  the  world  much  darker 
than  it  could  ever  be. 

We'll  never  know  just  what  he  saw 
that  cold  November  night. 

Death  comes  very  swiftly  and  not 
without  a fight. 

We  wish  he  hadn't  gone  so  soon  but 
then  again,  you  know. 

That  volatile  agent  in  his  soul 
broke  through  and  let  him  go. 

We’ll  miss  him  very  deeply  and 
always  wonder  why 
He  left  our  world  so  quickly 
without  a last  good  bye. 

Tamara  L.  Gilman 

Editor’s  Note:  Dr.  Cianciolo  was  a 
colleague  and  the  best  friend  of 
Mrs.  Gilman’s  husband,  Dr.  Alan  K. 
Gilman,  of  the  Department  of 
Anesthesia  at  Ruby  Memorial 
Hospital  in  Morgantown.  This  poem 
was  read  at  the  memorial  service  for 
Dr.  Cianciolo  which  was  held  at 
WVU  last  December. 


Please  address  your  submissions  for 
Poetry  Corner  to:  Stephen  D.  Ward,  M.D., 
Editor,  West  Virginia  Medical  foumal, 
Box  4106,  Charleston,  WV  25364. 
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STATE 

Medical  Association 

24th 

Mid-Winter 
Clinical  Conference 


PHYSICIAN  SESSION:  "The  Rationing  of  Care" 
PUBLIC  SESSION:  "Adolescent  Sexual  Behavior" 

Also  . . . 

"Update  on  Thyroid  Disease"  "Controversies  in  Medicine" 
"Trauma  Management"  "Potpourri  of  Topics  - Updates" 

Legislative  Reception  - Thursday,  January  24 


EARLY  REGISTRATION 

NAME:  SPECIALTY: 

ADDRESS:  

PHONE:  

Registration  Fee:  $75  WVSMA  Member  & $150  Non-Member 


The  Charleston  House  Holiday  Inn 
Charleston,  WV 
January  25  - January  27 


Sometimes  Being  Sure  Of 
Yourself  Just  Isn't  Enough. 


McDonough  Caperton 
professionals  are 
dedicated  to  our  clients 
and  their  future.  It's  an 
investment  on  both  our 
parts  and  a trust  we 
cherish.  McDonough 
Caperton,  insurance 
advisor  to  the  West 
Virginia  State  Medical 
Association  — 
committed  to  people. 
Dedicated 
to  excellence. 

McDonough 

Caperton 

Insurance 

Group 

7IK 


Investing  Our  People 
In  Your  Future. 


You  know  you  are  a 
good  doctor,  you've 
worked  hard  to  get 
where  you  are  but 
sometimes  being  sure 
of  yourself  just  isn't 
enough... 


Corporate  Headquarters  One  Hillcrest  Drive,  P.O.  Box  1551,Charleston,  WV  25326-1551,  Telephone:  (304)  346-0611  Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  North  Carolina,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


Health  Sciences 
Center  News 


Compiled  from  material  furnished  by  the  West 
Virginia  University  Health  Sciences  Center  News 
Service,  Morgantown. 


Charleston  Division 
Adds  7 Physicians 
to  Faculty 

Six  new  assistant  professors  and  a 
lecturer  have  been  named  to  the 
faculty  of  the  WVU  Health  Sciences 
Center,  Charleston  Division. 

The  assistant  professors  are:  Paul 
D.  Blanton,  Ph.D.,  and  Victor  F. 
Nease,  M.D.,  behavioral  medicine; 
Michael  A.  Istfan,  M.D.,  and  James 
P.  Griffith,  M.D.,  internal  medicine; 
Philip  J.  Hall,  M.D.,  family 
medicine;  and  Jose  E.  Irazuzta,  M.D., 
pediatrics.  Frank  C.  Lucente,  M.D., 
surgery,  has  been  appointed 
lecturer. 


Dr.  Blanton  Dr.  Nease 


Dr.  Istfan  Dr.  Griffith 


Dr.  Hall  Dr.  Irazuzta 


Dr.  Lucente 


West  Virginia 

V 


University 


Professor  Signs 
First  Soviet-American 
Dental  Agreement 

“It  was  like  stepping  off  a jet  and 
being  transformed  to  I960,”  Dr. 
Richard  Crout,  professor  of 
periodontics  at  WVU,  said  about  his 
trip  to  the  USSR. 

Dr.  Crout,  and  20  of  his 
colleagues  from  the  American 
Dental  Association  (ADA),  recently 
toured  dental  clinics  and  schools  in 
Moscow,  Kiev  and  Leningrad.  The 
visit  culminated  in  the  signing  of 
the  first  Soviet-American  dental 
agreement,  which  the  ADA  will 
make  plans  to  implement  at  its 
yearly  conference  this  fall. 

“I  saw  one  small  child  in  Kiev 
who  looked  as  if  he  had  a smudge 
mark  on  his  cheek,”  Dr.  Crout  said. 
“Later,  I learned  that  this  was  a 
bruise  from  his  father  holding  him 
down  during  dental  work  without 
anesthesia. 

“We  also  saw  root  canals, 
restorations  or  fillings  and 
extractions  being  performed 
without  anesthesia.  1 believe  we  can 
really  help  the  Soviet  people  who 
are  in  desperate  need  of  increase 
dental  care,”  Dr.  Crout  added. 

The  dental  agreement  calls  for  the 
exchange  of  professors,  teachers, 
scientists  and  students  on  a 
competitive  basis,  and  for  the 
teaching  of  modern  technology, 
audiovisual  programs,  books, 
journals  and  scientific  papers.  An 
agreement  was  also  signed  for  the 
manufacture  of  much-needed  dental 
equipment  and  supplies. 

i Vli 

Lecture  Series 
Focuses  on 
Contemporary 
Health  Issues 

This  year’s  Benedum  Lecture 
Series  will  conclude  in  November 


with  presentations  from  Dr.  Jeffrey 
Koplan,  director  of  the  Center  for 
Chronic  Disease  Prevention  and 
Health  Promotion  at  the  Centers  for 
Disease  Control,  and  Dr.  Lee 
Robins,  professor  of  sociology  and 
psychiatry  at  the  Washington 
University  School  of  Medicine. 

Dr.  Koplan  will  lecture  on  “The 
Challenge  of  Health  Education,”  on 
November  8 at  8 p.m.  in  the  Health 
Sciences  Center  Addition  Auditorium. 
Dr.  Robin  will  speak  on  the  subject 
of  “Prospects  for  Reducing  Demand 
for  Illicit  Drugs,”  on  November  15 
at  the  same  time  and  location. 

The  Benedum  Lecture  Series  is 
co-sponsored  by  the  Claude 
Worthington  Benedum  Endowment 
and  WVU’s  Office  of  Academic 
Affairs  and  Research. 


Battigelli  Heads 
Occupational 
Medical  Group 

Mario  C.  Battigelli,  M.D.,  director 
of  the  WVU  School  of  Medicine’s 
Institute  of  Occupational  Health  and 
Safety,  has  been  elected  president 
of  the  Tri-State  Occupational 
Medical  Association.  He  took  office 
at  the  Association’s  Annual  Meeting 
September  15  in  Wheeling. 

The  Tri-State  Occupational 
Medical  Association  is  part  of  the 
American  College  of  Occupational 
Medicine,  serving  Eastern  Ohio, 
Western  Pennsylvania  and  West 
Virginia.  Its  membership  consists  of 
physicians  engaged  in  part  or  full- 
time occupational  health  services. 

Before  assuming  his  current 
position  with  WVU  in  1989,  Dr. 
Battigelli  was  director  of  the  Rocky 
Mountain  Center  for  Occupational 
and  Environmental  Health  at  the 
University  of  Utah  School  of 
Medicine  in  Salt  Lake  City. 
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Please  join  us  for  — 

William  B.  Rossman 
Highland  Hospital  Symposium 
Wednesday,  November  14,  1990,  4:00  p.m.  to  6:30  p.m. 

Marriott,  Charleston,  West  Virginia 

DISSOCIATIVE  AND  PSYCHOSOMATIC  DISORDERS 

“Treatment  of  Post  Traumatic  Stress  Disorders” 

“Multiple  Personality  Disorder  and  Psychosomatic  Symptoms” 

Registration  Fee:  $25  Physicians 
$15  Psychologists,  Nurses,  Social  Workers 
Counselors,  Lawyers,  Clergy 

Call  for  more  information  and  to  register  for  our  symposium 

300  56th  Street,  S.E.,  P.O.  Box  4107 
Charleston,  West  Virginia  25364 
(304)  925-4756 

HIGHLAND  BRIDGES  THE  GAP  BETWEEN  MENTAL  ILLNESS  AND  MENTAL  HEALTH 


Just  What  the  Doctor  Ordered! 


You  can  boost  efficiency  and  cash  flow  with  the  POST+ 
Medical  Accounts  Receivable  Package.  As  a health 
care  provider,  you  know  the  importance  of  organized  health 
care  records-and  you're  aware  of  the  time  and  effort  it  takes  to 
keep  them  in  order.  Now  POST+  can  make  that  job  simpler, 
more  efficient,  and  more  profitable  with  features  like: 

• Hardware  and  Software  from  ONE  Reliable  Source 

• Comprehensive  Accounts  Receivable  System 

• Two-Way  Telecommunication  of  Insurance  Claims 

• On-Site  Training/Conversion  Support 

• Outstanding  Service/Monthly  Maintenance 

• Ongoing  Software  Enhancements 

Call  POST+  today.  When  you  see  what  our  system  can  do, 
you'll  agree  that  the  POST+  Accounts  Receivable 
Package  is  the  perfect  prescription  for  your  practice. 


PROVIDER  OFFICE  SERVICES  & TELECOMMUNICATIONS,  INC. 

200  Kanawha  Boulevard,  East  • Charleston,  West  Virginia  25323 
Call  toll-free  from  anywhere  in  West  Virginia:  i -800-358-POST 

Endorsed  by  Blue  Cross  and  Blue  Shield  of  West  Virginia,  Inc. 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University,  Huntington 


McGahee  Named 
Chair  of  Psychiatry 

Dr.  C.  Leon  McGahee  has  been 
made  chairman  of  the  Department 
of  Psychiatry  at  the  Marshall 
University  School  of  Medicine,  Dean 
Charles  H.  McKownJr.  has  announced. 

Dr.  McGahee,  who  has  been 
acting  chairman  of  the  department, 
joined  the  faculty  in  1985. 

“Dr.  McGahee  has  had  an 
outstanding  service  record  in 
behavioral  medicine  and  glowing 
academic  credentials,”  Dr.  McKown 
said.  “He  has  shown  remarkable 
leadership  and  effectiveness  in 
developing  and  maintaining 
programs  that  are  mutually 
beneficial  for  students,  faculty, 
private  practitioners  and,  of  course, 
our  patients,  including  the  many 
veterans  who  benefit  from  his 
efforts  at  the  VA  Medical  Center.” 

Dr.  McGahee  said  his  immediate 
priorities  as  chairman  are  to  develop 
and  improve  the  school’s  clinical 
training  programs  and  to  work  with 
staff  at  the  VA  Medical  Center  on 
the  expanded  psychiatric  program, 
including  inpatient  care,  that  will  be 
made  possible  through  completion 
of  the  new  $47.5  million  clinical 
improvement  addition. 

Before  coming  to  Marshall,  Dr. 
McGahee  was  an  associate  clinical 
professor  of  psychiatry  at  the  James 
H.  Quillen  College  of  Medicine  in 
Johnson  City,  Tenn.  He  has  been  an 
attending  psychiatrist  at  Bristol 
Memorial  Hospital  in  Bristol,  Tenn., 
associate  director  of  psychiatry  at 
Bronx-Lebanon  Hospital  Center  in 
New  York,  chief  of  the  psychiatric 
outpatient  division  at  Metropolitan 
Hospital  in  New  York  City,  a 
psychiatric  consultant  for  Sing-Sing 
Prison,  and  chief  of  the  psychiatric 
outpatient  division  of  the  Tokyo 
U.S.  Army  Hospital. 

Dr.  McGahee  is  a visiting  associate 
professor  of  psychiatry  at  the  Albert 


Einstein  College  of  Medicine  in  New 
York,  where  he  previously  served 
on  the  faculty.  He  is  also  a fellow  of 
the  American  Psychiatric  Association 
and  the  New  York  Academy  of 
Medicine,  and  is  certified  by  the 
American  Board  of  Neurology  and 
Psychiatry. 


mimmmmmB. 

Med  Students  Honor 
Faculty  Members 

Marshall  medical  students 
honored  a dozen  faculty  members 
and  departments  during  the  school’s 
opening  exercises  in  September. 

Recognized  by  last  year’s  first-year 
students  were  Dr.  Stephen  E.  Fish, 
professor  of  the  year,  and 
Drs.  Mitchell  Berk,  Susan  DeMesquita, 
Vernon  Reichenbecher,  Marie  Veitia 
and  Panos  Ignatiadis. 

Last  year’s  sophomore  class 
honored  the  Department  of 
Pharmacology  as  the  best 
department  1988-1990,  Dr.  Maurice 
Mufson  as  the  outstanding  clinical 
instructor,  and  Dr.  Terry  Fenger  as 
outstanding  basic  science  instructor. 

Third-year  students  named  Dr. 
Joseph  Evans  faculty  clinician  of  the 
year,  Dr.  Paulette  Wehner  resident  of 
the  year,  and  Dr.  Ben  Edwards  as 
volunteer  clinician  of  the  year. 


Devereaux  Appointed 
to  Federal  Panel 

Elizabeth  Devereaux,  director  of 
the  division  of  occupational  therapy 
of  the  ML1  School  of  Medicine,  has 
been  chosen  as  a consultant 
for  a federal  panel  on  diagnosing 
and  treating  depressed  patients  in 
primary  care  settings. 

Ms.  Devereaux,  an  associate 
professor  of  psychiatry,  will  provide 
information  on  using  occupational 
therapy  to  treat  depression,  as  well 
as  share  with  the  group  Marshall’s 
experiences  in  helping  rural 
physicians  recognize  and  treat 
depression. 


The  panel  was  created  by  the 
Agency  for  Health  Care  Policy  and 
Research  to  develop  clinical  practice 
guidelines  for  general  medical  and 
family  medicine  practitioners. 

Ms  Devereaux  has  been  nationally 
recognized  for  her  work  by  the 
American  Occupational  Therapy 
Association,  the  National  Association 
of  Activity  Therapy  and  Rehabilita- 
tion Program  Directors,  and  the 
American  Medical  Association’s 
Committee  on  Allied  Health 
Education  and  Accreditation. 


Art  Major’s  Poster 
Wins  KODA 
Competition 


Tracy  Callihan,  an  art  and  graphic  design 
student,  created  this  poster  which  won  the 
Kentucky  Organ  Donor  Affiliates’  recent 
competition. 

The  Kentucky  Organ  Donor 
Affiliates  (KODA)  has  a touch  of 
Marshall  in  its  campaign  to  create 
interest  in  the  organization  and  its 
work. 

Posters  for  the  effort  were  created 
by  art  and  graphic  design  students 
as  part  of  a KODA-sponsored 
competition.  The  winning  poster 
was  created  by  Tracy  Callihan  of 
Culloden. 

KODA  is  a federally  certified,  non- 
profit organization  that  assists 
hospitals  in  Kentucky  and  in  Cabell 
and  Wayne  counties  in  West  Virginia 
with  policies  and  procedures  related 
to  organ  donations. 
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Obesity  is  a 
health  risk... 

The 

OPTIFAST 

Program 

can  help. 


If  your  patients  are  fighting  a losing  battle  with 
obesity,  as  a doctor,  you  know  it  can  lead  to 
heart  disease,  diabetes,  hypertension. ..even 
cancer. 

That's  why  we  urge  you  to  learn  more  about  The 
OPTIFAST  Program  - a proven  treatment  for  the 
disease  of  obesity.  We  can  tell  you  a little  about 
it  right  here: 

• Patients  see  a physician  each  week. 

• Behavioral  counseling  is  given  to 
each  patient  each  week. 

• Regular  medical  evaluations  are 
scheduled  including  blood  tests. 

• Instruction  on  nutrition  and  exercise  are 
given  by  qualified  professionals. 

• Regular  reports  are  sent  back  to  the 
referring  physician. 

For  more  information,  call  Ed  Phillips  at 
Optifast:  348-9700. 

Affiliated  with 

Charleston  Area  Medical  Center 


The  Laser  Surgery  Center 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 
Randall  P.  Weyrich,  M.D. 

Eye-Ear-Nose-Throat 

John  A.  B.  Holt,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 

Cosmetic  Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 


Obituary 


Dr.  Justus  C.  Pickett,  85,  professor 
emeritus  in  the  department  of 
orthopedic  surgery  at  West  Virginia 
University,  died  September  17  at 
Ruby  Memorial  Hospital  in 
Morgantown. 

Dr.  Pickett,  a native  of 
Moundsville,  obtained  a B.S.  degree 
from  Denison  University  in 
Granville,  Ohio,  and  an  M.D.  degree 
from  Western  Reserve  University  in 
Cleveland  in  1928.  Following  intern 
work  in  Cleveland  hospitals,  he 
returned  to  Western  Reserve  for  his 
residency  in  orthopedic  surgery  and 
also  served  there  as  a teaching  fellow. 

In  1932,  he  began  practicing 
medicine  in  the  mining  community 
of  Pursglove,  W.  Va.  and  then  in 
1933  established  an  orthopedic 
practice  in  Morgantown.  Three  years 
later,  Dr.  Pickett  was  one  of  the  first 
orthopedic  surgeons  to  become 
certified  by  the  American  Board  of 
Orthopedic  Surgeons. 

During  World  War  II,  he 
volunteered  for  three  years  as  a 
consulting  orthopedic  surgeon  in 
the  U.S.  Air  Force  and  obtained  the 
rank  of  lieutenant-colonel.  After  his 
Air  Force  duty,  Dr.  Pickett  returned 
to  Morgantown  to  practice  and  in 
1949  he  served  as  civilian  consultant 
to  the  U.S.  Surgeon  General  for  the 
purpose  of  surveying  military 
hospitals  in  Europe. 

In  I960,  he  was  named  the  first 
chairman  of  the  division  of 
orthopedic  surgery  at  the  WVU 
School  of  Medicine.  He  held  this 
position  for  12  years  and  then  had 
to  retire  due  to  age  regulations.  Dr. 
Pickett  went  back  into  private 
practice  in  Morgantown  and  then 
rejoined  the  WVU  Medical  Center 
faculty  in  1980  to  head  the  school’s 
orthopedic  ambulatory  service. 

During  his  career,  Dr.  Pickett 
started  the  crippled  children’s  clinic 
at  Monongalia  General  Hospital  and 
served  with  crippled  children’s 
clinics  in  Buckhannon,  Martinsburg 
and  Berkeley  Springs.  In  1962,  he 
received  the  Distinguished  Service 
Award  for  aid  to  the  physically 
handicapped  by  the  West  Virginia 
Society  for  Crippled  Children  and 
Adults,  and  in  1978  he  received  the 
Meritorious  Service  Award 


from  the  West  Virginia  Welfare 
Conference  for  free  services  given 
to  welfare  patients. 

A founding  member  of  Clinical 
Orthopedics  and  Related  Research, 
one  of  the  top  journals  in  the  field 
of  orthopedics,  Dr.  Pickett  served  as 
chairman  of  its  board  of  trustees 
until  his  death.  He  was  a former 
president  of  the  Monongalia  Medical 


County  Societies 


McDowell 

The  McDowell  County  Medical 
Society  met  on  September  13  at  the 
Welch  Emergency  Hospital  Library. 

A motion  was  passed  unanimously 
to  increase  membership  by  composing 
letters  to  be  sent  out  to  new 
physicians  in  the  area  and  to  local 
physicians  who  were  not  currently 
members.  The  members  also  passed 
a motion  to  table  a request  for 
funds  from  the  McDowell  County 
Sheltered  Workshop,  and  to  write  a 
letter  to  Society  President  Dr.  James 
Wilson,  who  was  unable  to  attend 
due  to  illness,  offering  him  their 
assistance  if  needed. 

The  next  order  of  business  was  a 
letter  from  new  WVSMA  President 
Dr.  Michael  Stump  extending  an 
offer  to  meet  with  the  Society.  The 
members  decided  not  to  request  a 
specific  date  for  Dr.  Stump  to  visit 
because  of  their  low  membership. 

The  Society  met  again  on  October 
10  at  the  same  location  and  denied 
the  previously-tabled  request  from 
the  McDowell  County  Sheltered 
Workshop  for  funds.  Secretary 
Charles  Michaelis  reported  that  the 
letters  written  to  encourage  new 
members  had  been  hand  delivered 
to  nine  physicians. 

The  request  for  updated 
information  for  the  WVSMA  roster 
was  presented  and  members  were 
encouraged  to  respond  as  soon  as 
possible.  The  Federal  Budget  Status 
alert  was  announced  and  passed 
around  to  the  members. 

A motion  was  passed  to  defer 
membership  dues  for  any  new 
members  joining  during  1990. 


Society  and  served  on  the  WVSMA 
Council  from  1959-63. 

Surviving:  daughter,  Molly  Pickett- 
Harner  of  Morgantown;  sons,  Dr. 
George  Eastman  Pickett  of  Ann 
Arbor,  Mich.,  Dr.  Justus  Cunningham 
Pickett  of  St.  Halena,  Cal.;  half- 
brother,  Dr.  David  Pickett  of 
Canton,  Ohio;  nine  grandchildren; 
two  great-grandchildren. 


Monongalia 

WVSMA  President  Dr.  Michael 
Stump  addressed  the  Society  and 
advised  members  to  rediscover  their 
social  skills  and  take  steps  to 
improve  the  image  of  physicians  and 
lessen  the  move  toward  national 
health  care. 

“Tithe,  not  as  an  M.D. , but  as  a 
person,”  Dr.  Stump  said.  “Give  a 
four-hour  tithe  to  your  community. 
Be  established  as  a role  model,  and 
as  a person,  and  then  you  will  be 
accepted  as  an  M.D.,”  he  added. 

Dr.  Pearson  presented  24  names 
for  membership  via  first  readings 
and  Dr.  Edmund  Flink,  who  gave  a 
talk  about  the  United  Way,  was 
approved  for  retired  membership. 

The  members  conversed  at  length 
about  the  reactivation  of  the 
Auxiliary  and  tort  reform  and  then 
the  wives  met  separately  to  talk 
about  restarting  the  Auxiliary.  Dr. 
Robert  D’Alessandri,  dean  of  the 
WVU  School  of  Medicine,  and  Dr. 
Douglas  Glover,  president  elect  of 
the  Society,  told  the  28  women 
present  the  Council  would  like  the 
chapter  to  revitalize  and  discussed 
the  Auxiliary’s  demise  and  future 
with  them. 

South  Branch 

Dr.  Thomas  A.  Horsman,  an 
infectious  disease  specialist  and 
epidemiologist  at  Logan  General 
Hospital,  addressed  the  members  on 
the  topic  of  “Community  Acquired 
Pneumonias,”  at  their  October  17 
meeting  at  the  New  Highlander 
Restaurant. 

Dr.  Horsman's  presentation  was 
sponsored  by  SmithKline  & French 
Laboratories. 
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James  T.  Spencer,  Jr.,  M.D.  F.  Thomas  Sporck,  M.D.,  F.A.C.S. 
Charles  D.  Crigger,  M.D.  Ronald  L.  Wilkinson,  M.D.,  F.A.C.S. 
Roger  P.  Nichols,  M.D.  Terry  L.  Good,  M.D. 

All  Physicians  Board  Certified 

Complete  Medical/Surgical  Care  of  Ears,  Nose  & Throat 
Including  Respiratory  Allergies 

342-0124 

Medical  Office  Building  North,  Suite  200 
500  Donnally  Street 


THE  MYERS  CLINIC  — Philippi,  West  Virginia 


Notice:  Seeking  Internal  Medicine,  Pediatrics,  and/or  Family  Practice,  must  be 
Board  Certified  or  Board  Eligible. 

Also:  Seeking  Locum  Tenen — Family  Practice 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416. 
1-(304)  457-2800 


Radiology: 

Halberto  G.  Cruz,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 


Pediatrics: 

E.  G.  Kreider,  M.  D. 


Pathology: 

Fulvio  Franyutti,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 


Family  Practice: 

James  A.  Arnett,  M.  D. 


Some  People 

Commit  Child  Abuse  Before 
Their  Chid  Is  Even  Born. 

According  to  the 
surgeon  general,  smoking 
by  a pregnant  woman  may 
result  in  a child’s  premature 
birth,  low  birth  weight  and 
fetal  injury.  If  that’s  not 
child  abuse,  then  what  is? 


AMERICAN 
V CANCER 
? SOCIETY* 


New  Members 


We  are  pleased  to  welcome  the 
following  new  members  to  the 
WVSMA: 

Physicians 

John  Huntwork,  M.D.(RHU) 

1423  3rd  Avenue 
Huntington,  WV  25701 

Samuel  Rojas,  M.D. 

Box  958 

Logan,  WV  25601 

MU  Student 

Ms.  Maria  Teresa  Vives 

WVU  Students 

Ms.  Charla  L.  Anderson 
Ms.  Dina  L.  Arceo 
Mr.  David  Artz 
Ms.  Michele  Barnson 
Ms.  Kelly  A.  Bauer 
Mr.  Mark  A.  Baumgard 
Mr.  Robert  Blake 
Mr.  Naba  Bora 
Mr.  Robert  Bowers 
Ms.  Kimberly  Ann  Bruno 
Mr.  John  Burkard 
Mr.  Eric  Y.  Cabral 
Ms.  Camille  Joan  Castaldo 
Mr.  John  T.  Casto 
Ms.  Ada  Marie  Conway 
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Mr.  Gerald  C.  Hamrick 
Ms.  Holly  Beth  Hartman 
Mr.  William  Neal  Harmon 


Mr.  Jeffrey  L.  Hung 

Mr.  Alan  W.  James 

Mr.  Eduardo  Leonell  Jimenez 

Ms.  Patricia  J.  Jones 

Mr.  J.  Kevin  Kaufman 

Ms.  Kamy  Kemp 

Mr.  Joseph  H.  Koenig 

Mr.  Heath  L.  Lemley 

Mr.  Myron  Alan  Lewis 

Ms.  Jessica  W.  Lim 

Mr.  Daniel  R.  McNeill 

Ms.  Cheryle  L.  Mandac 

Ms.  Sandi  Lazette  Manus 
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Mr.  Robert  Baxter  Meek,  III 
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Mr.  Michael  John  Mullen 
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Mr.  Jonathan  G.  Newman 

Mr.  Phillip  T.  Nichols 
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Mr.  Shawn  L.  Posin 

Ms.  Stephanie  A.  Prosperi 
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Mr.  Stephen  F.  Samolyk 
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Mr.  Jeffrey  A.  Skiles 

Ms.  Susan  B.  Smith 

Mr.  Mitch  Sokolosky 

Mr.  Jeremy  Ben  Soule 

Mr.  Michael  L.  Stanchina 

Mr.  Mark  A.  Steele 


Mr.  Gary  J.  Tucker  Jr. 

Mr.  Jon  R.  Tomei 
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We  wish  to  thank  the  following 
individuals  for  their  recent  support 
of  WESPAC: 

Physicians 

Kanawha 

* Edward  R.  Wheatley 

Ohio 

Marion  H.  Drews 
Frederick  J.  Payne 

Parkersburg 

‘Michael  A.  Morehead 
•Thomas  J.  Tarnay 

Raleigh 

•William  D.  Hooper 
Richard  Richmond 

Auxilians 

Kanawha 

Mrs.  Joann  M.  Cordell 

Ohio 

Mrs.  Julia  A.  Payne 

•Sustainer  Member 

*  *  *Extra-Miler  Member 
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With  so  many  challenges 
facing  organized  medicine, 
it  is  important  to  have 
friends  in  the  legislature. 

The  need  for  political  action 
has  never  been  greater,  or 
so  simple  for  you  to  be 
effective! 

Write  your  check  to  WESPAC 
now  and  become  a partner 
with  your  spouse.  Help  us 
show  how  effective  we  can  be. 

$100  Sustaining  $50  Regular 
Mail  your  personal  check  today  to: 


WESPAC 

P.O.  Box  4106 
Charleston,  WV  25364 


Health  Access  America:  Continuing  High  Quality  Care 


Let  s continue  improving 
high  quality  care. 


Bill’s  heart  is  better  these  days.  He  gets  regular  checkups  from  a doctor 
he  trusts,  and  has  a better  quality  of  life  than  was  possible  a decade  ago. 

Quality  care  has  strengthened  lives,  lengthened  lives  and  saved  the 
lives  of  countless  Americans.  And  medicine  is  close  to  solutions  that 
would  provide  even  better  care. 

That’s  why  The  American  Medical  Association  is  committed  to 
working  with  government,  business,  labor  and  other  health  care  pro- 
viders—to  preserve  the  foundation  that  offers  the  best  health  care 
in  the  world. 

The  AMA  is  speaking  with  a strong,  new  voice,  striving  to  make 
health  care  affordable  and  accessible  to  all  through  a proposal  called 
Health  Access  America. 

Adoption  of  the  AMA  Health  Access  America  proposal  will: 

• expand  access  to  health  care  while  preserving  patients’  freedom  to 
choose  their  doctor. 

• encourage  outstanding  care  through  support  for  medical  education 
and  research. 

• maintain  the  highest  quality  care  and  ethical  standards. 


• establish  practice  parameters  for  delivery  of  high  quality,  appropriate 
medical  care,  ensuring  that  patients  get  only  the  most  effective  tests 
and  treatments. 


These  steps  will  ensure  that  patients  like  Bill  get  the  kind  of  care  that 
means  healthier  and  more  productive  lives  today  and  tomorrow.  Con- 
tinuing high  quality  care  is  just  one  part  of  AMA’s  proposal  to  improve 
access  to  affordable,  quality  health  care. 


The  AMA  and  doctors  across  the  country  are  leading  the  way  to 
strengthen  the  system. 

Because  when  patients  like  Bill  get  the 
quality  care  they  deserve,  it’s  good  for  all 
of  us. 

How  can  you  help?  Thlk  with  your  doctor 
about  these  issues.  Share  your  views  with 
us.  And  for  a copy  of  our  complete  proposal, 
contact:  Health  Access  America,  c/o  The 
American  Medical  Association,  515  N.  State 
Street,  Chicago,  IL  60610. 


Health 

Access 

America 

The  AMA  proposal  to 
improve  access  to  affordable, 
quality  health  care. 


The  American  Medical  Association 

on  behalf  of  member  physicians  and  their  patients. 


Classified 


THREE  BE-BC  INTERNISTS— General  inter- 
nist and/or  additionally  with  interest/some 
training  in  cardiology  and/or  oncology.  Mar- 
tinsburg  Veterans  Administration  Medical 
Center  is  in  the  beautiful  Shenan- 
doah/Cumberland Valley  75  miles  from 
Washington,  DC.  Full  federal  benefits,  in- 
cluding 30  days  paid  vacation  and  retirement 
plan.  Contact  A.D.  Low,  Office  of  Chief  of 
Staff,  VAMC,  Martinsburg,  WV  25401, 
304-263-0811,  ext.  4015. 


OB/GYN  NEW  YORK— 32-member  multi- 
specialty group  in  Long  Island,  New  York,  ad- 
ding third  member  to  its  department  of 
Obstetrics  and  Gynecology.  First  year, 
6-figure  salary,  four  weeks  vacation,  other 
benefits.  Call:  Wanda  Parker,  Senior 
Associate,  E.  G.  Todd  Associates,  Inc.,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 
Toll  Free:  (800)  221-4762.  Collect:  (212) 
599-6200. 


BE  or  BC  internist  and  gastroenterologist  to 
join  busy  private  practice  group  in  a Univer- 
sity City.  Modern  state-of-the-art  private 
hospital  serving  referral  area  of  a quarter 
million.  Opportunity  exists  for  clinical 
academic  appointment  with  university 
medical  center.  Large  metropolitan  cities  and 
four  season  recreational  areas  nearby.  Rep- 
ly with  CV  and  references  to:  Joseph  J.  Renn, 
III,  M.D.,  Internal  Medicine  Associates,  99  J.D. 
Anderson  Drive,  Morgantown,  WV  26505. 


LOCUM  PHYSICIAN  with  West  Virginia 
license  for  Beckley  area  for  Internal  Medicine 
Practice.  Please  call  304-877-2861  preferably 
during  office  hours  Monday  through  Friday 
8:30-4:30;  Evenings  and  Weekends  (304) 
225-4363. 


EXECUTONE  TELEPHONE  SYSTEM  — 2 

speaker  phones  & 1 regular  phone  + key  ser- 
vice unit  for  5 lines,  expandable  to  10,  only 
several  years  old,  like  new.  $850.  345-1400 


PITTSBURGH  AREA— New  fee  for  service  ED 
group  at  The  Medical  Center  in  Beaver,  Penn- 
sylvania is  seeking  an  Associate  Director,  full- 
time and  part-time  emergency  physicians  for 
this  475  bed  Level  II  center.  Double  and  tri- 
ple coverage  during  peak  periods  provides 
reasonable  patient  load.  New  fast  track  area, 
excellent  medical  staff  back-up,  CEN  certified 
ED  nurses,  and  full  administrative  support. 
Outstanding  compensation  and  paid 
malpractice  insurance.  Benefit  package 
available  to  full-time  staff.  Board  eligibility  or 
certification  in  emergency  medicine  or 
primary  care  specialty,  and  ACLS  required. 
Contact:  Karen  Remai,  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Rd.,  Room  40, 
Traverse  City,  Ml  49684;  1-800-253-1795. 


INTERNAL  MEDICINE  PHYSICIAN  OR  FAMI- 
LY PRACTICE  PRACTITIONER— The  VA 

Medical  Center,  Clarksburg,  WV  26301  is 
searching  for  a physician  who  is  board  eligi- 
ble or  board  certified  in  internal  medicine  or 
family  practice  to  work  in  the  ambulatory  care 
department.  Affiliated  with  West  Virginia 
University  School  of  Medicine,  Morgantown, 
WV.  Malpractice  insurance  covered.  Benefits 
include  30  days  paid  vacation,  15  days  paid 
sick  leave,  health  and  life  insurance,  retire- 
ment plan.  Qualified  and  interested  can- 
didates should  contact  Erlinda  De  La  Pena, 
M.D.,  Chief  of  Staff,  VA  Medical  Center, 
Clarksburg,  WV  26301,  Telephone  (304) 
623-3461  Ext.  3206.  An  Equal  Opportunity 
Employer. 


PEDIATRICIANS— Sought  for  New  England 
opportunities.  Many  practice  options  - all 
locations  - ocean,  mountains,  city  or  rural. 
Contact  in  confidence:  Cheryl  Broderick,  E.G. 
Todd  Physician  Search.  1-800-762-9213. 


CLASSIFIED  RATES:  $5  per  line, 
minimum  of  $25  per  ad.  One  line 
equals  15  picas  or  2Vz  inches. 
10%  discount  for  6 insertions. 
Payment  in  advance  required. 

DEADLINE:  Copy  must  be  receiv- 
ed by  the  10th  of  the  month 
preceding  the  month  of  issue: 
e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to: 
West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 


American  Heart 
Association  ^JJF 


304-345-7100 


William  C Morgan,  Jr.,  M.D. 

Otologist 

Diplomate,  American  Board  of  Otolaryngology 

OTOLOGY:  DISEASES  & SURGERY  OF  THE  EAR 

Sheila  D.  Hodges,  M.S.,  CCC-A 

Audiologist 

Cynthia  K.  Zentz,  M.S.,  CCC-A 

Audiologist 

Complete  Audiological  Services  • Hearing  Aid  Dispensing  & Service 
Assistive  Listening  Devices  • Electronystagmography  • ABR 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

JAMES  B.  HAZLETT,  Executive  Director 

Wheeling,  234-2000  • St.  Clairsville,  (614)  695-2511  • New  Martinsville  area,  455-2222  • Wellsburg-Steubenville  area.  737-3700 
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INTERNAL  MEDICINE 
General 

P R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
D.  Panucci,  M.D. 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

A.  M.  Brooks,  M.D. 

Gastroenterology 

T.  E.  Chvasta,  M.  D. 

Hematology/Oncology 

C.  A.  Vasquez,  M.  6 

Nephrology  Associates,  Inc. 

Rheumatology 

D.  G.  Shah  M.  D. 


GENERAL  SURGERY 

E.  C Voss,  M D. 

J.  H Mahan,  M D.  (St.  Clairsville) 
R.  L.  Cross,  M.  D.  (Martins  Ferry) 


THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M D 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

J.  Melia,  M D 
J.  D.  Lechner,  M.D. 

UROLOGY 

D.  C.  Trapp,  M.  D 
B.  M.  McCuskey,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A,  Atharl,  M.  D. 

J.  W.  Campbell,  M.  D. 

A.  Ansari,  M.D.  (Infertility  Consultant) 

OPHTHALMOLOGY 

H.  Leeper,  M.  D. 

N M.  jabbour,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

D.  Simbra,  M.  D. 

Kathryn  M.  Clark,  O.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

A.  G.  Matadar,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield.  M D (New  Martinsville) 
W.  G.  Bell,  M.  D.  (Wellsburg) 

C P Entress,  M.D 
J.  R.  Hersey,  M.D. 

R.  A.  Swain,  M.D. 

PODIATRY 

B.  Blank,  D.P.M 


DERMATOLOGY 

G.  A.  Ganzer,  M.D. 


NEUROLOGY 

H.  L.  Kettler,  M D. 

W.  Zyznewsky,  M.  D. 

Pediatric  Neurology 

Rajav  R.  Varma,  M D (consultant) 


BEHAVIORAL  MEDICINE 

S.  D.  Ward,  M D. 

D.  H.  Smith,  M.  D. 

D P Hill,  M.  D 

R.  Paolini,  D.  O. 

ANCILLARY  SERVICES 
Optical 

Speech  Therapy/Audiology 

Counseling/Group  Therapy 

Biofeedback  Laboratory 

Electrology/Cosmetic  Therapy 

Electrocardiography 

Electroencephalography 

Neurological  Studies  (Non-invasive) 

Roentgenology 

Pulmonary  Diagnostics  Lab 

Nutrition  Therapy 

24°  A/EEG  Scanning  Service 

Physical  Therapy 

Cardiac  Ultrasound 
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MEDICAL  AND  PROFESSIONAL 
SYSTEMS 

WE  NOW  SERVE  OVER  200  PHYSICIANS  WITH  A UNIQUE 
COMBINATION  OF  SERVICES: 


Our  software,  hardware  and  support  is  dedicated  to  the  medical  community 

"Advanced  Dealer"  for  Medical  Manager  software 
Awarded  "Top  3"  in  USA  in  1988 

IBM  Dealer  Associate  Value  Added  Remarketer 

Remote  Modem  Support 

Newsletter,  including  helpful  insurance  tips 

User's  Group  Meetings  throughout  West  Virgina  and  neighboring  States 

Insurance  seminars 

Office  management  seminars 

Word  processing  classes 

Accounting  software  classes 

Electronic  claims  submission  services 

Staff  Members  with  combined  computer  experience 
of  sixty-five  years 

Associate  Member,  West  Virginia  State  Medical  Society 
and  West  Virginia  Academy  of  Family  Physicians 

Medical  and  Professional  Systems  has  spent  seven  years  inside  physicians'  offices  installing,  training  and  supporting 
their  employees  on  unique  solutions  to  various  problems.  We  have  learned  about  creative  and  successful  practices. 
The  results  of  these  efforts  are  our  low-cost,  easy-to-use  office  management  systems  that  place  an  emphasis  on 
electronic  claims  submission,  a new  technology  that  is  dramatically  changing  the  health  care  provider's  office. 

We  offer  a variety  of  hardware  and  software  solutions  to  meet  the  unique  needs  of  your  practice.  Our  systems  can 
be  installed  as  single-user  or  multi-user,  multi-tasking  systems  with  the  ability  to  add  additional  workstations  and 
printers  as  needed.  Serving  as  many  practices  as  we  do  in  a five  state  area,  Medical  and  Professional  Systems  is  a 
proven  solution  to  your  office  management  needs.  Make  us  your  choice. 


1412  Kanawha  Boulevard  West 
Charleston,  West  Virginia  25312 
304-345-6412 


DRIVE  A CAR  WHOSE 
PERFORMANCE 
CREDENTIALS  AREN'T 

REVOKED 
EACH  WINTER. 


Saab  is  one  sports  sedan  that  refuses  to  sur- 
render to  snow. 

The  weight  of  the  engine  over  the  drive 
wheels  allows  a Saab  to  negotiate  roads  that 
might  immobilize  other  cars. 

Saabs  also  stop  better  in  winter.  Because 
- i.PPe 

system,  which  helps  you  avoid  skids  when 


op  D( 

they're  equipped  with  our  anti-lock  braking 


obeying  your  natural  instinct  to  brake  hard. 
And  since  your  natural  instincts  also  de- 


mand warmth,  Saabs  offer  heated  front  seats 
and  an  Arctic-proven  heater  that  distributes  its 
blessings  via  13  outlets.  Our  heater  may  not 
make  tne  car  go  faster,  but  if  it  were  less  effec- 
tive, you  might  not  want  to  go  out  at  all. 

So  visit  your  nearest  Saab  dealer.  Where, 
thanks  to  our  con- 
vincing Saab  test 

drive,  snow  jobs  m DON'T  MAKE  COMPROMISE. 

are  never  required.  we  MAKE  SAABS. ' 


©1990  Saab  Cars  USA,  Inc. 


Han/ey  Shreve 
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SUSTAINED-RELEASE  CAPLETS 


Address  medical  inquiries  to: 
G.D.  Searle  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 


SEARLE 


G D Searle  & Co. 

Box  5110.  Chicago.  IL  60680 


©1990,  C O.  Searle  & Co 
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HOW  DO  YOU 
SPELL  RELIEF? 

C-P-A 


u For  many  professionals,  the  letters  C-P-A  bring  one  word  to  mind:  taxes.  Yes, 
we  can  certainly  provide  expert  tax  counsel  to  your  medical  practice,  but  did 
you  know  that  we  can  advise  and  assist  in  many  other  areas? 


Here  are  a few  of  the  many  ways  we  can  help  you  and  your  practice... 

Assessing  and  improving  overall  office  management 
Managing  receivables 

Evaluate  participation  in  Medicare,  HMOs  and  PPOs, 
and  other  insurance  plans 
Develop  effective  staffing  and  compensation  plans 
Pension  and  profit  sharing  plans 
Estate  and  retirement  planning 
Cash  management  evaluation 
Tax  planning  and  preparation 

We  would  like  to  send  you  a free  subscription  of  our  newsletter  published  for  the 
medical  professional  to  help  you  manage  your  practice  more  effectively.  Please 
complete  and  return  the  form  below. 


T 

W Trainer,  Wright  & Paterno 

& 

p Certified  Public  Accountants 

700  KANAWHA  VALLEY  BUILDING  218  THIRTEENTH  STREET 
CHARLESTON,  WV  25301  HUNTINGTON,  WV  25701 

(304)343-5511  (304)697-7083 


PROFESSIONAL  BUILDING 
TRIANGLE  ADDITION 
LOGAN,  WV  25601 
(304)  752-4721 


Yes,  please  send  me  the  free  subscription  to  the  "Advantage  for  Health  Care  Providers"  newsletter. 


Name 


Company 


Address  City  State  Zip  Code 

Please  clip  and  return  to  Trainer,  Wright  & Paterno,  P.  O.  Box  2608,  Huntington,  West  Virginia  25726. 


kets,  the  bottles  and  the  diaper  bag,  there's  still 
room  for  the  rest  of  the  family. 

Second,  the  over  250  insurance  companies  of 
the  Highway  Loss  Data  Institute  rated  the  Saab 
9000  one  of  the  safest  cars  in  its  class,  based  on 
analysis  of  actual  damage  claims. 

Whatever  else  you  need  to  know  about  the 
9000  Series  will  be 

revealed  as  soon  as  you  K® 

drive  one.  Arrange  it 

with  your  local  Saab  WE  DON'T  MAKE  COMPROMISE. 

dealer  today.  WE  MAKE  SAABS." 


THAT 


happen  to  be  in 
the  market 
for  an  auto- 
mobile that 
can  accommodate 
your  newest  creation  there  are  two  things  you 
should  know  about  tne  Saab  9000  Series. 

First,  it's  the  only  imported  car  in 
America  with  enough  interior  space  to 
be  considered  a "Large"  car  by  tne 
EPA.  So  after  you  put  in  the  baby  and 
the  car  seat,  tne  playpen  and  the  blan- 
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Special  Articles 


The  Plaintiff’s  Lawyer: 

A Physician’s  Best  Friend? 


Monty  L Preiser,  Senior  Partner 
Preiser  Law  Offices,  Charleston 

Editor’s  Note:  Readers  are  invited 
to  respond  to  this  article  via  Letters 
to  the  Editor. 

It  is  truly  unfortunate  that  over 
the  past  three  decades  such  mistrust 
has  been  fostered  between  what  are 
arguably  the  two  most  learned 
professions,  health  care  providers 
and  lawyers. 

While  every  member  of  these 
distinguished  professions  probably 
has  his  or  her  own  reason  for  the 
deterioration  of  relations,  that  is  not 
the  topic  of  this  article.  To  the 
contrary,  I hope  this  article  at  least 
persuades  the  medical  profession  to 
some  degree  that  the  plaintiff's  bar 
cares  about  them  and  can  be  a 
tremendous  aid  should  the  medical 
provider  be  the  subject  of  potential 
litigation. 

While  much  of  my  personal  work 
and  work  of  my  firm  is  in  fact  on 
behalf  of  injured  individuals  in 
medical  negligence  cases,  I also 
represent  a number  of  health  care 
providers  (doctors  and  hospitals) 
and  maintain  my  friendship  with 
many  other  doctors  that  I do  not 
personally  represent.  My  healthy 
respect  for  the  medical  profession  is 
well  known  by  all  those  who  know 
me,  just  as  my  disdain  for 
incompetent  medical  providers  (as 
well  as  incompetent  lawyers)  is  also 
a matter  of  record. 

I am  no  different  than  most  of 
those  lawyers  that  I would  consider 
to  be  the  standard  bearers  of  the 
plaintiffs  bar  in  medical  negligence 
matters.  We  care  about  our  clients, 
we  care  about  society,  and  we  care 
about  the  problems  faced  by 
physicians  and  hospitals  in  today’s 


world.  To  that  end,  I write  this 
article  to  suggest  the  importance  of 
having  a plaintiff’s  lawyer  on  the 
side  of  a medical  provider  if  he,  she, 
or  it  is  facing  litigation. 

In  fact,  while  the  defense  lawyer 
assigned  by  the  insurance  company 
to  represent  a doctor  or  hospital 
will  for  the  most  part  have  the 
doctor's  or  hospital's  best  interests 
at  heart,  the  personal  plaintiff’s 
lawyer  will  have  solely  the  health 
care  provider’s  interests  in  mind, 
and  will  truly  be  the  best  friend  a 
physician  could  have  during  this 
litigation. 

As  probably  every  member  of  the 
medical  profession  knows,  when 
suit  is  impending  (whether  by  letter 
notification,  oral  communication,  or 
service  of  summons),  the  insurance 
company  for  the  provider  of 
insurance  properly  and  under- 
standably requires  early  notification 
so  that  none  of  its  rights  are  in 
any  way  jeopardized. 

The  insurance  companies  deal 
primarily  with  a very  few  large 
defense  firms,  and  if  CNA  or  St. 

Paul  insures  a particular  health  care 
provider,  you  can  be  certain  that 
one  of  a very  few  select  firms  will 
perform  the  defense,  regardless  of 
the  desires  of  the  practitioner  who 
has  been  sued. 

Within  the  legal  system,  just  as 
within  every  profession,  there  are 
defense  lawyers  who  are  better  than 
others.  I believe  you  as  an  insured 
should  have  the  right  to  insist  on  at 
least  choosing  your  lawyer  within  a 
firm,  since  you  have  little  if  any 
right  to  choose  the  firm  itself.  A 
plaintiff’s  lawyer  knows  which 
defense  counsel  can  ably  handle 
your  case. 

One  constant  is  present  in  every 
representation  by  a firm  being  paid 
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by  the  insurance  company,  however, 
and  that  fact  is  that  ultimately  the 
insurance  company  calls  the  most 
vital  shots.  While  the  law  and  rules 
of  ethics  that  govern  lawyers  make 
it  perfectly  clear  that  a lawyer’s  duty 
is  first  to  his  or  her  health  care 
provider  client,  this  is  simply  not 
totally  accurate.  The  fault  is  not,  I 
hasten  to  add,  the  defense  lawyer’s, 
but  the  conflict  is  a function  of 
who  pays  the  bills. 

What  happens  in  reality  is  that 
the  insurance  company  and  the 
lawyer  hired  by  it  to  represent  you 
will,  at  the  beginning  and 
throughout  the  pendency  of  the 
suit,  evaluate  the  action  in  terms  of 
not  what  only  is  best  for  you,  the 
health  care  provider,  but  what  is 
best  for  the  insurance  company  in 
economic  terms.  Further,  many 
decisions  in  the  case  will  be  left  to 
the  insurance  adjuster,  and  not  your 
defense  lawyer.  For  example,  the 
final  decision  as  to  how  many 
experts  to  engage,  their 
qualifications,  and  how  much  to  pay 
them;  the  decision  as  to  how  much 
demonstrative  evidence  to  create  to 
teach  a jury;  and  the  ultimate 
decision  of  how  much  money  will 
be  offered  for  settlement  are  all 
matters  that  are  economically  related 
and  will  be  ultimately  determined 
by  the  insurance  company’s  control 
of  the  purse  strings. 

With  the  above  in  mind,  one  can 
see  why  so  often  it  is  an  economic 
benefit  to  the  insurance  company  to 
settle  a doctor’s  case  rather  than  to 
spend  money  to  defend  him  or  her, 
even  if  the  doctor  did  nothing 
wrong  and  the  case  could  be  well 
defended. 

Further,  with  a few  notable 
exceptions,  the  defense  bar  in  this 
state,  and  in  most  states,  is  quite 


predictable  in  the  way  it  handles 
medical  negligence  defense.  Its 
actions  are  almost  the  same  in  every 
case.  I believe  the  plaintiff’s  bar  is 
far  more  creative,  in  general,  in  the 
handling  of  cases,  and  such 
creativity  can  be  a benefit. 

When  you  understand  the  above, 
you  can  see  that  having  a plaintiff’s 
lawyer  on  your  personal  team  is 
most  important,  and  could  be  very 
helpful.  While  the  plaintiff’s  lawyer 
cannot  in  any  way  interfere  with  the 
manner  in  which  the  defense  lawyer 
and  the  insurance  company  want  to 
handle  the  case  (since  such  inter- 
ference could  cause  the  company  to 
refuse  coverage),  still  he  or  she  can 
add  many  personal  ideas.  The 
plaintiff’s  lawyer  can  also  review  the 
case  from  the  opposing  side  to 
present  that  point  of  view,  and  can 
(if  necessary)  strongly  pressure  the 
insurance  company  into  spending 
more  money  for  the  defense  of  the 
health  care  provider  if  necessary,  or 
even  offer  more  money  to  settle  the 
case.  Remember,  your  personal  assets 
could  be  at  risk  if  the  verdict  is 


| 


greater  than  your  insurance 
coverage.  Sometimes,  depending  on 
the  evidence,  settlement  may  be  in 
your  best  interests.  The  team  of  a 
good  defense  lawyer  and  a good 
plaintiff's  lawyer  is  difficult  to  beat. 

No  one,  of  course,  likes  to  spend 
their  money  unnecessarily,  and 
before  reading  this  article  one  might 
have  asked  why  he  or  she  needed 
to  hire  a plaintiff’s  lawyer  who  has 
to  be  paid  by  the  doctor  when  the 
insurance  company’s  will  pay  the 
insurance  company’s  defense  lawyer 
anyway.  I have  written  this  article  in 
hopes  of  setting  forth  my  personal 
opinion  as  to  why  the  employment 
of  plantiff’s  trial  counsel  for  the 
physician  is  so  important,  and 
hopefully  distinguish  why  a lawyer 
who  draws  wills  or  deals  in  real 
estate  is  not  acceptable.  Personal 
counsel  in  a medical  negligence  suit 
should  be  very  familiar  with 
medical  negligence  actions,  should 
have  handled  many  of  these  cases, 
and  should  understand  large  figures 
that  commonly  come  into  play  in 
this  type  of  litigation. 


I reiterate  that  I am  not  attacking 
the  defense  bar.  Most  defense 
lawyers  will  do  everything  they  can 
for  their  client/health  care  provider, 
but  their  ultimate  abilities  are  highly 
dictated  by  the  economics  available 
from  the  insurance  company,  and, 
whether  the  defense  bar  wishes  to 
admit  it  or  not,  it  must  be 
influenced  more  in  favor  of  a 
company  that  literally  gives  them 
millions  of  dollars  of  business  a year 
than  by  a one-time  medical 
negligence  defendant. 

If  you  as  a West  Virginia  health 
care  provider  find  you  are  the 
subject  of  a major  medical 
negligence  action,  1 highly 
recommend  you  discuss  the  matter 
with  one  of  the  20  or  so  plaintiff’s 
firms  in  this  state  qualified  to  handle 
major  medical  negligence  matters. 
The  ultimate  cost  for  the  health  care 
provider  will  not  really  be  so  great, 
and  in  the  overall  scheme  of  things 
when  one  considers  that  reputation, 
fairness,  and  personal  assets  are  at 
issue  and  at  risk,  it  may  be  the  best 
dollar  you  will  spend. 
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Medicare  Report  on 
Physician  Payment  Reform 


ALICE  FARYNA,  M.D., 

Medical  Director,  Medicare  Operations, 
Nationwide  Mutual  Insurance  Company, 
Columbus,  Ohio 


Continued  double-digit  growth  in 
Part  B Medicare  expenditures 
remains  a vexing  problem  for 
Congress  since  health  care  costs 
presently  account  for  14  percent  of 
federal  expenditures.  Medicare  is  the 
fourth  largest  item  in  the  federal 
budget  after  defense,  Social  Security, 
and  interest  payments.  Benefits  have 
grown  faster  than  inflation  and  the 
gross  national  product. 

The  effect  of  an  increasing 
number  of  beneficiaries  is  small  (16 
percent  between  1980-89).  The 
major  factors  in  the  growth  of 
health  care  costs  are  an  increasing 
number  of  services  and  the  costs  of 
new  technology.  Deficit  reduction 
efforts  have  so  far  been 
unsuccessful,  and  the  hoped-for 
peace  dividend  may  well  be  offset 
by  the  Savings  and  Loan  problem. 

In  this  climate,  the  101st  Congress 
passed  legislation  in  1989  which 
adopted  a number  of  measures 
recommended  by  the  Physician 
Payment  Reform  Commission 
(PPRC).  The  major  features  of 
payment  reform  include: 

1.  Beneficiary  Financial 

Protection  — Limiting  charges 
will  be  placed  on  balance  billing 
for  unassigned  claims  replacing 
the  present  MAAC  limits.  The 
percentage  by  which  charges  can 
exceed  the  fee  schedule  amount 
will  be  phased  in  from  1991-1993. 
The  limiting  charge  will  be  the 
percentage  by  which  the  non- 
participating physician’s  MAAC  in 
1990  exceeded  the  1990  Medicare 
allowed  amount  for  unassigned 
claims,  but  no  more  than  25 
percent  over  the  allowed  amount. 
However,  OBRA  90  has  made  the 
following  change:  The  balance 
billing  limit  for  evaluation  and 
management  service  is  increased 


25  percent  to  40  percent  over 
the  prevailing  charge.  In  1993 
and  thereafter,  the  limiting  charge 
will  be  fixed  at  15  percent  above 
the  allowed  payment  amount  for 
non-participating  physicians. 

2.  New  Medicare  Fee  Schedules  — 

This  will  replace  the  current 
customary  and  reasonable  charge 
methodology  (based  on  prevailing 
charges)  with  a resource-based 
relative  value  scale  (RBRVS).  The 
perceived  problems  with  the 
current  system  are  unjustified 
geographic  variations  in  payment, 
unjustified  specialty  variations  in 
payment,  failure  to  relate  payment 
levels  to  the  time  and  intensity  of 
physician  work,  and  inadequate 
beneficiary  financial  protection 
under  the  MAAC  rules,  resulting 
in  uncontrolled  growth  in 
expenditures.  A numer  of  states, 
including  Ohio,  but  not  West 
Virginia,  have  already  eliminated 
the  specialty  differential. 

The  Secretary  of  Health  and 
Human  Services  (HHS)  is  to 
review  the  relative  values  at  least 
every  five  years  in  consultation 
with  the  PPRC  and  physician 
organization.  By  April  15  of  each 
year  beginning  in  1991,  the 
secretary  is  to  recommend  a 
conversion  factor  to  Congress. 
When  the  conversion  factor  is 
multiplied  by  the  relative  value 
of  a given  procedure,  a dollar 
amount  will  be  established  as  the 
fee.  For  example: 

Procedure  X has  a relative  value  of  6 
National  conversion  factor  = $10 
Medicare  fee  for  X = $60 

Additional  formulas  will  be 
applied  to  increase  or  decrease 
this  amount  according  to 
regional  overhead  and 
malpractice  costs. 

Implementation  will  begin  on 
January  1,  1992,  with  a projected 
five-year,  phase-in  period.  The 
designation  “Medicare  allowed 
amount”  will  be  replaced  by 
“recognized  payment  amount.” 


3.  Medicare  Volume 

Performance  Standards 
(MVPS)  — Fee  updates  will  be 
influenced  by  the  rate  of 
expenditure  growth  of  Part  B 
physician  services.  This  standard 
will  replace  the  current  Medicare 
Economic  Index  (MEI)  calculation. 
Since  the  MVPS  program  is  the 
major  instrument  Congress  will 
use  to  control  Part  B expenditures, 
it  is  the  intent  of  this  article  to 
describe  the  process  and  the 
implications  for  practicing 
physicians. 

Fee  Updates  and  the  MVPS 

What  Is  The  MVPS? 

The  MVPS  is  the  growth  rate  for 
Medicare  Part  B physicians’  services 
which  Congress  judges  to  be 
acceptable. 

How  Will  the  MVPS  Be 
Determined? 

Congress  will  base  this  decision 
on  recommendations  from  the 
Secretary  of  HHS  and  the  PPRC. 
Factors  to  be  considered  include 
inflation,  demographics  of  the 
Medicare  population,  impact  of  new 
technology,  utilization  of  services, 
and  access  to  services.  Each  year, 
Congress  is  to  set  an  expenditure 
rate  of  growth  (MVPS)  for  Part  B.  If 
Congress  fails  to  do  so  by  October 
15,  the  Department  of  Health  and 
Human  Services  will  by  default 
apply  a formula  to  determine  the 
standard  in  order  to  update  fees. 

What  Are  the  Current  MVPS? 

The  MVPS  for  FY  1990  is  set  at 
9.1  percent,  but  for  1991  it  has  been 
divided  into  the  following  two 
components:  surgical  expenditures 
will  be  set  at  a maximal  growth  rate 
of  8.7  percent  and  non-surgical 
services  will  be  set  at  10.5  percent. 

A definition  of  surgical  services 
was  established  specifically  for  the 
purpose  of  applying  the  MVPS. 
Interested  physicians  can  find  this 
definition  in  the  Federal  Register  of 
May  1990.  The  fee  update  will  be 
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influenced  by  prior  year  expendi- 
tures in  the  following  manner: 

If  Part  B 1990  physician  actual 
expenditures  in  the  aggregate 
exceed  the  MVPS,  for  example  by 
2 percent,  then  this  2 percent 
difference  will  be  subtracted 
from  the  proposed  FY  1991 
update.  If  the  actual  expenditures 
are  less  than  the  standard  (for 
example  by  2 percent)  then  this 
2 percent  difference  will  be 
added  to  the  proposed  update. 
Consequently,  the  rate  of 
expenditure  growth  in  1990  will 
ultimately  have  an  effect  on  the 
proposed  1992  fee  schedules. 

Implications  of  Payment 
Reform 

THE  RBRVS  system  of  physician 
payment  was  designed  to  preserve 
the  fee-for-service  system,  to  reduce 
incentives  for  procedures,  and 
increase  incentives  for  evaluation 
and  management  services.  Physician 
payment  reform  measures  should 
result  in  increased  allowed  fees  for 
medical  specialties,  small 
metropolitan  areas,  and  large  or 
small  rural  areas.  Decreases  will  be 
experienced  by  surgical  specialties 
and  large  metropolitan  areas. 

Can  High  Growth  Rate  Areas 
Be  Modified? 

The  Department  of  HHS  has  two 
major  initiatives  in  ensuring  the 
MVPS  is  met. 

1 Comparative  Performance 
Reports  — All  carriers  are 
already  required  to  conduct  post 
payment  review  of  practices  for 
those  services  whose  frequency 


greatly  exceeds  peer  group  norms. 
Since  only  a small  number  of 
physicians  are  audited,  many 
others  who  exceed  the  norm  are 
unaware  of  how  their  practices 
differ  from  specialty  peers.  In 
May  1990,  carriers  were  directed 
by  HCFA  to  use  the  available  data 
on  practice  patterns  as  part  of  an 
education  effort.  During  November 
of  1990,  confidential  reports 
(Comparative  Performance 
Reports)  will  be  mailed  to 
physicians  whose  practice 
patterns  are  identified  as 
significantly  outside  the  norm  of 
their  peer  group.  Each  report 
will  contain  statistical 
information  about  the  aberrant 
pattern  and  how  the  practice 
compares  with  the  peer  group 
norm.  The  intent  of  these 
reports  is  to  provide  feedback  to 
physicians  about  their  practices, 
to  encourage  them  to  reevaluate, 
and  (if  appropriate)  to  modify 
practice  patterns.  It  is  hoped  that 
a positive  response  to  the  profile 
data  will  help  assure  that  the 
MVPS  will  not  be  exceeded. 

2.  Effectiveness  and  Outcomes 
Research  — Meeting  the  MVPS 
will  require  a concerted  effort  to 
achieve  efficient  practice 
patterns.  A number  of  resources 
are  available  for  those  physicians 
who  would  like  to  modify  their 
practice  patterns.  The  Agency  for 
Health  Care  Policy  and  Research 
(AHCPR)  was  established  by 
OBRA  89.  This  agency  has 
primary  responsibility  for 
implementation  of  the  Medical 
Treatment  Effectiveness  Program 


(MEDTEP)  within  the  Department 
of  HHS.  The  purpose  of  this 
agency  is  to  obtain  information 
that  promotes  improvements  in 
clinical  practice,  as  well  as  the 
organization,  financing,  and 
delivery  of  health  care  services. 
Plans  are  in  place  to  conduct  and 
support  research,  demonstration 
projects,  evaluation,  training, 
guideline  developing,  and 
dissemination  of  information. 
Guidelines  for  three  clinical 
conditions  (prostatism,  cataracts, 
and  depression)  are  scheduled  to 
be  available  by  January  1,  1991. 

Future  topics  include:  incontinence, 
chronic  pain,  decubiti,  sickle  cell 
disease,  and  HIV  infection. 

The  AMA  also  supports  efforts  of 
medical  specialty  societies  and  other 
physician  organizations  to  develop 
strategies  (practice  parameters)  for 
effective  patient  management.  Over 
700  parameters  are  now  available, 
and  125  more  are  in  development.  A 
directory  of  these  parameters  can  be 
ordered  from  the  AMA  by  calling 
1-800-621-8335. 

While  the  new  fee  system  should 
be  more  equitable  and  predictable, 
the  transition  years  will  no  doubt  be 
a confusing  period.  The  Provider 
Relations  Division  of  Nationwide's 
Medicare  Operations  will  coordinate 
workshops  and  speakers  for  medical 
organizations  and  societies.  Requests 
should  be  directed  to: 

Diane  Wagner 
Provider  Relations  Division 
Nationwide  Medicare  Operations 
P.  O.  Box  182002 
Columbus,  Ohio  43218 
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How  to  Respond  to  a PRO  Quality  Inquiry 


Department  of  Health  Care  Review, 
American  Medical  Association 


Utilization  and  Quality  Control 
Peer  Review  Organizations  or  PROs, 
have  entered  into  “The  Third  Scope 
of  Work,”  i.e.,  the  third  round  of 
PRO  contracts  negotiated  between 
the  Health  Care  Financing 
Administration  (HCFA)  and  the 
nation’s  54  PROs.  Effective  April  1, 
1989,  all  PROs  were  bound  by  the 
new  Scope  of  Work. 

Despite  new  contractual 
provisions  in  the  Third  Scope  of 
Work,  PROs  still  have  as  their 
primary  responsibility  the  medical 
review  of  services  reimbursed  by 
Medicare.  PROs  review  such  services 
to  ensure  that  they  are:  (a)  medically 
necessary,  (b)  provided  in  an 
appropriate  setting  and  (c)  meet 
professionally  recognized  standards 
of  care. 

Quality  Intervention  Plan 

Cases  selected  for  review  by  PROs 
under  the  Third  Scope  of  Work  are 
passed  through  six  generic  quality 
screens,  identical  to  those  used  in 
the  Second  Scope  of  Work. 

However,  the  third  Scope  of  Work 
rules  also  require  the  implemen- 
tation of  a Quality  Intervention  Plan 
(QIP).  The  QIP  is  a plan  by  which 
each  PRO  is  required  to  perform  a 
quality  review  and  implement 
interventions  when  quality  concerns 
are  identified. 

The  following  is  an  overview  of 
the  QIP: 

• Every  case  selected  for 
retrospective  review  is  screened  for 
potential  quality  problems. 

• If  a potential  quality  problem  is 
identified,  the  QIP  requires  the  PRO 
to  allow  30  days  for  the  physician 
and/or  provider  to  comment  on  the 
proposed  quality  problem. 

• A PRO  physician  reviews 
comments  submitted  within  the 
specified  time  frames  in  order  to 
confirm  or  resolve  the  potential 
quality  problem. 


• When  the  PRO  determines  that 
there  is  a confirmed  quality 
problem,  the  PRO  must  determine 
the  source  of  the  problem  and 
notify  the  affected  party  of  the  final 
determination.  The  notice  to  the 
responsible  party  must  include 
sufficient  detail  so  that  he/she  will 
clearly  understand  the  identified 
problem,  what  the  appropriate 
action  should  have  been  in  the  case, 
the  severity  of  the  problem,  and  the 
action  to  be  taken  to  resolve  the 
quality  problem,  if  appropriate. 

• A PRO  physician  must  assign  a 
severity  level  to  each  case  with  a 
confirmed  quality  problem.  The 
three-level  severity  system  is  based 
upon  the  degree  of  harm  or 
potential  for  harm  to  the  patient. 
The  three-level  severity  system  was 
developed  with  the  assistance  of 
physicians  representing  the  major 
medical  specialty  societies.  The 
three  levels  are: 

• Confirmed  quality  problem 
with  significant  adverse  effects  on 
the  patient  (Level  III); 

• Confirmed  quality  problem 
with  the  potential  for  significant 
adverse  effects  on  the  patient  (Level 
III);  and 

• Confirmed  quality  problem 
without  the  potential  for  significant 
adverse  effects  on  the  patient  (Level 
I).  “Significant  adverse  effect”  is 
defined  as  (1)  patient  management 
which  results  in  anatomical  or 
physiological  impairment,  disability, 
or  death,  or  (2)  unnecessarily 
prolonged  treatment,  complications, 
or  readmission. 

• Each  case  with  a confirmed 
quality  problem  is  assigned  a weight 
based  upon  the  severity  level  of  the 
problem.  Each  severity  level  has  an 
assigned  weight,  from  a weight  of 
25  for  a Level  III  problem,  to  a 
weight  of  5 for  a Level  II  problem, 
to  a weight  of  1 for  a Level  I 
problem. 


• Each  quarter,  the  PRO  will 
profile  the  total  weights 
accumulated  for  reviews  completed 
in  that  quarter  by  problem  source 
(e.g.,  physician  and  provider).  The 
total  weight  will  determine  the 
corrective  action  to  be  implemented. 
When  the  quarterly  profile  shows 
that  a particular  physician  has  a total 
weighted  score  of  three  points  or 
more,  the  PRO  must  initiate 
corrective  action.  The  Third  Scope 
of  Work  states  that  when  a severity 
Level  II  or  III  potential  quality 
problem  is  identified  or  a pattern  of 
severity  Level  I potential  quality 
problems  are  identified,  the 
responsible  party  (i.e.,  the  physician 
and/or  provider  as  appropriate)  will 
be  notified  of  the  potential  quality 
problem  and  provided  with  an 
opportunity  to  respond  and  discuss 
the  issue  with  a PRO  physician.  The 
initial  notification  should  include 
sufficient  detail  so  that  the 
responsible  party  will  clearly 
understand  the  identified  problem 
and  the  severity  of  the  problem. 

How  to  Respond 

The  following  is  a list  of  steps  to 
take  if  you  receive  a letter  of  inquiry 
regarding  quality  concerns  from 
your  PRO1 : 

• Step  1.  Keep  calm.  Do  not 
send  angry  letters  back  to  the  PRO; 
discuss  the  quality  issue  with  a peer. 

• Step  2.  Review  the  medical 
record  to  make  sure  the  PRO  hasn’t 
made  a factual  error  in  its  review  of 
the  case.  The  PRO  may  have 
overlooked  a critical  entry  in  the 
medical  record. 

• Step  3.  Physicians  receiving 
letters  of  inquiry  from  their  PRO 
should  carefully  consider  whether 
or  not  to  telephone  their  PRO  about 
the  case.  A preferred  course  of 
action  is  to  write  to  your  PRO,  with 
a copy  to  the  chief  of  the  hospital 
medical  staff,  instructing  the  PRO  to 
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communicate  its  concern  to  the 
chief  of  staff  and  departmental 
chairman. 

In  your  communication  with  your 
PRO,  you  should  present  factual 
information  without  self-serving 
statements,  argumentative  remarks, 
explicit  or  implicit  admissions  of 
error  in  judgement,  or  criticism  of 
care  provided  by  others. 

• Step  4.  You  may  opt  to  request 
a personal  interview  with  the 


district  medical  director  and 
specialist  consultant  prior  to  writing 
a response;  a personal  interview 
may  be  more  appropriate  than 
writing,  particularly  in  a 
complicated  case. 

• Step  5.  Keep  your  response  in 
a separate  file  other  than  the 
patient’s  medical  record.  Keep  all 
communications  separate  so  that 
they  are  not  inadvertently  disclosed 
if  the  medical  record  is  produced  in 
response  to  a subpoena. 


As  always,  detailed  histories  and 
patient  records  are  important  to 
keep;  such  detailed  records  help 
you  to  remember  clearly  relevant 
facts  involved  in  the  treatment. 

They  may  also  explain  to  the  PRO 
reviewer  why  you  chose  a particular 
course  of  treatment. 


1 Steps  3-5  were  adopted  with  permission 
from  the  California  Medical  Association’s 
brochure  “What  Physicians  Should  Know 
about  Working  with  CMRI  and  Other  Review 
Organizations.’’ 


Our  future  health  care  depends  on 
the  medical  students  of  today.  Now  is 
the  time  to  take  steps  toward  a brighter 
health  care  environment,  but  with 
cutbacks  in  government  funding,  this 
is  more  difficult  than  ever  before. 

This  is  where  the  American  Medical 
Association  Education  and  Research 
Foundation  (AMA-ERF)  becomes 
essential.  It  provides  necessary  funds  to 
improve  educational  quality  with 
modem  equipment,  such  as  computers, 
State  Board  testing  preparations,  funds 
for  research  in  medical  advances,  as 
well  as  providing  needy  students  with 
loans  for  housing  etc. 


Their  Future 

is 

Our  Future 


AMA-ERF  is  the  major  health- 
related  charitable  endeavor  of  the 
West  Virginia  State  Medical  Associa- 
tion Auxiliary.  Your  help  is  needed! 

All  donations  are  tax-deductible.  If 
you  wish,  you  may  send  a donation  as 
a memorial  or  as  a "Thank-You"  for  a 
professional  courtesy. 

Your  contribution  may  be 
designated  for  the  medical  school  of 
your  choice.  Medicine  and  the 
medical  community  benefit  from  your 
AMA-ERF  donation  by  promoting  the 
quality  of  medical  education  - our 
future  depends  on  it! 


Contributor  Name  

Address  

County  

Designated  Medical  School 


**  Thank  You  for  Your  Support!  ** 


Please  submit  this  form  and  your  check 
made  out  to  AMA-ERF  to: 

Vicki  L.  Helsley 
WVSMA  Auxiliary 
AMA-ERF  Co-Chairman 
P.O.  Box  616 

Berkeley  Springs,  WV  25411 
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MEDICAL  AND  PROFESSIONAL 
SYSTEMS 

WE  NOW  SERVE  OVER  200  PETYSICIANS  WITH  A UNIQUE 
COMBINATION  OF  SERVICES: 


Our  software,  hardware  and  support  is  dedicated  to  the  medical  community 

"Advanced  Dealer"  for  Medical  Manager  software 
Awarded  "Top  3"  in  USA  in  1988 

IBM  Dealer  Associate  Value  Added  Remarketer 

Remote  Modem  Support 

Newsletter,  including  helpful  insurance  tips 

User's  Group  Meetings  throughout  West  Virgina  and  neighboring  States 

Insurance  seminars 

Office  management  seminars 

Word  processing  classes 

Accounting  software  classes 

Electronic  claims  submission  services 

Staff  Members  with  combined  computer  experience 
of  sixty-five  years 

Associate  Member,  West  Virginia  State  Medical  Society 
and  West  Virginia  Academy  of  Family  Physicians 

Medical  and  Professional  Systems  has  spent  seven  years  inside  physicians'  offices  installing,  training  and  supporting 
their  employees  on  unique  solutions  to  various  problems.  We  have  learned  about  creative  and  successful  practices. 
The  results  of  these  efforts  are  our  low-cost,  easy-to-use  office  management  systems  that  place  an  emphasis  on 
electronic  claims  submission,  a new  technology  that  is  dramatically  changing  the  health  care  provider's  office. 

We  offer  a variety  of  hardware  and  software  solutions  to  meet  the  unique  needs  of  your  practice.  Our  systems  can 
be  installed  as  single-user  or  multi-user,  multi-tasking  systems  with  the  ability  to  add  additional  workstations  and 
printers  as  needed.  Serving  as  many  practices  as  we  do  in  a five  state  area,  Medical  and  Professional  Systems  is  a 
proven  solution  to  your  office  management  needs.  Make  us  your  choice. 


1412  Kanawha  Boulevard  West 
Charleston,  West  Virginia  25312 
304-345-6412 


Sometimes  Being  Sure  Of 
Yourself  Just  Isn't  Enough. 


McDonough  Caperton 
professionals  are 
dedicated  to  our  clients 
and  their  future.  It's  an 
investment  on  both  our 
parts  and  a trust  we 
cherish.  McDonough 
Caperton,  insurance 
advisor  to  the  West 
Virginia  State  Medical 
Association  — 
committed  to  people. 
Dedicated 
to  excellence. 

McDonough 

Caperton 

Insurance 

Group 

ii 


Investing  Our  People 
In  Your  Future. 


You  know  you  are  a 
good  doctor,  you've 
worked  hard  to  get 
where  you  are  but 
sometimes  being  sure 
of  yourself  just  isn't 
enough... 


Corporate  Headquarters  One  Hillcrest  Drive,  P.O.  Box  1551, Charleston,  WV  25326-1551,  Telephone:  (304)  346-0611  Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  North  Carolina,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


‘Our 

Goncem 


Theocritus,  230  B.C. 


Morgan  E.  Scott,  M.D. 


Neil  P.  Dubner,  M.D. 


Arthur  E.  Kelley,  M.D. 


Basil  E.  Roebuck,  M.D. 


G.  Paul  Hlusko,  M.D. 


D.  Wilfred  Abse,  M.D. 


Ronald  L.  Myers,  M.D. 


Don  L.  Weston,  M.D. 


Hal  G.  Gillespie,  M.D. 


Orren  LeRoyce  Royal,  M.D. 


Greek  poet  Theocritus  said  it.  The  men 
who  comprise  the  Active  Medical  Staff  of  Saint 
Albans  Hospital  practice  it.  Every  day. 

They  combine  vears  of  study  and  experience 
to  bring  patients  the  best  available  care  for  emo- 
tional and  psychological  troubles.  Their  special 
interests  cover  the  broadest  spectrum  of  psychiatric 
treatment,  resulting  in  both  adult  and  adoles- 
cent programs  for  chemical  dependency,  eating 


disorders,  phobias  and  anxieties,  and  pain 
management. 

Our  doctors  lead  a large  group  of  professionals 
and  volunteers  who  make  compassion  and  expert 
care  a way  of  life.  Saint  Albans. Today  and  for  the 
past  74  years  we  are 

concerned,  above  Sojnt  AlboflS 
peace  of  mind.  ^9  fcychiatr  ic  Hospital 

Radford,  Virginia  (703)639-2481 


ARMY  RESERVE 


MEDICAL  PROFILE  NO.9 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center 


JANN  L.  HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician,  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result,  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
1'800'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BE  ALLYOU  CAN  BE. 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  Information. 
Indication:  Lower  respiratory  Infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUOE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins, 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  In  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  Individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include. 

• Hypersensitivity  reactions  have  been  reported  In  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 1n  200  patients.  Cases 
of  serum-slckness-llke  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthrltis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 In  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  Initiation  of  therapy  and  subside 
within  a tew  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eoslnophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  bepabc  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Clinitest  * tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  [021490  LRI) 

Additional  Information  available  to  the  profession 
on  request  from  Ell  Lilly  and  Company.  Indianapolis, 
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Abstract 

Mohs  micrographic  surgery  has 
been  highly  successful  in  treating 
skin  cancers  that  grow  in  a 
contiguous  manner.  The  technique 
requires  removal  of  involved  tissue 
in  thin  layers  and  histographic 
mapping  to  pinpoint  residual 
tumor.  This  process  is  repeated 
until  all  of  the  tumor  is  resected. 
This  allows  100  percent  of  all 
margins  to  be  examined  and  is  very 
tissue  conservative,  attributing  to 
its  unsurpassed  cure  rates  and 
excellent  cosmetic  results.  Since  it  is 
done  as  an  outpatient  procedure 
under  local  anesthetic,  it  also  is 
safe  and  efficient. 

Introduction 

Approximately  500,000  non- 
melanoma skin  cancers  occur 
annually  in  the  United  States.  Most 
of  these  lesions  are  basal  or 
squamous  cell  cancers  that  grow  by 
local  invasion  in  a contiguous 
manner.  Estimates  indicate  that  90 
percent  are  cured  by  conventional 
modalities,  such  as  electrosurgery, 
cryosurgery,  standard  surgical 
excision  or  radiation  therapy  (1). 
Hence  10  percent  (i.e.  50,000)  of 
such  lesions  will  recur.  The  vast 
majority  of  these  predicted 
recurrences  will  be  on  the  head  and 
neck  area  and  may  result  in 
significant  functional  and  cosmetic 
problems. 

Mohs  micrographic  surgery  (MMS) 
is  the  treatment  of  choice  for  these 


recurrent  and  other  high  risk 
cancers.  This  technique  examines 
100  percent  of  all  tumor  margins  in 
a programmed  and  systematic 
manner.  Simply  stated  it  has  the 
unique  ability  to  trace  out  these 
contiguous  tumors  with  their  “silent 
extensions,”  missed  by  other 
methods,  achieving  a tumor-free 
plane  regardless  of  size,  shape,  and 
depth  or  invasion  of  bone  or 
cartilage.  This  method  not  only  has 
unsurpassed  cure  rates,  but  also 
preserves  the  maximum  amount  of 
normal  tissue,  thus  providing  the 
patient  with  the  best  cosmetic 
results  attainable. 

This  article  will  review  the  history 
and  technique  of  MMS,  and  discuss 
the  indications  for  this  procedure 
and  the  incorporation  of  other 
specialists  in  the  extirpation  and 
reconstruction  of  more  challenging 
tumors. 

History 

In  the  mid  1930s,  Frederic  E. 

Mohs  developed  a method  in  which 
skin  cancers  could  be  fixed  in  situ 
with  zinc  chloride  paste,  followed 
by  surgical  excision  in  a saucer-like 
manner  24  hours  later  (2,3).  The 
excised  specimen  would  then  be  cut 
into  smaller  sections  that  could  be 
prepared  into  frozen  sections  that 
displayed  the  entire  undersurface  of 
the  specimens.  After  staining,  each 
section  would  be  examined 
microscopically  in  a systematic 
fashion.  Subsequently,  any  area  of 
residual  tumor  involvement  would 
be  plotted  on  a reference  map 
showing  the  orientation  of  the 
originally  excised  specimen  in 
regard  to  anatomical  landmarks. 

This  reference  map  would  then 
be  taken  to  the  operative  site  and 
another  layer  of  zinc  chloride  paste 
would  be  applied  to  the  areas  of  the 
residual  tumor  involvement  for  an 
additional  24  hours.  This  sequence 
of  fixation,  excision  and  microscopic 


examination  would  be  repeated  until 
a tumor-free  plane  would  be 
reached  as  shown  in  Figure  1 (4). 
Seven  to  10  days  later,  the  remaining 
fixative  sloughed  and  the  wound 
would  heal  by  secondary  intention. 

The  major  advantages  of  using  the 
chemical  fixative  were  tissue  could 
be  excised  bloodlessly  and 
painlessly  although  the  fixation 
process  itself  would  be  quite  painful 
as  a result  of  edema  and  tissue 
necrosis.  Micrographic  surgery  today 
is  essentially  performed  by  deleting 
the  fixation  process  and  performing 
serial  horizontal  excisions  under 
local  anesthesia.  This  is  known  as 
the  fresh  tissue  technique.  It  causes 
less  pain  and  discomfort,  allows 
multiple  stages  to  be  performed  in 
one  day  and  permits  immediate 
reconstruction  and  closure. 

The  popularity  of  MMS  has  grown 
enormously  in  the  past  ten  years 


Figure  1.  Schematic  diagram  of  cancer 
(shaded  area)  top  left  with  horizontal 
projections  of  the  undersurface  after  each 
layer  of  excision.  To  the  right  are  maps  with 
tumor  positive  areas  represented  in  dark. 
(By  permission  from  the  J Dermatol  Surg 
& Oncol  4). 
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Figure  2A.  Area  of  recurrent  basal  cell 
carcinoma  within  a scar. 

due  to  its  unsurpassed  cure  rates  of 
98.2  percent  for  primary  lesions  and 
96.6  percent  for  recurrent  lesions 
(5).  As  the  advantages  of  this 
procedure  have  been  appreciated  by 
other  surgical  disciplines,  the  team 
approach  has  been  incorporated  for 
the  more  challenging  tumors  (6,7). 

Methodology 

The  technique  of  MMS  is  best 
appreciated  by  a clinical  illustration. 

The  patient  presented  is  a 
6l-year-old  white  male  with  a 
multiple  recurrent  basal  cell  cancer 
on  the  posterior  surface  of  his  left 
shoulder.  MMS  was  recommended 
because  recurrence  rates  range  from 
40  percent  to  60  percent  for 
retreated  tumors  by  other  modalities 
as  opposed  to  4 percent  by  this 
technique  (8). 

Preoperatively,  the  clinical  area  of 
tumor  involvement  measured 
21  x 32  mm  (Figure  2A).  The  lesion 
is  first  anesthetized  with  1 percent 
lidocaine  with  1:100,000  epinephrine. 
The  clinical  margins  of  the  tumor 
are  debulked  with  either  a scalpel 
or  a dermal  curette.  The  next  step  is 
to  perform  a saucer-like  excision 
with  a 1-3  mm  margin  around  and 
beneath  the  debulked  tissue  (Figure 
2B).  Corresponding  niches  are  then 
simultaneously  scored  on  the 
excised  specimen  and  the  adjacent 
skin  margins  are  incorporated  before 
(Figure  2C)  and  after  resection 
(Figure  2D).  These  niches  help 
maintain  orientation  of  the 
specimen  and  serve  as  lines  on 
which  the  tissue  is  later  divided 
(Figure  2E).  Hemostasis  is  performed 
and  the  wound  is  dressed. 


Figure  2B.  Saucer-like  excision  of  clinical 
lesion. 


Figure  2C.  Corresponding  niches  on  tumor 
and  normal  margins  for  orientation  prior 
to  excision. 

A matching  reference  map  is 
made  showing  the  orientation  of  the 
excised  specimen  in  regard  to  the 
niche  marks.  The  specimen  is  then 
divided  into  numbered  sections  and 
correspondingly  identified  by 
number  and  location  on  the 
reference  map.  Two  adjacent  edges 
of  each  section  are  color  coded 
using  red  and  blue  dyes.  They  are 
indicated  on  the  reference  map  by 
solid  and  broken  lines  respectively 
(Figure  2F). 

Each  section  is  inverted  and 
processed  for  frozen  sectioning  such 
that  multiple  frozen  sections  are 
performed  on  the  undersurface  to 
periphery  of  each  individual 
specimen  (Figure  2G).  These 
sections  are  stained  with 


2E 

Figure  2E.  Division  of  excised  specimen 
along  niches. 


Figure  2D.  Corresponding  niches  on  skin 
margin  after  excision  of  specimen. 


hematoxylin  and  eosin,  and 
microscopically  examined  for  tumor. 
In  this  case,  residual  tumor  was 
found  in  two  separate  foci  at  the 
epidermal  rim  of  section  three 
(Figure  2H  & 21).  A 1-3  mm  margin 
is  then  re-excised  in  the  area  of 
residual  tumor  involvement  with 
mapping,  color  coding,  and 
microscopic  examination  until  all 
margins  are  tumor-free  (Figure  2J  & 
2K). 

One  can  repair  the  defect  or  allow 
it  to  heal  by  secondary  intention,  as 
was  done  in  this  case  (2L). 

The  illustrations  2A-2L  show  why 
high  cure  rates  are  obtained  by 
MMS.  Assuming  the  lesions  grow  in 
a contiguous  manner,  100  percent  of 
all  tumor  margins  are  examined  and 
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tissue  orientation  is  maintained  in 
regard  to  location  of  residual  tumor. 
At  the  same  time,  large  amounts  of 
normal  tissue  are  not  sacrificed. 

This  is  opposed  to  standard  surgical 
excision  where  far  less  than  1 
percent  of  all  margins  are  examined 
histologically  (9). 

Indications 

Any  tumor  that  grows  in  a 
contiguous  manner  and  is  visible  by 
light  microscopy  can  be  treated  by 
MMS.  These  tumors  include  basal 
cell  carcinomas,  squamous  cell 


carcinomas,  keratoacanthomas, 
verrucous  carcinoma  and 
dermatofibromasarcoma  protuberans. 
More  specifically,  strong  indications 
include  those  in  Table  1 (10).  If  these 
indications  are  strongly  adhered  to, 
the  overall  cure  rates  for  skin  cancers 
will  increase  and  the  recurrence  rates 
for  standard  modalities  will  decrease. 

What  about  malignant  melanoma? 

There  is  varying  opinion  among 
Mohs  surgeons  regarding  the 
treatment  of  malignant  melanoma.  It 
is  still  considered  controversial  and  at 
our  clinic,  standard  cancer  surgery  is 
still  performed  for  this  neoplasm. 


Interdisciplinary  Approach 

Nowhere  in  literature  is  the 
treatment  of  skin  cancer  under  one 
domain.  It  is  imperative  that 
treatment  should  be  guided  with  the 
patient’s  best  interests  in  mind.  It  is 
our  obligation  as  health  care 
professionals  to: 

1)  Offer  the  patient  the  highest 
chance  of  cure. 

2)  To  minimize  dysfunction. 

3)  To  provide  the  best  cosmetic 
result. 


Figure  2F.  Matching  reference  map  with  divided  and  color-coded 
specimen. 


Figure  2G.  Horizontal  frozen  sections  being  performed. 


Figure  2H.  Area  of  residual  tumor  transcribed  from  slide 
to  map. 


\ 
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Figure  21.  Area  of  residual  tumor 
transcribed  from  map  to  patient. 
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Figure  2J.  Re-excision  of  tumor- 
positive area. 
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TABLE  1 

Mohs  Micrographic  Surgery 


INDICATIONS 

Recurrent  or  incompletely  excised  basal  or 
squamous  cell  cancers 

Tumors  with  indistinct  margins 

Large  tumors  (1-2  cm  or  face;  >3  cm  on  trunk) 

Basal  cell  cancers  with  aggressive  histologic 
subtypes 

Areas  of  high  recurrence  rates 
Maximum  tissue  conservation 


REASONS  FOR  AIMS 

Cure  rates  96  percent  for  MMS  vs.  40-60  percent 
by  other  modalities  for  recurrent  lesions  (8) 

Extend  further  subclinically  than  well-defined 
exophytic  lesions  (1,11) 

Cure  rates  by  other  methods  inversely 
proportional  to  tumor  size  (3,5) 

Tissue  preservation  (12) 

Cure  rates  are  notoriously  lower  for 
morpheaform,  (1,13)  adenocystic,  and  metatypical 
basal  cell  cancers  (1,11) 

See  Figure  3 (7,14,15) 

Prevent  dysfunction  and  distortion  and  ensure 
good  cosmetic  results  (e  g.  eyes,  nose,  vermilion 
border  of  the  lips,  penis,  digits  or  feet) 


Our  philosophy  and  priority  is  to 
ensure  that  all  the  tumor  is  resected 
before  any  thought  of  reconstruction 
is  considered. 

Wound  management  at  the 
completion  of  MMS  is  based  on 
several  factors  which  include  the 
need  for  wound  care  by  the  patient 
(i.e.  granulating  wounds),  predictable 
function,  and  cosmetic  results.  For 
instance,  medial  canthal  lesions  that 
are  less  than  15  mm  and  that  extend 
symmetrically  above  and  below  the 
inner  palpebral  commissure  granulate 
with  excellent  results.  The  rule  of 
thumb  is  that  defects  in  concave 
areas  of  the  face  heal  well  by 


Risk  of  Recurrence  (Odds  Ratio) 


(1)  Nose 

(2)  Ears 

(3)  Eyes 

(4)  Other/face 

(5)  Lips 

(6)  Neck/scalp 

(7)  Trunk 


Figure  3-  Relative  risk  of  recurrence  of  basal 
cell  carcinoma  with  all  anatomic  locations 
equal  to  1.00.  (By  permission  of  J Dermatol 
Surg  & Oncol  14,15). 


secondary  intention;  whereas,  those 
in  the  convexities  do  not  (15). 

Wounds  that  have  been  created  by 
the  Mohs  surgeon  that  are  not  left  to 
heal  by  secondary  intention  are  either 
closed  by  the  surgeon  himself  or 
help  is  solicited  from  other  surgical 
specialists  (6,7).  For  difficult  eyelid 
defects,  reconstruction  by  the 
oculoplastic  surgeon  is  requested  on 
other  head  and  neck  areas,  the 
otolaryngologists  and  plastic  surgeons 
are  called  upon  for  their  expertise. 

A second  major  indication  for  a 
team  approach  from  these  specialtists 
is  when  tumor  extirpation  can  no 
longer  be  performed  in  the 
outpatient  facility  and  the  neoplasm 
is  invading  deep  concavities  of  the 
head  and  neck  such  as  the  orbit, 
sinuses  or  the  parotid  gland  (6).  At 


Figure  4.  “H”  zone  of  face  noted  for  its 
high  recurrence  rate  and  deep  extensions 
of  basal  cell  carcinomas.  (By  permission 
of  J Dermatol  Surg  & Oncol  7). 


this  point,  residual  tumor  is  localized 
and  MMS  is  continued  or  an  en  bloc 
dissection  is  performed  often  under 
general  anesthesia. 

Conclusion 

MMS  is  the  treatment  of  choice  for 
any  skin  cancer  that  has  recurred  or 
that  is  likely  to  recur.  Until  this 
method  was  developed,  overall  cure 
rates  for  recurrent  skin  cancers  were 
only  60  percent  at  best  compared  to 
96  percent  currently  for  MMS  (8). 
Unacceptable  cure  rates  have  also 
been  published  for  tumors  in  the  H- 
Zone  of  the  face  (7)  (Figure  4).  If  the 
patient  cannot  be  assured  greater 
than  a 90  percent  cure  rate  or  if 
tissue  conservation  is  important,  then 
Mohs  surgery  is  indicated. 

With  its  unsurpassed  cure  rates, 
many  Mohs  surgeons  have  developed 
strong  interdisciplinary  relationships 
with  surgeons  in  opthalmology, 
otolaryngology,  and  plastic  surgery. 

The  Mohs  surgeon  is  the  clinician, 
surgeon  and  pathologist.  Specifically, 
he  is  utilizing  his  knowledge  of 
tumor  behavior  in  regard  to  location 
and  blending  it  with  his  skills  in 
excision,  histographic  control  and 
microscopic  examination. 

Due  to  these  factors,  problems 
with  location  of  residual  tumor  in 
regard  to  anatomical  landmarks 
should  be  minimal.  This  tissue 
conserving  approach  has  allowed  for 
removal  of  periorbital  tumors,  nasal 
lesions  and  other  lesions  sparing 
patients  radical  procedures  such  as 
orbital  exenterations,  rhinectomies,  or 
removal  of  ears  or  digits. 
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Abstract 

The  yearly  number  of  patients 
with  malignant  melanoma 
presenting  in  the  United  States  is 
increasing  at  an  alarming  rate. 
Unprotected  sun  exposure  appears 
to  be  a major  cause  for  this  rise, 
and  appropriate  protection  will 
hopefully  reverse  this  worrisome 
trend. 

Early  recognition  of  a suspect 
lesion  by  patient  and  physician, 
and  its  prompt  removal,  are  of 
prime  importance  in  the  effective 
control  and  possible  cure  of  this 
malignancy.  This  is  especially 
important  since  a high  rate  of 
recurrence  is  associated  with  the 
more  advanced,  thicker  lesions,  and 
other  modes  of  therapy,  including 
chemotherapy  and  immunotherapy, 
have  as  of  yet  little  impact  on 
survival  of  the  patient  once  the 
disease  has  spread. 

Malignant  melanoma  accounts  for 
only  3 percent  of  all  skin  cancers, 
but  it  causes  65  percent  of  all  the 
deaths  due  to  cancers  of  the  skin. 
Even  more  alarmingly,  its  incidence 
in  the  United  States  is  increasing  by 
10  percent  each  year  and  by  as 
much  as  30  percent  per  year  among 
whites  living  in  the  sunbelt  (1).  The 
numbers  of  new  cases  of  malignant 
melanoma  have  been  doubling  every 
10  to  15  years,  a rate  of  increase 
exceeded  only  by  that  for  lung 
cancer  in  women.  In  the  United 
States,  about  one  in  150  people  will 
develop  malignant  melanoma  during 
his  or  her  lifetime,  and  this  rate  is 
expected  to  rise  to  one  in  100  by 
the  year  2000.  In  certain  high  risk 
regions  of  the  world,  such  as 
Australia,  melanoma  already  is  the 
fourth  most  common  cancer. 

Despite  much  progress  in  the 
treatment  of  a number  of  cancers, 
the  only  known  cure  for  malignant 
melanoma  is  early  diagnosis  and 
early,  proper  surgical  treatment.  It  is 


therefore  imperative  that  physicians 
recognize  suspicious  skin  lesions, 
and  biopsy  those  at  risk.  This  is 
best  accomplished  by  performing 
careful,  periodic,  and  complete  skin 
examinations,  and  by  teaching 
patients  the  technique  of  routine 
self-examination  of  the  skin  (2).  This 
article  reviews  the  risk  factors, 
pathology  and  staging  important  in 
understanding  malignant  melanoma, 
as  well  as  the  present  status  of 
surgical  treatment  of  early  lesions 
and  the  use  of  other  modalities  in 
advanced  states  of  the  disease. 

Risk  Factors 

A number  of  factors  have  been 
implicated  in  the  development  of 
malignant  melanoma,  including 
excessive  exposure  to  ultraviolet 
light,  genetic  influences, 
immunologic  defects,  oncogenic 
viruses,  hormones  and  chemical 
carcinogens.  There  is  much 
evidence  linking  the  development  of 
skin  melanoma  with  sun  exposure 
and  increased  susceptibility  to 
actinic  DNA  damage.  Whites  have  a 
ten-fold  increase  in  melanoma 
incidence  over  blacks,  a risk  which 
increases  with  proximity  to  the 
equator. 

While  the  lentigo-maligna  type  of 
melanoma,  most  commonly 
observed  in  elderly  individuals,  is 
most  clearly  related  to  chronic  sun 
exposure,  the  more  common 
superficial  spreading  melanoma  seen 
in  younger  patients,  appears  to  be 
associated  with  severe  sunburns, 
especially  during  childhood. 
Evidence  points  to  brief  but  intense 
sun  exposure  as  a major  risk  factor 
for  the  development  of  malignant 
melanoma  in  these  sun-sensitive 
individuals  (3).  Such  individuals, 
who  burn  easily  and  tan  poorly, 
most  often  have  blue  eyes,  blond  or 
red  hair,  with  pale  or  freckled 
complexion.  They  are  more  often 
white  collar  workers  and  of  higher 
socioeconomic  status. 

Intermittent,  sporadic  exposure  to 
UV  light  through  “tanning  salons” 
may  represent  a greater  risk  than 
natural  sun  exposure.  UV-A  radiation 
emitted  from  the  more  recently 


marketed  sun  beds  and  tanning 
booths  was  found  to  be  mutagenic 
and  potentially  carcinogenic.  Since 
UV-A  exposure  causes  less  burning, 
these  newer  devices  may  increase 
melanoma  risk  by  removing  a major 
warning  signal  of  excess  exposure. 

Precursor  Lesions 

Over  50  percent  of  patients  who 
develop  primary  skin  melanoma 
report  the  existence  of  prior  skin 
lesions.  Most  often  these  are  so-called 
dvsplastic  nevi  or  occasionally 
congenital  melanocytic  nevi.  The 
simple  lentigo  and  the  melanocyic 
nevi  or  “common  moles”  (including 
the  junctional,  compound  and 
intradermal  subtypes)  usually  arise 
during  childhood,  and  rarely  are 
precursors  to  melanoma.  Therefore, 
the  development  of  a new  macular, 
pigmented  lesion  in  someone  over 
the  age  of  40  should  alert  one  to 
the  possibility  that  the  lesion  is  an 
early  melanoma. 

Congenital  melanocytic  nevi, 
present  in  approximately  1 percent 
of  newborns,  do  lead  to  an 
increased  risk  of  malignant 
melanoma,  especially  the  giant 
form.  The  life-time  risk  is  about  6 
percent,  as  compared  to  a risk  of 
0.7  percent  for  the  general 
population. 

The  presence  of  dysplastic  nevi  is 
an  especially  high  risk  to  the 
development  of  melanoma  (4).  The 
life-time  risk  has  been  estimated  at 
10  percent,  with  an  incidence 
approaching  100  percent  in 
individuals  with  a close  relative 
with  melanoma.  Dysplastic  nevi  may 
be  familial  or  sporadic.  The  familial 
form  is  usually  inherited  in  an 
autosomal  dominant  fashion. 
Dysplastic  nevi  begin  to  appear  in 
adolescence  and  continue  to 
increase  in  number  throughout  life. 
While  young  adults  commonly  have 
an  average  of  25  common 
melanocytic  nevi,  individuals  with 
dysplastic  nevi  may  have  more  than 
100  lesions.  These  lesions  may 
appear  anywhere  on  the  body, 
especially  on  the  sun-exposed  areas 
of  the  trunk  and  extremities.  Several 
features  differentiate  the  dysplastic 
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TABLE  1. 

Characteristics  of  Common  Acquired  and  Dysplastic  Nevi  and  Early  Melanoma 


Common  Acquired 
Nevus 

Dysplastic  Nevus 

Early  Melanoma 

Size  (mm) 

<5 

5 to  12 

>5 

Border 

Regular,  distinct 

Irregular,  indistinct 

Irregular,  distinct 

Color 

Orderly,  tan,  brown 

Variegated, 
tan-dark  brown 

Variegated,  tan-dark 
brown  with  black 
and  often  pink 

Number 

About  25  in  young 
adults 

Often  > 100 

May  be  multiple 

Distribution 

Sun-exposed  areas 

Especially  trunk  but 
also  sun-deprived  sites 

Mostly  upper  back, 
legs  in  females 

Development 

Onset  early,  few  new 
nevi  after  age  35 

Onset  adolescence  and 
new  nevi  continue  to 
appear 

Rare  before  teens 

From  Schultz  and  Mastrangelo  (6). 


TABLE  2 

Clinical  Characteristics  of  the  Common  Types  of  Primary  Melanoma  of  Skin 

Type  of 

Median 

Specific 

Rate  of 

Melanoma 

Age,  Yrs. 

Sites 

Development 

Appearance 

Lentigo- 

maiigna 

melanoma 

70 

Face,  neck 
and  hands 

Slow: 
5-20  yr. 

Predominantly  flat  spot  2-20 
cm  in  size,  with  irregular 
borders  and  with  raised 
portions  throughout. 

Superficial 

spreading 

melanoma 

56 

Face,  neck 
upper  trunk, 
and  lower  legs 
(in  females) 

Moderately 
slow:  1-7  yr. 

The  brown  or  black  color  is 
notched:  or  speckled;  blue, 
white,  and  red;  or  both 

Nodular 

melanoma 

49 

Non-sun 

exposed 

Rapid: 

months 

Isolated,  small  (3  0 cm) 
nodule  with  smooth  borders; 
color  uniform  blue-black 

Adapted  from  Ariel  (8). 

nevus  from  the  common  nevus  and 
from  early  malignant  melanoma  (5). 
Their  major  characteristics  are 
presented  in  Table  1. 

Diagnosis 

Certain  key  features  set  apart 
malignant  melanomas  from 
precursor  and  benign  pigmented 
lesions,  regardless  of  the  anatomical 
site  (7).  These  characteristic  clinical 
features  of  early  melanoma  are 
represented  by  the  letters  ABCD: 

A = Asymmetry 
B = Border  irregularity 
C = Color  variegation 
D = Diameter  greater  than  6 mm. 


In  addition  to  its  clinical 
appearance,  history  and  symptoms 
are  also  important  in  the  diagnosis. 
These  components  include  change 
in  a pre-existing  melanocytic  nevus, 
such  as  change  in  color,  size,  shape, 
elevation,  surface  and  consistency, 
or  the  appearance  of  a new 
pigmented  lesion,  especially  after 
the  age  of  40. 

There  are  three  major  types  of 
cutaneous  melanoma:  lentigo 
maligna,  superficial  spreading,  and 
nodular.  The  characteristic  features 
of  each  are  outlined  in  Table  2.  The 
most  malignant  type  is  the  nodular 
melanoma.  Its  growth  characteristic 
is  almost  exclusively  vertical  with 


deep  invasion.  The  lack  of  radial 
growth  makes  early  diagnosis 
difficult.  The  direction  of  growth  in 
the  two  other  types  is  primarily 
radial,  which  usually  leads  to  an 
earlier  diagnosis. 

Every  primary  care  physician 
should  be  well  aware  of  the 
characteristics  of  these  malignant 
and  non-malignant  skin  lesions. 
Routine  evaluation  should  include  a 
thorough  examination  of  the  skin, 
especially  in  high-risk  patients.  Such 
high-risk  individuals  include  those 
with: 

(1)  History  of  prior  melanoma 

(2)  First  degree  blood  relative  with 
melanoma 

(3)  Dysplastic  nevus  syndrome 

(4)  Susceptible  complexion 

Excisional  biopsy  is  the  procedure 
of  choice  for  clinically  suspected 
primary  skin  melanomas.  Incisional 
or  punch  biopsy  may  be  done  on  a 
large  pigmented  lesion,  if  the 
biopsied  area  includes  the  most 
abnormal  area.  The  biopsy  should 
include  full  thickness  of  skin  and 
some  underlying  subcutaneous  fat 
tissue. 

Staging 

The  diagnosis  of  malignant 
melanoma  at  an  early  stage  cannot 
be  overemphasized.  Depth  of 
invasion  has  been  demonstrated  to 
be  the  single  most  important 
prognostic  factor  in  determining 
recurrence  and  survival.  Clark  was 
the  first  to  stage  melanoma 
histologically  (Clark’s  levels)  which 
related  depth  of  invasion  to 
involvement  of  the  various  layers  of 
the  skin.  Breslow,  in  1970,  measured 
the  thickness  of  the  melanoma  in 
millimeters,  and  documented  an 
inverse  relationship  between 
thickness  and  survival. 

More  recent  data  from  the  New 
York  University  Melanoma 
Cooperative  Group  pointed  to  a 
99.5  percent  10-year  survival  rate  for 
malignant  melanomas  less  than  0.76 
mm  thick.  In  contrast,  the  survival 
rate  was  only  48  percent  for  those 
with  lesions  3 mm  or  more  in 
thickness  (Fig.  1).  The  specific  5 and 
10-year  survival  rates  for  melanomas 
of  various  thickness  are  listed  in 
Table  3-  This  close  correlation  to 
clinical  outcome,  emphasizes  the 
importance  of  total  excision  of  the 
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Fig.  1.  Ten-year  survival  rate  of  patients  with  malignant  melanoma  (all  stages),  by  lesion 
thickness.  Source:  New  York  University  Melanoma  Cooperative  Group,  1984.  (Adapted  from 
ACS  Prof.  Ed.  Publication  No.  3334-PE) 


TABLE  3. 

Five  and  Ten-Year  Survival 
Related  to  Melanoma  Thickness 

Size  (mm) 

Five-year 

Survival 

10-Year 

Survival 

0.01-0.76 

95% 

90% 

0.77-1.49 

84% 

77% 

1.5-2.49 

73% 

60% 

2.5-3.99 

64% 

48% 

4. 0-4. 8 

37% 

25% 

lesion  and  of  subjecting  it  to  careful 
pathologic  evaluation. 

After  the  depth  of  the  primary 
lesion  has  been  determined,  the 
patient  should  be  fully  examined  in 
order  to  assign  a clinical  stage.  All 
lymph  node  areas  should  be 
examined,  especially  those  draining 
the  area  of  the  primary.  Laboratory 
studies  should  include  hemogram 
and  blood  chemistries,  especially 
the  liver-associated  enzymes.  Chest 
X-ray  may  detect  occult  lung  lesions, 
however,  routine  liver,  bone  and 
brain  scans  are  not  indicated  in 
asymptomatic  patients.  CT  scanning 
of  the  head  and  abdomen  are 
especially  helpful  in  defining 
metastatic  disease  in  patients  with 
symptoms  or  laboratory 
abnormalities. 

Prognostic  Factors 

While  depth  of  invasion  is  the 
most  powerful  prognostic  indicator, 
a number  of  other  variables  have 
provided  a better  understanding  of 
the  clinical  course  of  malignant 
melanoma.  Ulceration  of  the 
primary  lesion  exerts  an  additional 
adverse  effect  on  prognosis.  The 
importance  of  vertical  versus 
horizontal  growth  pattern  has 
already  been  mentioned  — nodular 
melanomas  tend  to  be  more 
aggressive  than  the  superficial 
spreading  type.  Age  assumes  some 
importance,  in  that  both  young 
patients  and  the  elderly  with 
melanoma  fare  less  well.  A recent 
report  by  Clark  et  al.  (9),  found 
additional  predictors  for  survival  to 
include:  mitotic  rate  per  square 
millimeter,  tumor-infiltrating 
lymphocytes,  sex,  and  anatomic  site 
of  the  primary.  Lesions  located  on 
the  extremities  generally  had  a 


better  prognosis  than  those  on  the 
trunk. 

Patients  with  regional  lymph  node 
involvement  (stage  II)  have  an 
average  5-year  survival  of  36 
percent.  Patients  with  only  one 
involved  node  have  a much  better 
prognosis  than  those  with  two  or 
more.  Among  patients  with 
metastases  to  lymph  nodes  there  is 
an  interesting  subgroup  in  whom 
the  primary  melanoma  cannot  be 
found.  Generally,  these  patients  do 
poorly,  however,  those  with 
involvement  limited  to  axillary  or 
groin  nodes  have  a relatively  good 
prognosis,  with  10-year  survival  rates 
of  40  percent  and  35  percent, 
respectively  (10). 

Patients  with  metastases  beyond 
the  regional  lymph  nodes  are 
designated  as  stage  III.  The  most 
favorable  subgroup  in  this  stage 
consists  of  patients  with  distant 
lymph  node  or  skin  metastases,  with 
a median  survival  time  of  11 


months.  An  intermediate  group  with 
lung  or  bone  metastases  have 
survival  times  of  8 and  7 months, 
respectively.  The  poorest  prognostic 
group  is  that  with  brain  or 
gastrointestinal  involvement,  which 
has  a median  survival  of  only  4 
months. 

Surgical  Treatment 

Wide  excision  has  been  the 
standard  approach  to  the  local 
surgical  removal  of  a cutaneous 
melanoma,  since  originally 
described  by  Handley  in  1907.  More 
recently,  it  has  become  evident  that 
a more  conservative  margin  of  1 cm 
is  quite  adequate  for  thin  lesions 
(less  than  0.75  mm).  For  thicker 
lesions,  a 2 to  3 cm  margin  is 
regarded  as  the  minimum  (11). 
Exceptions  are  melanomas  in  special 
areas,  such  as  the  head  and  neck, 
where  more  narrow  margins  have 
been  equally  successful,  while 
conserving  functional  and  cosmetic 
features.  An  ongoing  national 
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intergroup  study  is  evaluating  the 
effectiveness  of  wide  versus  more 
narrow  excision  margins  in  patients 
with  intermediate  thickness 
melanomas  of  the  extremities,  since 
this  question  has  not  yet  been 
satisfactorily  answered. 

The  role  of  regional  lymph  node 
dissection  in  the  initial  surgical 
management  of  primary  melanoma 
has  also  remained  controversial. 
Among  retrospective  studies 
comparing  immediate  prophylactic 
regional  lymph  node  dissection  at 
the  time  of  wide  excision  of  the 
primary  lesion  with  delayed 
resection,  one  can  find  results 
favoring  early  dissection,  no 
difference  in  the  survival  of  each 
group,  or  even  a detrimental  effect 
of  such  early  dissection. 

Two  large  prospective  studies 
have  shown  no  survival  benefit  to 
early  lymph  node  dissection  in  stage 
I melanoma.  By  further  analysis  of 
this  data,  it  is  possible,  however,  to 
select  certain  subgroups  of  patients 
which  appear  to  derive  some  benefit 
from  elective  lymphadenectomy. 
These  include  men  and  women 
with  extremity  or  scalp  and  neck 
melanomas  of  intermediate 
thickness,  and  possibly  trunk  lesions 
in  men.  It  is  hoped  that  more 
definite  answers  will  be  provided 
when  the  results  of  the  presently 
ongoing  large  intergroup  study 
become  available.  This  study  is 
designed  to  answer  questions 
concerning  2 cm  versus  4 cm 
primary  resection  margins,  and 
immediate  versus  delayed  elective 
lymph  node  dissection  in  patients 
with  intermediate  thickness  (1  to  4 
mm)  melanomas. 

Regional  Perfusion 

Creech  in  1958  first  proposed 
treating  high  risk  melanomas, 
especially  in  the  lower  extremities, 
with  regional  perfusion  and  high 
dose  chemotherapy,  usually 
melphalan,  which  is  infused  into  the 
limb  circulation  as  it  is  diverted 
through  a pump  oxygenator.  Since 
then,  a number  of  investigators  have 
reported  on  this  modality,  often 
with  conflicting  results.  Although 
adjuvant  perfusion  may  improve  the 
outlook  in  patients  with  thick 
lesions  on  the  extremities,  this 
cannot  be  considered  standard 


therapy  at  this  time.  An  ongoing 
trial  of  adjuvant  perfusion 
conducted  by  the  World  Health 
Organization  and  the  EORTC  will 
hopefully  document  its  true  role. 
Limb  perfusion,  especially  w^hen 
combined  with  hyperthermia,  has 
achieved  good  regional  control  of 
in-transit  metastases  of  a limb,  and 
has  led  to  a 25  percent  15-year 
survival  rate  in  a group  of  such 
patients. 

Radiography 

Malignant  melanoma  has  long 
been  considered  to  be 
radioresistant,  however,  there  is 
considerable  evidence  that  effective 
palliation  can  be  provided  with 
radiation  treatment.  This  is 
especially  true  for  brain,  skin, 
subcutaneous  and  lymph  node 
involvement.  More  recently,  further 
improvement  has  been  observed 
when  certain  chemotherapy  agents, 
such  as  procarbazine  and  cisplatin, 
are  added  as  radiosensitizers. 

Chemotherapy 

Chemotherapy  as  an  adjuvant  to 
surgery  in  high-risk  patients  prior  to 
recurrence,  has  not  been  shown  to 
be  beneficial  in  reducing  recurrence 
rates  or  in  prolonging  survival  It  is 
not  likely  that  such  regimens  will 
become  established  until  they  can 
consistently  produce  response  rates 
of  50  percent  or  greater  in  patients 
with  metastatic  disease.  The 
biological  response  modifiers  may 
be  more  effective  in  the  adjuvant 
setting,  because  the  lower  tumor 
burden  present  may  be  handled 
more  easily  by  immunotherapy. 

Dacarbazine  (DTIC)  has  been  the 
most  effective  single  agent  for  the 
treatment  of  metastatic  melanoma, 
although  it  produces  an  objective 
remission  rate  of  only  20  percent, 
with  generally  brief  remissions  of 
several  months.  Patients  with 
subcutaneous,  lymph  node,  and 
lung  metastases  are  most  likely  to 
respond.  Other  single  agents,  such 
as  the  nitrosoureas  (BCNU,  CCNU) 
have  an  even  lower  response  rate.  In 
a recently  reported  small  trial,  Taxol, 
a substance  isolated  from  the  stem 
bark  of  the  western  yew,  showed  a 
more  promising  response  rate,  with 
two  complete  and  three  partial 
remissions  in  34  patients. 


Until  recently,  combination 
chemotherapy  was  no  more 
effective  than  single  agents. 

However,  the  combination  of  DTIC, 
BCNU,  cisplatin  and  tamoxifen  has 
resulted  in  an  overall  response  rate 
of  52.5  percent,  with  seven 
complete  and  14  partial  remissions 
in  40  patients  (12).  Several  other 
relatively  small  studies  utilizing 
combination  chemotherapy  have 
shown  response  rates  in  the  40  to 
50  percent  range.  Of  special  interest 
is  a regimen  of  escalating  doses  of 
cisplatin  in  combination  with 
WR-2721.  an  organic  thiophosphate, 
which  acts  as  a chemoprotective 
agent.  Partial  remissions  were 
achieved  in  53  percent  of  patients 
with  metastatic  melanoma. 

High-dose  chemotherapy  with 
autologous  bone  marrow  rescue  has 
been  studied  more  recently.  Several 
trials  have  shown  encouraging 
results,  with  an  overall  complete 
response  rate  of  13  percent  and  a 
partial  response  rate  of  39  percent. 
Short  response  duration  remains  a 
problem,  howrever.  In  the  future,  the 
use  of  colony  stimulating  factors 
may  allow  for  the  use  of  more 
effective  high-dose  chemotherapy, 
without  the  need  for  the  troublesome 
bone  marrow  rescue. 

Immunotherapy 

Over  the  years,  certain 
characteristics  of  malignant 
melanoma,  such  as  the  occurrence 
of  spontaneous  regressions  of 
primary  and  metastatic  disease  in  a 
few,  but  well-documented  patients, 
have  suggested  that  this  cancer  was 
influenced  by  immunologic  factors. 
Despite  recent  encouraging  results 
with  cellular  immunotherapy,  this 
form  of  treatment  has  not  yet  made 
a major  impact  on  the  treatment  of 
melanoma  (13). 

The  first  effective  form  of 
immunotherapy  in  melanoma  was 
intralesional  injection  of  BCG. 
Although  this  led  to  impressive 
regression  in  66  percent  of  injected 
nodules,  it  had  no  effect  on  the 
more  serious  internal  metastases, 
and  did  not  improve  survival. 
Attempts  at  active  specific 
immunization,  using  modified  tumor 
cells  or  its  components,  were 
universally  unsuccessful.  More 
recently,  the  use  of  cyclophosphamide 
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to  reduce  the  interference  by 
suppressor  T-cells  has  led  to  the 
development  of  delayed-type 
hypersensitivity  to  a melanoma 
tumor  vaccine,  which  resulted  in 
several  complete  and  partial 
responses  in  an  early  study.  Linking 
melanoma  antigens  to  the  vaccinia 
virus  may  also  induce  specific 
immunity. 

Monoclonal  antibodies  to  several 
melanoma  cell  antigens  have  shown 
limited  success  (about  20  percent 
responses),  although  their  intralesional 
injection  produces  a response  rate 
similar  to  intralesional  BCG.  The 
interferons,  after  an  initial  promise, 
have  also  proven  disappointing. 
Interferon-alfa-2a  has  been  shown  to 
be  most  effective,  with  responses 
ranging  from  5 to  30  percent,  while 
interferon-gamma  has  shown  benefit 
in  only  about  10  percent  of  patients. 

The  use  of  adoptive  cellular 
immunotherapy  in  the  treatment  of 
cancer  patients  became  a more 
realistic  possibility  10  years  ago 
when  the  discovery  of  the 
lymphokine,  interleukin-2  (IL-2), 
made  it  possible  to  generate,  in 
culture  from  patient  lymphocytes, 
so-called  lymphokine-activated  killer 
(LAK)  cells.  These  LAK  cells  could 
be  shown  to  lyse  tumor  cells.  Initial 
clinical  studies  by  Rosenberg  at  the 
National  Cancer  Institute,  employing 
both  IL-2  and  LAK  cell  administration, 
produced  a 30  percent  response  rate, 
with  several  complete  remissions  (14). 
Toxicities  encountered,  however, 
were  severe  and  often  life-threatening. 
Follow-up  studies  at  other 
institutions  resulted  in  somew'hat 
lower  response  rates,  and  it  was 
shown  that  IL-2  alone  could  also 
produce  responses  with  lower 
toxicity.  Rosenberg  more 
recently  has  studied  the  activation 


of  tumor  infiltrating  lymphocytes 
(TIL)  which  appear  to  have  greater 
and  more  specific  cytotoxicity  for 
autologous  tumor  cells. 

Another  attractive  approach  is  to 
infuse  lower  doses  of  IL-2  and  LAK 
cells  into  the  distal  lymphatics  of 
the  arm  or  leg,  thereby  delivering 
these  agents  directly  to  the 
lymphatic  system,  where  further 
stimulation  and  enhancement  of  the 
immune  process  can  take  place.  This 
approach  has  been  shown  to  cause 
tumor  regression  with  no  serious 
toxicity  in  all  of  seven  patients  with 
advanced  cancer  (15).  Investigators 
at  the  Mary  Babb  Randolph  Cancer 
Center  at  West  Virginia  LJniversity 
are  initiating  a similar  trial  in  a 
larger  number  of  patients  with  a 
variety  of  cancers,  including 
malignant  melanoma. 

A number  of  clinical  trials  are 
presently  being  conducted  in  the 
United  States  by  cooperative  study 
groups,  addressing  questions 
important  in  the  treatment  of 
malignant  melanoma  with  surgery, 
chemotherapy  and  immunotherapy. 
Since  for  many  patients,  no  one 
standard  treatment  can  be 
advocated,  primary  care  physicians 
should  consider  enrolling  patients 
with  melanoma  in  such  clinical 
trials.  Information  about  appropriate 
trials  available  can  be  obtained  by 
contacting  the  Cancer  Information 
Service  (1-800-4-CANCER),  which  is 
sponsored  by  the  National  Cancer 
Institute. 
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Abstract 

Pneumocystis  carinii  (PCP) 
pneumonia  is  the  most  common 
pulmonary  infection  associated  with 
the  acquired  immunodeficiency 
syndrome  (AIDS).  Patients  at  risk  for 
PCP  have  defects  in  T lymphocyte 
function  and  include  cancer  and 
transplant  patients  who  are  on 
immune  suppressing  agents  and 
corticosteroids.  In  West  Virginia, 

PCP  accounted  for  53  percent  of 
pulmonary  infections  in  144  cases 
of  AIDS  from  1984  to  May  1990. 
Nationally,  at  least  100,000  cases  of 
PCP  are  projected  for  the  early  part 
of  this  decade. 

Patients  with  PCP  may  present 
with  non-specific  symptoms.  The 
chest  X-ray  frequently  shows  diffuse 
bilateral  infiltrates  but  may  have 
atypical  features.  Definitive  diagnosis 
should  be  established  using  sputum 
staining  and  various  bronchoscopic 
techniques.  Trimethoprim- 
sulfamethoxazole  and  IV 
pentamidine  are  the  most  efficacious 
agents  for  treatment,  and  monthly 
aerosolized  pentamidine  is 
recommended  for  prophylaxis. 
Further  basic  science  and  clinical 
research  on  the  biology  of  the  P. 
carinii  and  its  response  to  treatment 
strategies  in  HIV  and  non-HIV 
related  infections  is  urgently  needed. 

Case  Presentation 

R.H.,  a 36-year-olcl  male  sheet 
metal  worker,  was  referred  to  the 
WVU  Pulmonary  Clinic  for 
evaluation  of  worsening  dyspnea. 

The  patient  was  well  until  four 
months  before  consultation,  when 
he  was  exposed  to  fumes  from  an 
exhaust  duct  while  at  work.  Over 
the  next  3 weeks,  he  had  gradually 


worsening  dyspnea  and  intermittent 
fevers  and  was  subsequently 
admitted  to  his  community  hospital. 
His  chest  X-ray  noted  “mildly 
prominent  interstitial  markings.”  The 
patient  was  treated  with 
erythromycin,  ceftriaxone  and 
prednisolone  and  discharged  after 
improving  slightly.  Discharge 
medications  were  oral  albuterol  and 
prednisolone.  He  was  readmitted  to 
his  local  hospital  two  weeks  later 
following  several  days  of  dyspnea, 
cough,  and  a fever  of  up  to  105°F, 
and  then  subsequently  referred  to 
the  WVU  Pulmonary  Clinic  for 
evaluation. 

The  patient's  previous  medical 
history  was  unremarkable.  He  had 
no  previous  blood  transfusions.  He 
was  a lifelong  non-smoker,  did  not 
use  recreational  drugs  or  alcohol, 
and  denied  homosexual  encounters. 
On  systems  review,  he  admitted 


anorexia  and  weight  loss  of  35 
pounds  since  exposure  to  the 
fumes. 

On  examination,  the  patient 
appeared  thin,  dyspneic,  but  was 
otherwise  alert  and  cooperative.  The 
remainder  of  the  physical 
examination  was  unremarkable 
except  for  some  shottv  cervical 
lymph  nodes.  Routine  hematology 
and  blood  chemistries  were  normal, 
except  for  a serum  LDH  of  375 
U/ml.  The  arterial  blood  gases  on 
ambient  air  showed  a PH  of  7.42, 
PCO,  36  and  P02  of  71  torr.  The 
chest  X-ray  showed  diffuse  bilateral 
interstitial  densities. 

The  patient  was  admitted  and 
underwent  a fiberoptic 
bronchoalveolar  lavage  which 
showed  numerous  silver  staining 
Pneumocystis  carinii.  His  HIV 
antibody  was  positive  by  ELISA  but 
indeterminate  by  Western  blot.  The 


Fig.  1.  Reported  cases  of  AIDS  and  PCP  in  West  Virginia,  1984-May  1990.  PCP  cases 
include  definite  and  presumed  pneumocystosis. 
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patient  later  recalled  sexual 
encounters  with  prostitutes  several 
years  before  this  illness.  Treatment 
with  intraveous  Trimethoprim- 
Sulfamethoxazole  was  started. 

Historical  Aspects 

In  the  summer  of  1981,  the  first 
cases  of  unusual  but  life-threatening 
opportunistic  pulmonary  infections 
in  previously  healthy  homosexual 
men  were  reported  from  New  York 
and  San  Francisco  (1,2).  Since  the 
initial  reports,  Pneumocystis  carinii 
pneumonia  (PCP)  has  emerged  as 
the  most  common  pulmonary 
complication  of  HIV  infection.  Other 
risk  groups  have  also  been  identified. 

At  least  100,000  cases  of  PCP  are 
projected  to  occur  in  patients  with 
AIDS  in  the  United  States  (3)-  In  the 
state  of  West  Virginia  144  cases  of 
AIDS  have  been  reported  from  1984 
to  May  1990  (4).  Of  these  144  cases, 
76  (53  percent)  cases  of  PCP  were 
reported;  44  of  these  76  patients 
have  died.  The  yearly  statistics  on 
PCP  and  AIDS  in  West  Virginia  are 
shown  in  Figure  1. 

The  first  morphologic  description 
of  P.  carinii  was  made  by  Chagas, 
who  in  1909  mistook  the  organisms 
for  variant  trypanosomes  in  guinea 
pig  lungs  (5).  Subsequently,  it  was 
described  in  rat  lungs  by  Carini.  In 
1913,  Delanoe  and  Delanoe 
concluded  that  the  organisms  were 
distinct  from  trypanosomes,  and 
proposed  its  present  name  in  honor 
of  Dr.  Carini.  Nothing  more  was 
heard  about  Pneumocystis,  except 
that  in  the  1930s,  “round  cell’’ 
infiltrates  were  noted  in  lungs  of 
malnourished  infants  who  died  in 
overcrowded  European  foundling 
homes.  It  was  not  until  the  1950s 
that  the  definite  association  between 
PCP  and  human  immune  deficiency 
was  made.  Prior  to  the  AIDS  era, 
the  majority  of  cases  in  the  United 
States  were  seen  in  association  with 
immune  suppression  resulting  from 
cancer  chemotherapy.  However, 
only  a few  cases  were  seen  per  year. 

Biology  of  the  Organism 

Knowledge  about  the  biology  of 
P.  carinii  and  its  pathogenicity  has 
not  kept  up  with  the  increasing 
number  of  cases  seen.  For  example, 
it  has  been  argued  that  the  organism 
is  a fungus  because  of  its  affinity  for 


TABLE  1. 

Conditions  Associated  with  P.  carinii 
pneumonia 

AIDS 

Severe  combined  immunodeficiency 
Corticosteroid  treatment 
Cushing’s  syndrome 
Cancer  chemotherapy 

Immunosuppressive  agents  (e  g, 
cyclosporine) 

Childhood  Acute  Lymphocytic  Leukemia 
HTLV-1  Leukemia 


fungal  stains  such  as  silver,  and  its 
presumed  airborne  route  of 
transmission.  On  the  other  hand, 
some  have  classified  it  as  a protozoan 
because  of  its  susceptibility  to 
antiprotozoal  drugs.  Using  molecular 
biology  techniques,  Edman  et  al 
recently  reported  the  similarity  of 
certain  ribosomal  RNA  sequences  of 
P carinii  and  certain  yeasts,  and 
thus  proposed  that  it  should  be 
phylogenetically  grouped  with  fungi 
(6).  Part  of  the  difficulty  in  studying 
Pneumocystis  is  due  to  the  inability 
to  consistently  grow  the  organism 
in  vitro.  This  has  also  hampered  the 
search  for  drugs  that  are  more 
efficacious  and  less  toxic  than  the 
antipneumocystis  agents  that  are 
available  today. 

Two  common  forms  of  P.  carinii 
are  seen  in  clinical  and  experimental 
material.  Cysts  are  oblate  structures 
that  are  best  identified  with  cell 
wall  stains  such  as  silver.  Inside  the 
cyst  are  4-8  bodies  or  sporozoites, 
which  are  eventually  released  or 
excyst  by  an  unknown  mechanism. 
The  sporozoites  further  mature  and 
become  trophozoites,  which  are 
small  pleomorphic  forms  best 
identified  by  Giemsa  or  Diff-Quick'M 
stains.  They  far  outnumber  cysts. 
Trophozoites  undergo  further 
development  into  precysts,  acquire 
cell  walls  and  the  ability  to  take  up 
the  silver  stain  (7).  Other  forms  such 
as  precysts  and  crescentic  or 
helmet-shaped  forms  are  also  seen. 

Whether  one  or  all  of  these  forms 
are  infective  is  not  known.  P 
carinii  are  found  predominantly  in 
the  alveolar  space  where  they 
interact  closely  with  the  alveolar 
epithelial  (type  I)  cell.  The  alveolar 
surface  subsequently  becomes 


denuded  and  the  alveolar  space 
Hoods  with  an  eosinophilic  exudate 
which  is  the  hallmark  of  PCP  on 
light  microscopy.  Using  the 
appropriate  stains,  the  organisms  can 
be  demonstrated.  A variable  degree 
of  fibrosis  may  occur. 

Data  from  serological  studies 
using  antipneumocystis  antibodies  in 
healthy  children  and  adults  suggest 
that  asymptomatic  infection  is 
acquired  early  by  humans  who  do 
not  develop  clinical  disease  unless 
depression  of  cellular  immunity 
occurs.  The  immune  deficiency 
conditions  most  commonly 
associated  with  PCP  are  listed  in 
Table  1.  The  common  denominator 
among  these  entities  is  a defect  in 
T-lymphocyte  function,  which  may 
occur  as  a congenital  disorder 
(common  variable  hypogamma- 
globulinemia), or  as  a result  of 
drugs  (corticosteroids,  cyclosporine), 
or  from  T cell  destruction  by  the 
human  immune  deficiency  virus. 

Clinical  Aspects  of 
Pneumocystis  Pneumonia 

The  typical  patient  with  PCP  in 
the  setting  of  AIDS  presents  with 
dyspnea,  tachypnea,  cough  and 
fever.  Symptoms  develop  over  a few 
days  to  several  weeks.  In  contrast, 
PCP  in  the  setting  of  immune 
suppression  from  corticosteroids  or 
certain  antineoplastic  agents  may 
have  more  acute  course  (8).  On 
examination,  the  classic  findings  of 
pulmonary  consolidation  may  be 
absent  in  spite  of  impressive 
radiographic  abnormalities.  The 
hematologic  profile  in  non-specific. 
Arterial  blood  gases  usually  show 
variable  degrees  of  hypoxemia, 
although  some  patients  may  present 
with  a Pa02  above  80  mm  Hg.  A 
widened  alveolar  to  arterial  oxygen 
tension  difference  (A-a  02  gradient) 
especially  on  exercise  may  be  more 
sensitive.  The  serum  LDH  is 
markedly  elevated  in  most  patients 
with  PCP,  and  a normal  level  makes 
the  diagnosis  less  likely  (9).  The 
chest  X-ray  typically  shows  bilateral 
infiltrates,  ranging  from  a mild 
increase  in  interstitial  opacities  to 
florid  airspace  consolidation.  These 
radiographic  patterns  are  not 
specific  and  may  be  mimicked  by 
other  infections  (such  as 
cytomegalovirus  pneumonia,  miliary 
TB)  or  non-infectious  pulmonary 
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Fig.  2.  Diagnostic  algorithm  for  PCP  in  patients  with  normal  chest  radiographs. 


complications  associated  with  AIDS 
or  other  immune  deficiency  states 
(such  as  pulmonary  edema,  drug 
toxicity,  non-specific  interstitial 
pneumonitis).  On  the  other  hand, 
chest  radiographs  may  be  normal. 
Atypical  presentations  such  as 
bilateral  or  unilateral  upper  lobe 
involvement,  nodules,  and  cavitary 
lesions  have  been  reported.  The 
gallium  scan  is  invariably  abnormal, 
and  this  may  be  helpful  in  the 
work-up  of  the  patient  who  has  a 
normal  chest  X-ray,  but  has  risk 
factors,  symptoms,  or  other 
laboratory  findings  suggestive  of 
PCP.  The  diffusion  capacity  for 
carbon  monoxide  (DLCO)  is  often 
decreased,  and  has  similar 
diagnostic  utility  as  the  gallium 
scan. 

Diagnostic  Tests 

Because  of  the  variety  of 
infectious  and  non-infectious  causes 
of  pulmonary  infiltrates  and 
respiratory  compromise  in  the 
immune  suppressed  patient, 
demonstration  of  the  etiologic  agent 
should  be  attempted.  This  has 
particular  relevance  in  patients  with 
HIV  infection,  since  this  group  of 
patients  seems  particularly  prone  to 
serious  adverse  reactions  to  current 
anti-pneumocystis  agents.  The  initial 
test  should  be  an  examination  of 
sputum  induced  by  nebulizing  3 
percent  saline.  Specimens  should  be 
stained  for  Pneumocystis , bacterial, 
and  mycobacterial  organisms.  The 
reported  yield  for  P.  carinii  in 
sputum  varies  from  50  percent  to 
90  percent,  and  is  dependent  on  the 
technique  of  sputum  induction, 
specimen  preparation,  the  staining 
technique  used,  and  the  skill  of  the 
laboratory.  The  Diff-quick  stain 
identifies  tropozoites  and  intracystic 
bodies.  It  is  easily  and  rapidly 
performed,  although  it  may  take 
more  training  to  be  skillfull  in 
identifying  the  organisms.  Gomori’s 
methenamine  silver  technique 
demonstrates  cysts  readily,  but  is  a 
more  laborious  procedure.  The 
highest  yields  reported  are  with 
indirect  immunofluorescence 
techniques  using  monoclonal 
antibodies  to  pneumocystis  (10). 

This  is  available  currently  only  in 
research  institutions,  but  holds 
significant  promise  once  the 
technique  is  refined  and  made 


commercially  available.  The 
diagnostic  yield  for  sputum  (and 
bronchoalveolar  lavage,  described 
below)  probably  applies  strictly  to 
HIV  related  PCP,  where  there  is  an 
enormous  alveolar  burden  of 
organisms,  and  may  not  be 
generalizable  at  this  time  for  PCP 
outside  of  the  AIDS  setting. 

When  sputum  studies  are  not 
diagnostic,  fiberoptic  bronchoscopy 
with  bronchoalveolar  lavage  (BAL) 
and  transbronchial  lung  biopsy 
should  be  performed.  BAL  is  done 
by  wedging  the  tip  of  the  fiberoptic 
bronchoscope  in  a distal  lung 
segment,  and  repeatedly  instilling 
and  collecting  25-50  ml  aliquots  of 
sterile  saline.  The  lavage  effluent  is 
centrifuged,  and  the  sediment  is 
stained  for  Pneumocystis,  bacteria 
and  mycobacteria  as  described 
above.  Cultures  and  cytologic 
examinations  can  also  be  done  on 
lavage  fluid.  Transbronchial  lung 
biopsy  is  performed  by  passing  a 
biopsy  forceps  through  the 
fiberoptic  bronchoscope,  into 
peripheral  lung  tissue  under 
fluoroscopic  guidance.  The  tissues 
obtained  are  processed  using 
routine  histologic  techniques  and 
special  stains.  This  procedure 
cannot  be  done  in  patients  who 
have  hemostatic  problems,  or  who 
are  being  mechanically  ventilated 
because  of  the  high  risk  of  tension 
pneumothorax.  The  diagnostic  yield 


for  PCP  using  BAL  is  89  percent  and 
97  percent  for  transbronchial  biopsy 
(11).  False  negatives  occur  with  each 
procedure,  but  virtually  all  cases  are 
picked  up  when  both  are  done.  In 
some  institutions  with  experienced 
and  skilled  pathologists,  BAL  alone 
may  be  sufficient  as  an  initial 
bronchoscopic  procedure.  The 
diagnostic  algorithms  for  patients 
suspected  of  PCP  are  shown  in 
Figures  2 and  3. 

Patients  who  have  normal  chest 
X-rays  and  are  suspected  to  have 
PCP  should  have  DLCO 
measurements,  and  if  abnormal, 
should  proceed  to  a gallium  scan. 
The  diagnostic  algorithm,  starting 
with  sputum  induction  should  then 
be  pursued  in  those  with  significant 
gallium  uptake  in  the  lungs.  Clinical 
observations  and  close  follow-up  are 
appropriate  in  patients  whose 
DLCOs  or  gallium  scans  are  normal. 

Controversy  exists  as  to  the 
appropriate  diagnostic  strategy  in 
patients  who  deteriorate  in  spite  of 
the  absence  of  Pneumocystis  or 
other  specific  pathogens  on  the 
initial  examination,  or  those  who 
worsen  after  appropriate  anti- 
pneumocystis  therapy  has  been 
started.  Some  authorities  suggest 
repeating  a transbronchial  biopsy 
since  this  technique  identifies  most 
of  the  treatable  pulmonary 
complications  in  the  immune 
compromised  host,  and  additional 
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Fig.  3-  Diagnostic  algorithm  for  HIV  infected  patients  with  abnormal  chest  radiographs. 
(CXR-chest  x-ray;  Pc-P.  carinii;  BAL-bronchoalveolar  lavage;  TBBx-transbronchial  lung 
biopsy) 


diagnoses  from  open  lung  biopsy 
may  not  have  therapeutic  options 
available.  However,  open  lung 
biopsy  may  be  appropriate  in 
situations  where  a bronchoscopic 
procedure  is  not  feasible,  or  when 
the  patient  is  rapidly  deteriorating 
and  a definitive  diagnosis  has  to  be 
made  quickly.  This  may  also  be  the 
only  way  to  diagnose  non-infectious 
causes  of  pulmonary  infiltrates  such 
as  drug  reaction  or  lymphangitic 
spread  of  cancer.  It  is  in  these  cases 
where  close  coordination  of 
consultants  in  infectious  disease, 
pulmonary  medicine,  oncology, 
thoracic  surgery,  and  pathology,  as 
well  as  the  primary  physician,  the 
patient,  and  family  is  of  utmost 
importance. 

Treatment  and  Prophylaxis 

Pentamidine  was  the  first  widely 
used  therapeutic  agent  for  PCP.  The 
efficacy  of  Trimethoprim- 
sulfamethoxazole  (TMP-SMX)  was 
subsequently  demonstrated  by 
Hughes  and  co-workers,  first  in  the 


rodent  model,  and  then  in  cancer 
patients  (12).  Early  retrospective 
reports  on  the  treatment  of  AIDS- 
related  PCP  emphasized  the  high 
incidence  of  adverse  reactions  to 
the  both  drugs,  especially  TMP-SMX. 
A more  recent  prospective  study 
showed  that  the  frequency  of 
adverse  reactions  to  TMP-SMX  and 
intravenous  pentamidine  were 
comparable.  Rash  (44  percent)  and 
anemia  (39  percent)  were  seen  more 
frequently  with  TMP-SMX,  whereas 
hypotension  (27  percent), 
nephrotoxicity  (64  percent),  and 
hypoglycemia  (21  percent)  were 
more  common  with  IV  pentamidine 
(13).  In  this  study  all  patients  were 
able  to  complete  therapy,  and  the 
tolerance  to  the  regimens  seemed  to 
be  improved  by  therapeutic  drug 
monitoring,  and  reducing  the  daily 
dose  of  TMP-SMX  (1:5  fixed 
combination)  to  15  mg/kg  of  the 
TMP  component  (from  20  mg/kg) 
and  pentamidine  to  3 mg/kg/day 
(from  4 mg/kg/day).  Outcome  with 


TMP-SMX  was  better  than  IV 
pentamidine  (survival  86  percent  vs. 
61  percent  respectively). 

Direct  targeting  of  pentamidine  to 
the  organisms  in  the  alveolar  space 
has  received  more  attention  in 
recent  literature.  Once  a day 
administration  of  pentadimine  using 
the  Respirgard  II  nebulizer  was 
shown  in  two  recent  studies  to  be 
as  effective  as  conventional 
treatment  for  mild  to  moderate  PCP 
(14,15).  Cough  was  the  most 
common  adverse  effect,  and  this 
could  be  minimized  by  pretreating 
patients  with  inhaled  beta-2 
adrenergic  agents.  While  these 
reports  are  encouraging,  this 
regimen  for  treatment  of  PCP  needs 
larger  prospective  trials  before  it  can 
be  routinely  recommended  in  the 
AIDS,  cancer,  or  transplant  patient. 

Respiratory  failure  from  PCP 
continues  to  be  the  most  important 
threat  to  the  patient  with  AIDs.  This 
infection  also  brings  significant 
stresses  to  the  health  care  delivery 
system.  The  search  for  effective  and 
non-toxic  prophylaxis  regimens 
must  continue.  Prior  to  the  AIDS 
era,  TMP-SMX  was  the  most 
commonly  used  prophylactic  agent 
in  the  oncology  patient  undergoing 
intensive  chemotherapy.  It  has  also 
been  shown  to  be  useful  in  the  HIV 
infected  patient.  More  recently,  once 
a month  aerosolized  pentamidine 
given  through  the  Respirgard  II 
device  became  available  for 
prevention  of  PCP  recurrence  in 
patients  with  AIDS.  In  one  study,  it 
was  shown  to  decrease  the  relapse 
rate  of  PCP  by  50  percent,  as 
compared  to  historical  controls. 

This  regimen  should  be  offered  to 
patients  who  have  had  previous 
episodes  of  PCP,  and  probably  for 
those  who  are  at  high  risk  for 
developing  this  infection.  An 
example  of  the  latter  group  are 
patients  with  CD4  counts  less  than 
200  cells/mm3  or  less  than  20 
percent  to  25  percent  of  the  total 
count  (16).  The  long-term  impact  of 
aerosolized  pentamidine  prophylaxis 
on  the  spectrum  of  Pneumocystis 
infection  needs  to  be  studied, 
however.  Already,  there  are 
suggestions  in  the  literature  that 
atypical  presentations  (such  as 
unilateral,  upper  lobe,  or 
extrapulmonary  PCP)  are  increasing, 
and  the  diagnostic  yields  from  the 
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usual  tests  and  staining  techniques 
may  be  changing  (17). 

Issues  for  Further  Study  and 
Research 

There  is  a great  need  to  study  the 
pathogenesis  and  mechanisms  of 
lung  injury  in  PCP.  Such  knowledge 
will  come  after  more  successful 
culture  techniques  for  this  organism 
become  established.  Advances  in 
molecular  biology  may  also  allow 
the  study  of  the  effects  of  drugs  on 
its  various  enzymes  or  metabolic 
pathways,  thus  providing  another 
way  in  which  drug  susceptibility 
could  be  evaluated.  In  the  clinical 
arena,  there  is  a need  to  identify 
which  HIV  infected  patients  are 
susceptible  to  the  infection. 
Prophylaxis  regimens  that  are  cost- 
effective  and  applicable  to  broad 
groups  of  patients  must  be 
designed. 

We  must  also  learn  to  discuss 
issues  of  utilization  of  intensive  care 
or  alternative  units  and  resuscitation 
with  patients  in  a timely  and 
compassionate  manner.  Such 
discussions  should  reflect  the 
current  knowledge  about 


therapeutic  alternatives  and  the 
changing  patterns  of  outcome  as 
more  effective  treatment  programs 
become  available. 
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CNA  has  been  listening 
to  and  meeting  the  needs  of 
WVSMA  physicians  for  10  years. 


For  10  years,  we’ve  been  working  closely  with  the  West 
Virginia  State  Medical  Association  and  listening  to  the  needs 
of  physicians. 

What  we’ve  learned  from  you  has  helped  us  to  understand 
the  special  risks  individual  physicians  face  and  to  develop  a 
professional  liability  program  that’s  tailored  to  meet  your 
exact  needs. 

The  WVSMA/CNA  Physicians  Protection  Program 
includes  comprehensive  professional  liability  coverage,  local 
West  Virginia  claim  service  and  loss  control  programs  that 
meet  the  needs  of  WVSMA  physicians. 

Should  a claim  occur  we  have  the  expertise  to  defend  you 
vigorously  or  resolve  the  claim  fairly  and  promptly.  However, 


you  can  be  sure  no  claim  will  ever  be  settled  without 
your  consent 

Listening  to  your  needs  and  responding  to  them  is  just 
one  of  the  many  reasons  the  WVSMA  has  endorsed  the 
WVSMA/CNA  program  for  so  long. 

For  more  information,  contact 


McDonough  Caperton 
Insurance  Group 
One  Hillcrest  Dr  East 
RO.  Box  1551 

Charleston,  WV  25326-1551 
(304)  346-0611 


WVSMA 
RO.  Box  4106 
Charleston,  WV  25304 
(304)  925-0342 


The  WVSMA/CNA  Physicians  Protection  Program  is 
underwritten  by  Continental  Casualty  Company,  one  of  the 
CNA  Insurance  Companies/CNA  Plaza  Chicago,  1L  60685. 


CNA 

For  All  the  Commitments  You  Make® 


CENTER  FOR  LUNG  DISEASE 
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Wild,  Wonderful,  Healthy  West  Virginians 


There  is  a little  wild  in  most  of  us 
some  of  the  time.  There  is  a lot 
of  wonderful  in  all  of  us  most  of 
the  time.  My  hope  is  that  we  can 
add  “healthy”  to  the  very  clever 
phrase  describing  West  Virginians. 

The  West  Virginia  State  Medical 
Association  Auxiliary  is  ready  to  join 
forces  with  those  who  are 
promoting  better  health  habits  in  all 
age  groups  to  insure  improved 
health  through  preventive  measures. 

Currently,  the  Auxiliary  works 
toward  this  goal  by  donating  to  the 
AMA’s  Education  and  Research 
Foundations;  sponsoring  “Be  a 
Winner-Shape  Up  for  Life”  programs 
for  children  in  kindergarten  through 
third  grade,  and  “Keep  in  Touch” 
programs  for  elders;  advocating  the 
use  of  seat  belts  and  cycling  helmets 
and  the  prevention  of  teenage 
pregnancy;  educating  students  on 
HIV/AIDS  and  the  dangers  of 
smoking  and  substance  abuse;  and 
providing  information  on  good 
nutritional  practices  and  exercise  to 
residents  in  our  communities.  All  of 


these  projects  personify  our  national 
president’s  theme  of  “Volunteerism 
— The  Value  of  Your  Service.” 

We  have  been  told  that  an 
estimated  70  percent  to  80  percent 
of  diseases  result  from  unhealthy 
lifestyles,  which  makes  some  of  the 
high  cost  of  medical  care 
preventable.  However,  each  person 
will  have  to  take  a larger  share  of 
the  responsibility  for  their  own 
health.  If  we  abuse,  then  we  lose.  It 
does  take  personal  commitment, 
and  we  in  the  medical  arena  should 
lead  the  way,  realizing  it  is  never  too 
late  to  start. 

I would  like  to  think  that 
everyone  reading  this  article  would 
make  a commitment  to  improve 
their  own  health  first,  then  make 
the  same  commitment  to  their 
family,  their  friends  and  their 
communities.  We  all  want  the  best 
for  our  loved  ones,  but  setting  the 
example  outdistances  any 
"preaching”  we  may  do. 

My  sincere  desire  is  to  be  the 
inspiration  in  the  life  of  my  family 


and  friends  which  causes  them  to 
take  better  care  of  themselves.  It 
would  fulfill  an  even  greater  hope  to 
be  the  inspiration  for  West  Virginia 
physicians  and  their  families  who 
resolve  to  take  a first  step  in  any  act 
of  improving  their  health  habits. 
Healthy  physicians  are  logically  the 
first  link  in  a chain,  if  goals  of 
achieving  optimum  health  for  all 
will  ever  be  realized. 

The  medical  community  is  by 
nature  a charitable  and  giving  one, 
and  the  best  gift  we  can  give  is  our 
sincere  interest  and  guidance  in 
setting  goals  for  better  health.  The 
Thanksgiving  season  has  passed, 
and  I am  sure  many  blessings  were 
counted.  The  Christmas  season  is 
near,  and  the  opportunity  to  give  of 
and  to  ourselves  is  at  hand. 

This  Christmas  let’s  exchange  with 
each  other  the  most  valuable  gifts  of 
all  — promises  of  remaining  wild, 
wonderful,  and  healthy! 

— Mrs.  C.  Vincent  Townsend 

President,  WVSMA  Auxiliary 


568  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Political  Predictions 


The  election  was  barely  over 
before  astute  political  observers 
all  over,  not  just  in  West  Virginia, 
started  talking  about  Senator  Jay 
Rockefeller’s  chances  to  be  elected 
president  in  1992.  No  idle 
speculation  for  the  rest  of  the 
country  and  perhaps  even  the 
world,  for  West  Virginia  it  could  be 
our  escape  form  ignominy.  God 
knows,  we  need  something. 

President  Bush  devoted  the 
political  season  to  shooting  himself 
in  the  foot  — make  that  feet  — and 
both  knees,  too.  Conservatives  in 
his  party  won’t  walk  down  the  same 
street  with  him  and  in  the  Middle 
East  he  is  locked  into  a situation 
wherein,  no  matter  the  outcome,  he 
is  doomed  to  look  bad.  He  never 
did  look  particularly  good  to 
Medicine. 

With  Democrats  of  national 
stature  involved  in  close  races  all 
across  the  country  to  the  point 
of  being  in  danger  of  their  political 
lives,  what  other  possible  candidate 
showed  the  ability  to  gather  up 


votes  in  large  quantities?  There  are 
one  or  two  tired  campaigners  of  the 
Michael  Dukakis  variety  struggling 
mightily  with  state-level  problems. 
These  individuals  are  vulnerable  for 
the  same  reasons  Dukakis  was 
vulnerable. 

Add  to  this  the  question,  what 
potential  candidate  of  either  party 
has  control  of  what  will  be  the 
most  critical  issue  of  the  1992 
campaign?  Medical  care  is  that  issue 
and  Jay  Rockefeller  is  that  candidate. 

In  the  United  States  Congress, 
Senator  Rockefeller  is  die  recognixed 
expert  on  health  care  legislation.  If 
a consensus  can  be  reached  on 
health  care  legislation,  that  bill  will 
have  Senator  Rockefeller’s  mark  on 
it  and  probably  his  name  on  it,  too. 

The  importance  of  all  this  to 
medicine  cannot  be  over-emphasized. 
Our  Senator  Rockefeller  is  one  who 
has  demonstrated  that  he  recognizes 
no  medical  care  plan  can  succeed  in 
the  absence  of  an  endorsement  by 
physicians.  We  know  we  can  talk  to 
him  about  our  fate 


The  importance  of  all  this  to  West 
Virginia  Medicine  in  particular  is 
difficult  to  predict.  A President 
Rockefeller  is  bound  to  do 
something  good  for  West  Virginia 
medicine  if  there  is  such  a thing  as 
medicine  in  West  Virginia  by  1992. 
Our  present  governor  and  his 
administration  seem  determined  to 
bankrupt  all  West  Virginia  hospitals 
and  drive  every  physician  out  of  the 
state.  What’s  more,  they  are 
succeeding. 

The  year  1992  cannot  come  soon 
enough  for  West  Virginia.  At  that 
time  perhaps,  we  will  hold  an 
opportunity  to  put  one  of  our  own 
in  the  White  House.  It  will  certainly 
present  the  opportunity  to  scrub 
clean  the  State  House. 

Stephen  D.  Ward,  M.D. 

Editor’s  Note:  In  order  to  make 
appropriate  endorsements , WESPAC 
depends  upon  component  medical 
societies  to  identify  their  preferred 
candidates. 


Our  Readers  Speak 


WESPAC  Endorsements  Questioned 


At  the  recent  state  meeting  in 
August,  the  chairperson  of  WESPAC 
lamented  the  lack  of  participation 
by  WVSMA  members. 

I noted  that  WESPAC  endorsed 
several  candidates  in  the  1990 
primary  election  who  were  our 
enemies  on  Senate  Bill  576.  A 


glance  at  WESPAC  endorsements  for 
the  November  general  election 
reveals  that  two  incumbent 
delegates  from  Kanawha  County 
who  voted  in  favor  of  a national 
health  plan  resolution,  HCR  3,  at 
the  August  legislative  session  were 
also  endorsed,  as  well  as  other 


delegates  statewide  who  voted  for 
this  resolution. 

Perhaps  our  members  would  be 
more  supportive  of  WESPAC  if  it 
were  more  careful  with  its 
endorsements. 

Sincerely  yours, 

Fred  F.  Holt,  M.D. 
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General  News 


State  Bar,  WVSMA  Launch  Program  to  Prevent  Drug  Abuse 


Dr.  Jerry  Edens  of  the  Parkside  Recovery  Unit  at  CAMC  addresses  the  media  at  the  news  conference  at  Roosevelt  Junior  High  School 
to  kick-off  the  new  Doctor/Lawyer  Partnership  Against  Drug  and  Alcohol  Abuse.  Other  participants  were  (from  left  to  right)  Michael 
Carey,  U.S.  attorney;  Karen  Roten,  the  drug-free  schools  coordinator  for  the  state  Department  of  Education;  David  Goldenberg,  chairper- 
son of  the  Young  Lawyers  Section  of  the  WV  State  Bar;  Richard  Douglas,  president  of  the  WV  State  Bar,  and  Dr.  Constantino  Amores, 
president-elect  of  the  WVSMA. 


In  a cooperative  effort  with  the 
state  Department  of  Education,  the 
West  Virginia  State  Bar  and  the  West 
Virginia  State  Medical  Association 
have  joined  together  to  have  lawyers 
and  physicians  visit  junior  high  and 
middle  schools  throughout  the  state 
to  educate  students  about  the  legal 
and  medical  consequences  of  drug 
and  alcohol  abuse. 

This  special  program,  referred  to 
as  the  Doctor/Lawyer  Partnership 
Against  Drug  and  Alcohol  Abuse, 
was  initiated  on  Thursday, 

November  8 with  a news  conference 
and  assembly  at  Roosevelt  Junior 
High  School  in  Charleston. 
Constantino  Y.  Amores,  M.D., 
president-elect  of  the  WVSMA;  Jerry 
W.  Edens,  medical  director  of 
Parkside  Recovery  Unit  at  CAMC; 
Richard  Douglas,  president  of  the 
West  Virginia  State  Bar;  David  M. 
Goldenberg,  chairperson  of  the 
Young  Lawyers  Section  of  the  West 
Virginia  State  Bar;  Michael  W.  Carey, 
U.S.  attorney;  and  Kathy  Roten,  the 
drug-free  schools  coordinator  for 
the  state  Department  of  Education; 
spoke  during  the  press  conference 
about  why  this  new  program  is  so 
important  for  the  state’s  youth. 

Following  the  press  conference, 

Dr.  Edens  and  Mr.  Carey  conducted 


a seminar  and  question  and  answer 
session  on  health  and  legal  issues 
surrounding  drug  and  alcohol  abuse 
for  the  students  at  Roosevelt. 

Thirty-five  state  physicians  are 
volunteering  their  time  to  this 
program  which  is  designed  to 
provide  students  at  a early  age  with 
information  that  can  help  convince 


them  to  be  drug  free.  This 
partnership  is  also  underway  on  a 
nationwide  basis  to  combat  the 
looming  statistics  concerning  this 
problem,  such  as  the  fact  that  each 
day  more  than  200  children  are 
arrested  for  drug  abuse  in  the  U.S. 
and  more  than  400  are  arrested  for 
drinking  or  drunken  driving. 


Following  the  news  conference.  Dr.  Constantino  Amores,  president-elect  of  the  West  Virginia 
State  Medical  Association,  was  interviewed  by  Berndt  Peterson  of  WOWK-TV. 
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Panelists  Finalized  for  Mid-Winter  Sessions 
on  Controversies  in  Medicine,  Potpourri  of  Topics 


Burkart  Kaufman  Iwatsuki 


Plans  for  the  Second  and  Fourth 
Scientific  Sessions  at  the  24th  Mid- 
Winter  Clinical  Conference  in 
Charleston,  January  24-27,  are  now 
complete  with  the  addition  of 
several  new  speakers. 

As  previously  reported  in  the 
Journal,  the  Second  Scientific 
Session  starts  at  9 a.m.  on  Saturday, 
January  26  and  features  three 
segments  highlighting  “Controversies 
in  Medicine.’’ 

The  first  topic  will  be  “Laproscopic 
Cholesystectomy  vs.  Conventional 
Surgery,”  with  Roberto  E. 
Kusminsky,  M.D.,  associate 
professor  of  surgery  at  the  WVU 
Medical  Center,  Charleston  Division; 
and  Carl  J.Kite,  M.D.,  trauma 
coordinator  of  Wheeling  Hospital 
Inc.  The  second  segment  will 
feature  Sandy  Burkart,  PT,  Ph  D., 
and  Howard  H.  Kaufman  of  the 
WVU  School  of  Medicine.  Dr. 

Burkart  will  focus  on  “Effective 
Care  for  Acute  Low  Back  Pain: 

What  Every  Physician  Should 
Know,”  and  Dr.  Kaufman  will 
discuss  “Back  Pain:  Surgically 
Correctable  Problems.”  The 
speakers  for  the  third  topic,  “The 
Surgical  Perspective  For  and  Against 
Carotid  Endarterectomy,”  are  Ali 
AbuRahma,  M.D.,  of  Charleston  and 
Jack  Riggs,  M.D.,  of  the  Department 
of  Neurology  at  WVU  Hospital. 
Curriculum  vitae  information  on 
Drs.  AbuRahma  and  Riggs  appeared 
in  the  October  issue  of  the  Journal. 

The  Fourth  Scientific  Session, 
“Potpourri  of  Topics — Updates,” 
begins  Sunday,  January  27  at  9 a.m. 
with  an  update  on  AIDS  by  Jaime  E. 
Hernandez,  M.D.,  of  the  Marshall 
University  School  of  Medicine.  The 
next  topic  under  this  heading  to  be 
addressed  will  be  “Fibrinolytic 
Therapy,”  by  David  Booth,  M.D.,  of 
the  University  of  Kentucky  Medical 
Center.  Following  Dr.  Booth’s 
presentation,  Ronald  J.  McCowan, 
M.D.,  will  discuss  “Electrophysiology- 
Mapping  of  the  Heart,”  This  Fourth 


Session  will  then  conclude  with 
Shunzaburo  Iwatsuki,  M.D.,  of  the 
Falk  Clinic  in  Pittsburgh  speaking 
on  “Transplantation:  An  Overview.” 

Biographical  information  begins 
below  on  Drs.  Kusminsky,  Kite, 
Burkart,  Kaufman,  Hernandez, 

Booth,  McCowan  and  Iwatsuki. 

More  details  on  the  Mid-Winter 
Conference  will  be  published  in  the 
January  issue  of  the  Journal. 

Panelists  for  Controversies 

Dr.  Roberto  E.  Kusminsky  was 
born  in  Argentina  and  received  his 
medical  degree  from  the  University 
of  Buenos  Aires  in  1967.  For  the 
three  years  following  his  graduation 
from  medical  school,  Dr.  Kusminsky 
did  postgraduate  training  in  surgery 
at  three  hospitals  in  Buenos  Aires. 

In  1970,  Dr.  Kusminsky  moved  to 
the  U.S.  and  completed  a one-year 
major  surgical  internship  at  the 
University  of  Pennsylvania.  He  then 
did  a residency  in  general  surgery  at 
the  Medical  College  of  Pennsylvania 
in  Philadelphia,  where  he  was  on 
staff  for  four  years.  From  1975-76, 
Dr.  Kusminsky  completed  his 
postgraduate  studies  at  Baylor 
University  in  Dallas  with  a residency 
in  colon  and  rectal  surgery. 

Following  this  residency,  Dr. 
Kusminsky  practiced  at  three 
hospitals  in  the  Dallas  area  for  a 


year  and  then  accepted  a position  in 
May  1977  as  an  assistant  professor 
at  the  WVU  Medical  Center  in 
Charleston.  In  July  1980,  he  was 
promoted  to  his  current  post  as  an 
associate  professor  of  surgery. 

Dr.  Kusminsky  is  a Fellow  of  the 
American  College  of  Surgeons  and 
an  Associate  Fellow  of  the  American 
Society  of  Colon  and  Rectal  Surgeons. 

Dr.  Carl  J.  Kite  obtained  his 
medical  degree  from  WVU  in  1976 
and  completed  five  years  of 
postdoctoral  training  at  Roanoke 
Memorial  Hospital  in  Roanoke,  Va., 
and  at  the  LIniversity  of  Virginia  in 
Charlottesville. 

Upon  completing  his  residencies, 
Dr.  Kite  moved  to  Wheeling,  and 
opened  his  private  practice  for 
general  surgery.  Since  January  1983, 
he  has  been  the  trauma  coordinator 
at  Wheeling  Hospital,  Inc.,  and  he  is 
currently  the  president  of  the 
medical  staff  at  Ohio  Valley  Medical 
Center. 

Dr.  Kite  is  a Fellow  of  the 
American  College  of  Surgeons  and 
serves  on  the  Council  of  the  West 
Virginia  Chapter  of  the  American 
College  of  Surgeons. 

Dr.  Sandy  L.  Burkart  holds  a 
bachelor  of  science  degree  in 
physical  education  from  East 
Stroudsburg  State  College  in 
Stoudsburg,  Pa.,  a certificate 

(Continued  on  next  page) 
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in  physical  therapy  from  the 
University  of  Pennsylvania  in 
Philadelphia;  and  a doctorate  degree 
in  anatomy  from  WVU. 

Since  1970,  Dr.  Burkart  has  been 
on  the  faculty  at  WVU  in  the 
Division  of  Physical  Therapy,  and 
he  is  currently  professor  and 
chairman  of  both  the  clinical  and 
educational  programs. 

Dr.  Burkart  is  the  past  president 
of  the  Orthopedic  Physical  Therapy 
Section  of  the  American  Physical 
Therapy  Association  and  is  a past 
member  of  the  American  Board  of 
Physical  Therapy  Specialty.  He  has 
lectured  extensively  throughout  the 
United  States  on  topics  related  to 
orthopedic  physical  therapy  with 
special  reference  to  shoulder 
examination  and  rehabilitation,  as 
well  as  topics  on  an  integrated 
approach  to  the  examination  and 
rehabilitation  of  low  back  pain. 

Dr.  Hoivard  H.  Kaufman 
received  his  medical  degree  from 
the  Columbia  University  College  of 
Physicians  in  New  York  City  in 
1966  and  did  a surgical  internship  at 
the  University  of  Minnesota  in 
Minneapolis. 

Following  his  intership,  Dr. 
Kaufman  was  a Fellow  at  the 
National  Hospital  for  Nervous 
Diseases  in  London  for  a year.  He 
then  returned  the  the  U.S.  for 
additional  postgraduate  studies  in 
neurological  surgery  at  the  National 
Institute  of  Neurological  Disease  and 
Stroke  in  Bethesda,  Md.,  and  the 
Neurological  Institute  of  New  York 
in  New  York  City. 

In  1974,  Dr.  Kaufman  accepted  a 
position  as  an  assistant  professor  of 
neurosurgery  at  the  University  of 
Arizona  in  Tucson.  He  relocated  the 
next  year  to  Houston  to  become  an 
assistant  professor  of  neurosurgery 
at  the  University  of  Texas  Medical 
School.  Promoted  to  associate 
professor  status  in  1979,  Dr. 
Kaufman  also  accepted  additional 
teaching  responsibilities  as  a clinical 
assistant  professor  in  the  Division  of 
Neurosurgery  at  the  Galveston 
branch  of  UT. 

Four  years  later,  Dr.  Kaufman 
moved  to  West  Virginia  to  become 
a professor  and  associate  chairman 
of  the  Department  of  Neurosurgerv 
at  WVU  Medical  School.  In  1986,  ' 


he  was  elevated  to  his  current  role 
as  professor  and  chairman. 

Dr.  Kaufman  has  been  a visiting 
professor  at  1 1 schools  and  medical 
facitilies  in  the  U.S.  He  is  a 
lieutenant  colonel  in  the  USAMC 
and  is  consultant  in  neurosurgery  at 
Walter  Reed  Army  Medical  Center. 

Potpourri  Speakers 

Dr.  Jaime  Eduardo  Hernandez 
graduated  from  medical  school  and 
completed  an  internship  and 
residency  in  his  native  country  of 
Guatemala. 

In  1985,  Dr.  Hernandez  left 
Guatemala  to  do  a three-fellowship 
in  infectious  disease  at  the  John 
Hopkins  llniversity  School  of 
Medicine  in  Baltimore.  After  his 
fellowship,  he  moved  to  Huntington 
to  accept  a position  in  the 
Department  of  Internal  Medicine  at 
the  Marshall  University  School  of 
Medicine.  This  year,  he  was 
promoted  to  his  present  post  as  a 
Fellow  of  Infectious  Disease  in  the 
Department  of  Internal  Medicine. 

In  addition  to  his  work  at 
Marshall,  Dr.  Hernandez  currently 
has  four  studies  underway  at  John 
Hopkins  University.  He  is  a member 
of  the  Infectious  Disease  Society  of 
America  and  the  American  College 
of  Physicians. 

Dr.  David  C.  Booth  was  born  in 
Dallas  and  received  his  medical 
degree  from  the  University  of  Texas 
Medical  School  at  Houston,  where 
he  also  did  his  internship  and 
residency. 

Dr.  Booth  continued  his 
postgraduate  studies  at  Georgetown 
University  in  Washington,  D.C., 
with  a two-year  fellowship  in 
cardiology  and  then  became  an 
instructor  in  cardiology  at  the 
University  of  North  Carolina  School 
of  Medicine.  Two  years  later,  Dr. 
Booth  moved  to  Lexington  to 
accept  a position  as  an  assistant 
professor  of  medicine  at  the 
University  of  Kentucky  College  of 
Medicine.  During  his  career  at  UK, 
Dr.  Booth  has  accepted  additional 
posts  and  is  now  the  director  of  the 
Cardiac  Catherization  Laboratories  at 
the  school  and  Lexington  VAMC, 
chief  of  the  Cardiology  Section  at 
Lexington  VAMC,  as  well  as  an 
associate  professor. 


A Fellow  of  the  American  College 
of  Cardiology  and  the  Council  on 
Clinical  Cardiology  of  the  American 
Heart  Association,  Dr.  Booth  has 
written  numerous  articles,  book 
chapters  and  abstracts. 

Dr.  Ronald  J.  McCoivan 
graduated  from  Loma  Linda 
University  Medical  School  in  Loma 
Linda,  Cal.  and  trained  in  internal 
medicine  at  White  Memorial  Medical 
Center  in  Los  Angeles  for  three 
years. 

From  July  1984  - June  1987,  Dr. 
McCowan  completed  a fellowship  in 
cardiology  at  White  Memorial 
Medical  Center  in  Los  Angeles.  After 
his  fellowship  was  finished,  Dr. 
McCowan  moved  to  Cleveland  to 
study  electrophysiology  and  pacing 
at  the  Cleveland  Clinic  Foundation 
for  two  years. 

In  October  1989,  Dr.  McCowan 
relocated  to  Charleston,  joined  the 
medical  staff  at  CAMC  and  became 
associated  with  the  Charleston 
Cardiology  Group.  He  is  a clinical 
assistant  professor  at  CAMC  and  a 
member  of  the  American  College  of 
Physicians  and  the  American 
College  of  Cardiology. 

Dr.  Shunzaburo  Iwatsuki  is  a 
native  of  Japan  who  received  his 
medical  degree  from  Nagoya 
University  School  of  Medicine  in 
1965.  He  did  a rotating  internship  at 
St.  Luke’s  International  Hospital  and 
then  began  studies  for  a doctoral 
degree  in  medical  science  from  the 
Nagoya  University  Postdoctoral 
School  of  Medical  Science. 

In  1969,  Dr.  Iwatsuki  came  to  the 
U.S.  for  a two-year  fellowship  in 
liver  disease  at  the  University  of 
Southern  California  Medical  Center 
in  Los  Angeles.  He  continued  his 
medical  education  at  the  University 
of  Colorado  with  a two-year 
fellowship  in  surgery  and  organ 
transplantation. 

From  June  1973  until  March 
1974,  Dr.  Iwatsuki  returned  to 
Japan  and  completed  the  academic 
requirements  for  his  doctor  of 
medical  science  degree.  The 
following  year,  he  became  the  chief 
transplant  surgeon  at  Chukyo 
Hospital  in  Nagoya,  but  left  to 
pursue  a fellowship  in  surgery  and 
transplantation  at  Memorial  Sloan  - 
Kettering  Cancer  Institute  in  New 
York  City. 
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In  July  1976,  Dr.  Iwatsuki 
accepted  a post  as  an  assistant 
professor  at  Loyola  University  in 
Maywood,  111.,  where  he  did 
additional  postgraduate  work  for  a 
four-level  general  surgery  residency. 
His  next  position  took  him  to  the 
University  of  Colorado  Health 
Sciences  Center  in  Denver,  where 
was  an  assistant  professor  until 
December  1980.  At  that  time,  Dr. 
Iwatsuki  moved  to  Pittsburgh  to 
became  an  assistant  professor  in  the 
Department  of  Surgery  at  the 
University  of  Pittsburgh  School  of 
Medicine.  His  career  advanced  and 
in  July  1988,  he  was  named  to  his 
current  status  as  professor  of 
surgery  at  the  school. 

Dr.  Iwatsuki  has  published  over 
300  articles  about  hepatobiliary 
surgery  and  organ  transplantation 
and  he  is  associate  editor  of 
HepatoGastroenterology. 


President  Bush 
Proclaims  National 
Doctors’  Day 

President  George  Bush  has  signed 
a proclamation  establishing  March 
30  as  “National  Doctors’  Day.”  This 
proclamation  culminates  the  efforts 
of  legislators  who  passed  both 
Senate  and  House  resolutions  to 
establish  a day  in  recognition  of  the 
invaluable  contributions  physicians 
have  made  to  the  nation  and 
continue  to  make  daily. 

Doctors’  Day  was  first  observed 
regionally  on  March  30,  1935,  when 
it  was  begun  by  the  Auxiliary  of  the 
Southern  Medical  Association.  Since 
then,  it  has  been  observed  yearly  in 
most  states  to  show  appreciation  for 
the  role  of  physicians  in  caring  for 
the  sick,  advancing  medical 
knowledge,  and  promoting 
improved  public  health.  Over  the 
years,  mayors  of  small  towns  and 
large  cities  have  proclaimed  this  day 
to  be  set  aside  in  recognition  and 
the  event  is  celebrated  with  events 
such  as  blood  drives,  tree  plantings 
and  health  fairs.  Plans  are  being 
formulated  for  expanded  public 
service  projects  for  “National 
Doctors’  Day.” 


Pfister  Named 
Laureate  of  ACP 


Alfred  K.  Pfister,  M.D. 

The  West  Virginia  Chapter  of  the 
American  College  of  Physicians 
(ACP)  has  honored  Alfred  K.  Pfister, 
M.D.,  of  Charleston,  with  the  1990 
Laureate  Award  for  rendering 
distinguished  service  and  upholding 
high  ideals  and  professional 
standards.  The  Laureate  Award 
honors  Fellows  of  the  American 
College  of  Physicians  w'ho  have 
demonstrated  an  abiding 
commitment  to  excellence  in 
medical  care,  education  or  research, 
and  in  service  to  their  community. 

Dr.  Pfister  was  born  in  Wheeling, 
and  graduated  from  Washington  and 
Jefferson  College.  He  received  his 
medical  degree  from  George 
Washington  School  of  Medicine  and 
received  additional  training  at  North 
Carolina  Baptist  Hospital  in 
Winston-Salem  and  at  Charleston 
Memorial  Hospital  in  Charleston. 

Dr.  Pfister  then  joined  the  U.S. 
Public  Health  Services  and  provided 
health  care  on  an  Indian 
reservation.  His  observation  of  the 
terrible  toll  taken  by  infectious 
disease  lead  him  to  a fellowship  at 
the  University  of  Colorado. 

Upon  completion  of  his 
fellowship,  Dr.  Pfister  returned  to 
Charleston  where  he  became 
associated  with  the  newly-formed 
Charleston  Area  Medical  Center.  He 
is  currently  a clinical  professor  of 
medicine  at  the  WVU  School  of 
Medicine  and  director  of 
ambulatory  care  for  CAMC. 

A member  of  the  American 
Society  of  Internal  Medicine,  Dr. 
Pfister  serves  on  the  president’s 
council  of  the  West  Virginia 
Chapter  of  ACP.  He  is  certified  by 
the  American  Board  of  Internal 
Medicine. 


Rector  Elected 
ACEP  President 

Dr.  Stephen  Rector,  medical 
director  of  the  Emergency 
Department  at  Ruby  Memorial 
Hospital,  has  been  elected  president 
of  the  West  Virginia  Chapter  of  the 
American  Congress  of  Emergency 
Physicians  (ACEP). 

Dr.  Rector,  who  has  been  at  WVU 
1 1 years,  serves  on  the  National 
Practice  Management  Committee 
and  the  National  Council  of  the 
ACEP.  He  was  a featured  lecturer  at 
this  year’s  National  Scientific 
Assembly  for  emergency  physicians. 

Dr.  Rector  says  he  hopes  to  help 
alleviate  the  severe  shortage  of 
emergency  physicians  in  the  state. 
“We  need  a training  program  to 
produce  emergency  medicine 
specialists  from  within  West 
Virginia,”  he  said.  “It’s  very 
difficult  for  hospitals  to  recruit 
those  specialists  from  out  of  state.” 


Lipid  Training  Center 
Available  for  Area 
Doctors 

Washington  University  School  of 
Medicine  in  St.  Louis  has  been 
designated  by  the  American  Heart 
Association  as  one  of  six  centers  for 
training  physicians  how  to  better 
treat  patients  with  high  blood 
cholesterol  and  other  lipid 
disorders. 

Physicians  from  West  Virginia, 
Ohio,  Kentucky,  North  Carolina, 
Tennessee,  Arkansas,  Missouri, 
Kansas,  the  southern  half  of  Indiana 
and  Illinois,  and  the  western  half  of 
Pennsylvania,  will  be  instructed  in 
state-of-the-art  diagnosis  and 
management  of  lipid  disorders 
during  this  three-year  program.  The 
other  training  centers  are:  Baylor 
College  of  Medicine  in  Houston; 
John  Hopkins  University  School  of 
Medicine  in  Baltimore;  University  of 
California  in  San  Francisco/Berkeley; 
LIniversity  of  Iowa  in  Iowa  City; 
and  University  of  Washington  in 
Seattle. 

For  more  information,  call  Martha 
Stegmaier  at  the  Washington 
University  Lipid  Research  Training 
Center  at  (314)  362-4442. 
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Business  Groups 
Support  AMA  Bill 

An  AMA-drafted  liability  bill, 
which  would  mandate  strong  tort 
reforms  as  a matter  of  federal  law, 
has  the  support  of  over  20  national 
health  care  and  business 
associations.  It  was  introduced  in 
Congress  early  this  summer. 

This  bill  includes: 

• a $250,000  ceiling  on  non- 
economic damage  awards. 

• limits  on  attorney  contingency 
fees,  and 

• mandatory  periodic  payment  of 
damages  over  $100,000. 

If  you  want  to  show  your 
support  for  this  bill,  “Ensuring 
Access  through  Medical  Liability 
Reform  Act,”  S 2934,  call  Senator 
Rockefeller  at  1-202-224-6472  or 
Senator  Byrd  at  1-202-224-3904. 


UHC  Sponsors 
CME  Ski  Weekend 

For  the  second  year  in  a row, 
United  Hospital  Center  in 
Clarksburg  is  sponsoring  a 
continuing  medical  education 
conference  at  the  Wisp  Ski  Resort 
in  McHenry,  Maryland  (near  Deep 
Creek  Lake).  The  weekend 
conference,  which  is  geared  to 
primary  care  physicians,  will  be 
held  January  11-13. 

George  T.  Frederick,  M.D., 
director  of  the  Family  Practice 
Residency  Program  at  UHC,  is  the 
program  director  for  the  event. 
According  to  Dr.  Frederick,  this 
year’s  sessions  will  feature 
specialists  in  the  areas  of  cardiology, 
hematology,  orthopedics,  plastic 
and  reconstructive  surgery, 
pulmonary  medicine  and 
rheumatology. 

Sessions  are  held  in  the  mornings 
so  that  participants  and  their 
families  can  enjoy  skiing  and  the 
other  amenities  offered  at  the 
resort. 

For  more  information  or  to 
receive  a registration  brochure, 
contact  Dr.  Frederick  at  624-2224. 


Unique  MBA  Program 
Offered  for  Physicians 

The  University  of  South  Florida 
and  the  American  College  of 
Physician  Executives  have  created 
an  MBA  curriculum  that  does  not 
require  extensive  on  campus  time. 
This  MBA  program  is  structured  to 
meet  the  special  needs  of  physician 
managers  and  the  high  accreditation 
standards  of  the  American  Assembly 
of  Collegiate  Schools  of  Business. 

During  the  major  portion  of  the 
21 -month  program,  students  are  at 
their  home  sites,  completing  course 
work  while  continuing  their  regular 
work  responsibilities.  Program 
activities,  including  readings, 
problem  sets,  case  studies,  and 
other  written  assignments,  along 
with  telephone  conferences,  are 
expected  to  require  at  least  15 
hours  each  week.  A part  of  the  first 
residency  session  of  the  program 
includes  an  update  on  computer 
skills  and  an  introduction  to 
computer  communications. 

For  further  information  on  this 
new  program,  contact  Linnea  Noto, 
Director  of  Marketing,  ACPE, 
1-800-562-8088. 


Humorist  Requests 
Contributions  for 
New  Book 

Don  Herbert,  an  author  in  North 
Hollywood,  Cal.,  is  writing  a book 
entitled  “Keeping  Your  Doctor  in 
Stitches,”  and  would  like  state 
physicians  to  send  stories  to  him 
about  humorous  incidents  they 
have  experienced  with  patients  and 
colleagues. 

Mr.  Herbert’s  book  will  highlight 
actual  experiences  in  all  specialties 
that  doctors  have  encountered  in 
hospitals,  offices,  or  other  settings. 
Patients  will  be  kept  anonymous 
and  doctors  and  nurses  may  remain 
nameless,  if  desired.  An  article 
about  this  project  was  published  in 
the  April  20  issue  of  American 
Medical  News. 

If  you  wish  to  submit  a story, 
please  write  to  Don  Herbert  at 
12327  Erwin  Street,  North 
Hollywood,  Cal.  91606  or  phone 
(818)  980-0458. 


Applications  Being 
Accepted  for  USP 
Fellowships 

Applications  are  now  being 
accepted  for  the  United  States 
Pharmacopeial  Convention,  Inc., 
(USPC)  1991-1992  Fellowship 
awards.  A total  of  eight  Fellowships 
of  up  to  $12,000  will  be  awarded. 

Six  awards  are  available  to 
doctoral  candidates  or  as 
postdoctorate  awards  for  research 
projects  related  to  the  development 
or  improvement  of  standards  for 
drugs  or  drug  products  (analysis, 
stability,  dissolution,  biometrics, 
microbial  controls,  etc.)  Two 
awards  are  available  for  research 
projects  related  to  the  development, 
dissemination,  and  use  of 
information  relating  to  drugs  and 
related  articles  by  practitioners, 
patients  and  consumers. 

The  purposes  of  the  USP 
Fellowship  Program  are: 

• To  provide  advanced  graduate 
or  postgraduate  research  in  areas 
related  to  compendial  standards  or 
drug-use  information,  thereby 
encouraging  education  and  training 
of  Fellows  in  the  sciences  applicable 
to  drug  and  medical  products’ 
standardization  or  the  development, 
dissemination  or  use  of  drug 
information,  and 

• To  provide  recognition  and 
encouragement  to  university  faculty 
members  elected  to  the  USP 
Committee  of  Revision  and  its 
Advisory  Panels. 

A candidate’s  application  must  be 
endorsed  by  a faculty  member  who 
currently  serves  on  the  USP 
Committee  of  Revision  or  on  a USP 
Advisory  Panel  (although  the 
Committee  or  Panel  member  need 
not  be  the  major  professor 
supervising  the  Fellow).  Awards  are 
made  on  an  annual  basis  and  may 
be  reapplied  for.  Applications  must 
be  postmarked  no  later  than 
February  1,  1991,  in  order  to  be 
considered. 

For  more  information  on  the  USP 
Fellowship  program,  contact  Anne 
Pendleton  at  1-301/881-0666. 
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All  of  us  at  RMI,  ltd.  want  to 
take  this  time  to  say  thank  you 
for  your  insurance  business. 

We  wish  you  and  yours  a 
healthy  and  happy  holiday 
season,  and  our  warmest 
wishes  for  the  New  Year. 


RMI,  Mo 

P.O.Box  1126  Charleston, WV 25324  304-346-3024 
In  Clarksburg,  304-623-0696  In  Morgantown,  304-599-3417 


W don’t  mail  millions  of  these 
every  year  for  our  health. 

W mail  them  for  yours. 


Something  to  consider  when  you  receive  your  Christmas  Seals®  in  the  mail 
When  you  support  the  Christmas  Seal  Campaign?  you're  not  only  helping 
to  find  cures  for  lung  disease,  hut  helping  to  find  ways  of  preventing  it  as  well. 

So  support  the  American  Lung  Association  and  use  Christmas  Seals?  It’s  a 
matter  of  life  and  breath?  Who  knows,  maybe  even  your  own. 

AMERICAN  ± LUNG  ASSOCIATION® 

The  Christmas  Seal  People® 

It’s  a matter  of  life  and  breath* 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  HEALTH 
PROFESSIONS 

1-800-423-USAF 

TOLL  FREE 


Continuing  Education 


Listed  on  this  page  are  some  of 
the  upcoming  continuing  education 
programs  which  will  be  held 
throughout  the  state. 

The  programs  this  month  were 
compiled  by  the  following 
individuals:  Suzanne  Nowell,  WVll 
outreach  coordinator  of  continuing 
medical  education;  C.  K.  Datta, 

M.D.,  president  of  the  Harrison 
County  Medical  Society;  Robin 
Rector,  coordinator  of  continuing 
medical  education  for  Charleston 
Area  Medical  Center;  and  Arlene  S. 
Feder,  M.D.,  coordinator  of  Medical 
Grand  Rounds  for  Ohio  Valley 
Medical  Center. 

These  programs  are  tentative  and 
subject  to  change.  Further 
information  about  these  CME 
activities  may  be  obtained  by  calling 
Nowell  at  293-3937;  Datta  at 
624-2309;  Rector  at  348-9580;  and 
Feder  at  234-1835.  Other  national 
and  state  meetings  are  listed  in  the 
Medical  Meetings  section  of  the 
Journal. 

This  schedule  is  presented  as  a 
convenience  for  physicians.  If  you 
would  like  to  have  the  continuing 
education  programs  offered  by  your 
institution  or  association  published 
in  the  Journal,  please  contact  Nancy 
Hill,  managing  editor,  at  925-0342 
or  1-800-257-4747. 

Ohio  Valley  Medical  Center- 
Wheeling 

December  12  -“Growth  Disorders,” 
Deborah  Rotenstein, 
M.D.,  8 a.m. 

Harrison  County  Medical 
Society  - Clarksburg 

December  6 - “Hypertension,” 

Creel  Cornwell,  M.D., 
DeCarDe,  Inc.,  5 p.m. 
January  3 - “Antimicrobial  Agents,” 

J.  Tan,  M.D. 

DeCarDe,  Inc.,  5 p.m. 


CME  Outreach 
Programs 


Key  to  Sponsors 

★ WVU  Health  Sciences  Center, 
Morgantown 

□ CAMC  (*)/WVU  Health 

Sciences  Center-Charleston  (A) 

(Check  locally  for 
additional  information) 


Fairmont  ★ Fairmont  Clinic, 
December  19,  1 p.m.,  “Pediatrics 
Surfactant  of  Therapy  in  Respiratory 
Stress  Syndrome,”  Beverly  Ellington, 
M.D. 

Man  □ Man  Appalachian  Hospital, 
December  18,  7 p.m.,  “Dermatology 
Update,”  Donald  Farmer,  M.D. 


Montgomery  □ Montgomery 
General  Hospital,  December  5, 
noon,  “Shock,”  Jose  Irazuzta,  M.D. 

New  Martinsville  ★ Wetzel  County 
Hospital,  December  13,  11:30  a.m., 
(tba) 

Point  Pleasant  □ Pleasant  Valley 
Hospital,  December  27,  noon  (tba). 

Ripley  □ Jackson  General  Hospital, 
December  14,  noon,  “HealthNet 
Update.” 

Spencer  □ Roane  General  Hospital, 
December  18,  12:30  p.m., 

“Laproscopic  Lymph  Node  Disease,” 
J.  P.  Tierney,  M.D. 

Weston  ★ Stonewall  Jackson  General 
Hospital,  December  7,  noon, 
“Interpretation  of  Pulmonary 
Function  Tests,”  Leroy  Lapp,  M.D. 


"X  Vo/V'T  GIVE  ADVICE  AM  MOKE...  LAST  VE4K 
J &07  SUED  FOR  MALVRACT/CE.  " 
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leetlncs  Poetry  Corner  V 


December 


10-12 — International  Symposium  on  Multi- 
ple Risk  Factors  in  Cardiovascular  Disease, 
Washington,  D.C. 

15-16  — How  to  Get  Started  in  Medical 
Practice,  Southern  Medical  Association, 
Memphis. 

January 


17- 19 — Annual  Refresher  Course  and 
Scientific  Meeting  of  the  American  Academy 
of  Pain  Medicine,  Miami. 

18- 20 — American  Laryngological,  Rhino- 
logical,  and  Otologic  Society,  Inc.,  Santa 
Barbara,  Cal. 

24-26  -Neurological  Society  of  the 
Virginias,  The  Greenbrier,  White  Sulphur 
Springs,  WV. 

28-30 — Cardiopulmonary  Rehabilitation 
Symposium:  Status  ’91,  Center  for  Exercise 
Science,  Gainesville,  Fla 

February 


8-9 — Dermatology  for  the  Non- 
Dermatologist,  Ohio  State  University, 
Columbus. 

8-10 — 8th  National  Interim  Postgraduate 
Course  of  the  American  Society  for 
Gastrointestinal  Endoscopy,  Coronado,  Cal. 

16-18 — American  Association  for  Geriatric 
Psychiatry,  Ft  Lauderdale,  Fla. 

20 — How  to  Manage  a More  Profitable 
Practice,  Southern  Medical  Association, 
Orlando,  Fla. 

22-23 — Infectious  Disease  1991:  Current 
Problems,  Ohio  State  University, 
Columbus. 

28-March  2 — Advances  in  Pulmonary  and 
Critical  Care  Medicine,  Southern  Medical 
Association,  Montego  Bay,  Jamaica. 

28-March  2 — What  Works:  Bridging  the 
Gaps  for  America’s  Children,  Children’s 
Defense  Fund,  Washington,  D C. 

28-March  3 — The  Ninth  Annual  Interna- 
tional Symposium  on  Man  and  His  Environ- 
ment in  Health  and  Disease,  The  American 
Environmental  Health  Foundation,  Dallas. 


For  More  Information  . . . 

Contact  The  Journal  for  additional 
information  about  most  of  the  above 
meetings.  Call  (304)  925-0342. 


Ruby 

She  had  committed  no  known  crime 
But  for  many  long  and  lonely  years 
She  was  locked  up  in  a cell: 

The  wasted  shell  of  her  body 
Which  imprisoned  her  mind. 

What  she  knew,  what  she  thought 
No  one  could  discern. 

Her  memories  had  faded 
Years  before  she  died, 

Her  personality  no  longer  kind. 

The  change  was  slow, 

So  subtle  at  first 
That  no  one  saw  or  knew 
Just  what  was  going  on. 

Could  we  have  been  so  blind ? 

Her  husband  vowed 

To  see  her  through 

And  spent  long  days  with  her, 

But  illness  took  him  much  too  soon. 

He  died,  leaving  her  behind. 

She  wasted  slowly,  day  by  day. 

Languished,  vegetated,  ate  and  slept; 

No  recognition  in  her  eyes, 

No  grief,  no  joy,  no  indication 
What  was  on  her  mind. 

She  suffered  no  pain 
As  far  as  we  could  tell. 

The  pain  was  in  the  hearts 
Of  those  who  loved  and  cared. 

In  this  respect,  God  was  kind. 

Her  death,  so  long  in  coming. 

Brought  no  real  regrets, 

Just  relief  that  it  was  done; 

That  finally  she  was  free 
To  leave  her  prison  cell  behind. 

E.  Leon  Linger,  M.D. 


Please  address  your  submissions  for 
Poetry  Corner  to:  Stephen  D.  Ward,  M.D., 
Editor,  West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  WV  25364. 
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There  Are  Two  Things 
You  Don’t  Get 
With  Our 
Group  Coverage: 

Fuss 

With  Mountain  State  Blue  Cross  & Blue  prescription,  dental  and  vision  coverage, 
Shield  you  get  complete  health  care  in  a plan  that  can  be  custom-designed 
coverage  for  your  group  — without  a lot  of  to  fit  your  needs  and  your  budget.  And 
administrative  paperwork.  You’ll  have  all  there’s  no  need  to  fuss  about  frequent 
the  advantages  of  the  nation’s  #1  medical/  rate  increases:  we  can  offer  a 12 -month 
surgical  coverage,  plus  optional  paid  rate  guarantee  to  groups  of  15  or  more. 


Forms 


Our  claims  process  is  so  simple  that  you 
don’t  have  to  devote  an  employee  to  handling 
it.  When  one  of  your  employees  has  a 
claim,  he  or  she  fills  out  a simple  9 -line 
flap  on  the  back  of  a pre- addressed 
envelope,  then  mails  it  along  with  the  bill 
or  receipt.  Claims  are  processed  quickly 
in  our  office  in  Parkersburg,  with  practically 


no  handling  or  follow-up  on  your  part.  If 
you  need  answers  or  assistance,  all  you 
have  to  do  is  call  our  Customer  Service 
Department. 

Find  out  more  about  “No- Fuss,  No- 
Forms”  coverage  for  your  group.  Call  us 
toll-free  or  contact  your  local  independ- 
ent agent. 

In  WV call  1-800-344-5514 


USA 
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WfooW  ol  the  1992 

U S Olympic  Team 


Mountain  State 
Blue  Cross 
Blue  Shield 


® Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


A delicate  balance. 


Service 

is  the  cornerstone 
of  our  business. 


Everyone  is  a patient  at  one 
time  or  another. 

Vulnerable. .dependent 
upon  a nurse,  a physician,  a 
hospital.  That's  why  we 
take  our  part  in  providing 
Major  Medical,  Term  Life, 
and  Disability  Income 
coverage  seriously.  The  key 
is  to  balance  the  quality 
and  cost  of  healthcare 
practices.  At  McDonough 
Caperton,  we  take  it  upon 
ourselves  to  help 
physicians,  clinics,  and 
hospitals  strike  that 
delicate  balance. 

Call  Us.  1-800-344-5139 
Extension  708 


McDonough 

Caperton 

Insurance 

Group 
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Corporate  Headquarters  One  Hillcrest  Drive,  East,  P O Box  1551, Charleston,  WV  25326-1551,  Telephone:  (304)  346-0611  Fax:  (304)  347-0697 
With  Offices  Located  in:  Florida,  Georgia,  Kentucky,  Ohio,  Pennsylvania,  Virginia,  West  Virginia  and  Bermuda 


Health  Sciences 
Center  News 


West  Virginia 
University 


Compiled  from  material  furnished  by  the  West 
Virginia  University  Health  Sciences  Center  News 
Service,  Morgantown. 


Ward  Receives 
Scholar  Award 

Dr.  Herbert  Ward,  assistant 
professor  of  behavioral  medicine 
and  psychiatry  in  the  WVU  School 
of  Medicine,  has  been  selected  by 
the  National  Institute  of  Mental 
Health  (NIMH)  to  develop  a 
comprehensive  research,  treatment 
and  medical  education  program  at 
WVU  to  improve  the  understanding 
of  anxiety  disorders  and  provide 
better  service  to  patients. 

NIMH  awards  no  more  than  15 
Individual  Faculty  Scholar  Awards 
each  year.  Dr.  Ward’s  three-year, 
$330,000  grant  is  intended  to 
provide  him  with  the  opportunity 
to  develop  the  clinical  and  teaching 
expertise  to  become  a leader  in  the 
field  of  anxiety  disorders,  and  to 
establish  a strong  basic-science 
research  program  which  can  shed 
light  on  the  complex  biochemical 
basis  for  anxiety. 

Over  the  next  year.  Dr.  Ward  will 
spend  a full  month  with  clinical  and 
teaching  mentors  at  each  of  four 
universities  — Iowa,  South  Carolina, 
North  Carolina  and  Stanford.  Albert 
Azzaro,  Ph.D.,  of  the  WVU  School 
of  Medicine,  will  supervise  the 
overall  project  and  serve  as  his 
research  mentor. 

Dr.  Ward,  a 1984  graduate  of  the 
Medical  University  of  South 
Carolina,  joined  the  WVU  faculty 
after  completing  a five-year 
residency  at  the  school  which 
qualified  him  to  practice  both 
psychiatry  and  internal  medicine. 

NIMH  is  particularly  interested  in 
making  mental-health  care  more 
available  to  rural  populations,  and 
Dr.  Ward  says  the  strong  relationship 
developed  over  several  years  among 
WVU  behavioral  medicine  faculty 
and  community  mental  health 
professionals  in  West  Virginia  was  a 
factor  in  his  selection. 


Partnerships  Created 
with  Rural  Hospitals 

The  WVU  Health  Sciences  Center 
has  established  a cooperative 
program  with  five  rural  hospitals  to 
share  information,  skills  and 
services  which  can  improve  the 
long-term  viability  of  local  health- 
care institutions. 

Grant  Memorial  Hospital  in 
Petersburg;  Potomac  Valley  Hospital 
in  Keyser;  Hampshire  Memorial 
Hospital  in  Romney;  Summersville 
Memorial  Hospital  in  Summersville 
and  Broaddus  Hospital  in  Philippi; 
are  the  first  five  institutions  to  join 
WVU’s  Partners  in  Health  program, 
according  to  Dr.  Robert 
D'Alessandri,  dean  of  the  WVU 
School  of  Medicine. 

“This  program  grew  out  of  a 
suggestion  made  by  rural  hospital 
administrators  at  the  Rural  Health 
Conference  in  September,”  said  Dr. 
D’Alessandri.  “We  are  making 
resources  available  from  every  unit 
of  the  Health  Sciences  Center  to 
assist  the  partner  hospitals  in 
delivering  the  health  care  services 
required  by  their  communities.  As 
many  as  five  additional  hospitals 
may  join  the  program  in  the  next 
year,”  he  added. 

The  partnership  will  make 
available  management  consulting 
and  educational  services  from 
WVU’s  schools  of  medicine, 
dentistry,  pharmacy  and  nursing,  as 
well  as  Ruby  Memorial  Hospital, 
Children's  Hospital,  Chestnut  Ridge 
Hospital  and  University  Health 
Associates.  Educational  programs  for 
physicians,  nursing  staff,  or  for  the 
community  at  large  will  be 
provided. 


Parent  Resource 
Center  Funded 

The  West  Virginia  Department  of 
Education  has  designated  WVU’s 
W.G.  Klingberg  Center  for  Child 
Development  as  a statewide  parent 
resource  center. 

The  Klingberg  Center,  located  at 
WVU’s  Health  Sciences  Center, 


currently  provides  diagnostic  and 
couseling  services  to  children  and 
adolescents  with  a wide  variety  of 
developmental  problems,  and  to 
their  families. 

The  designation  of  the  center  as  a 
statewide  parent  resource  center 
will  make  its  services  available,  by 
telephone,  to  all  areas  of  the  state. 
Parents  who  call  the  center  will  be 
provided  information  on  services 
available  in  their  home  communities 
and  nearby  areas,  and  will  be  able 
to  schedule  visits  to  Morgantown  if 
needed. 

In  addition,  the  center  will  assist 
parents  in  finding  and  forming 
support  groups  of  families  with 
similar  needs  and  offer  training 
about  planning  and  carrying  out 
special  education  programs. 


Ethics  Consultations 
Offered  by  Phone 

Ethics  experts  from  the  newly 
formed  West  Virginia  University 
Center  for  Health  Ethics  and  Law 
have  joined  the  consulting  staff  of 
physicians  participating  in  the 
Medical  Access  and  Referral  System 
(MARS)  toll-free  telephone  line. 

Alvin  H.  Moss,  M.D.,  director  of 
the  center  and  associate  professor  of 
medicine,  and  Bruce  Weinstein,  Ph.D., 
director  of  educational  programs  for 
the  center  and  an  assistant  professor 
of  community  medicine,  respond  to 
the  calls. 

“We  offer  information  and  advice 
to  health  professionals  facing  ethical 
dilemmas  in  patient  care,  Dr.  Moss 
said.  The  most  commonly  asked 
questions  involve  withdrawal  of  life 
support  treatment,  use  of  ‘do  not 
resuscitate  orders,’  patient 
competency,  ethical  versus  legal 
issues,  questions  about  informed 
consent  and  informed  refusal,  and 
use  of  advance  directives.” 

In  addition  to  serving  as  a resource 
for  health  care  professionals  in  the 
state,  the  new  center  was  also 
formed  to  teach  professional  ethics 
to  medical,  nursing,  dental  and 
pharmacy  students  at  WVU. 
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238  MacCorkle  Ave.,  SW 
So.  Charleston,  WV  25303 

(304)  744-9469 

Call  Toll  Free 

1-800-274-9988 


Representing: 


Service  Office  Supply  & 
Printing  Co.,  Inc. 


ieter 

V systems  corporation 


1238  Fourth  Avenue 
Huntington,  WV  25701 

(304)  522-1624 
Fax  (304)  522-7445 

Call  Toll  Free 

1-800-274-9902 


Space  Savers  Color  Coded  Filing  Systems  and  Movable  Systems 


Also  Suppliers  of:  Health  Insurance  Claim  Forms,  Pegboard  Forms  & Systems.  Computer  Forms,  and  other  Printed  Forms. 


MENTAL  HEALTH— The  adjustment  of  human  beings  to  the  world  and  to  each  other  with  a 
maximum  of  effectiveness  and  happiness.  It  is  the  ability  to  maintain  an  even  temper,  an  alert 
intelligence,  socially  acceptable  behavior  and  a positive  disposition. 

We  at  HIGHLAND  believe  the  world  can  be  a better  place  in  which  to  live,  if  people  enjoy 
good  mental  health. 


300  56th  Street,  S.E.,  P.O.  Box  4107 
Charleston,  West  Virginia  25364 
(304)  925-4756 

OUR  PROGRAMS,  CARE  AND  TREATMENT  ARTICULATE  A COMMITMENT  TO  EXCELLENCE! 


MU  School  Of 
Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Lavery  Receives 
National  Award  for 
Weight  Study 

Dr.  Margaret  A.  Lavery  has 
received  the  Huddleston  Award  from 
the  American  Dietetic  Association 
for  an  article  describing  her  long- 
term, follow-up  research  of  a 
behavioral  weight  control  program, 
the  largest  study  of  its  kind. 

Dr.  Lavery’s  study  looked  at  the 
weights  of  approximately  500 
patients  two  years  after  they  had 
completed  a weight-loss  program. 
Data  analysis  covered  the  average 
weight  loss  of  the  group  and  used 
three  new  yardsticks  which  can  help 
better  measure  a program’s  success. 

“Looking  just  at  averages,  we 
found  that  the  participants  as  a 
group,  weighed  5.8  pounds  less 
than  they  did  two  years  ago  when 
they  enrolled  in  the  eight-week, 
weight-loss  program,"  Dr.  Lavery 
said.  "However,  the  range  of  weight 
change  after  the  two-year  follow-up 
period  was  quite  extensive.  One 
person  had  lost  71  pounds;  another 
had  gained  47.  By  looking  at  these 
other  measurements,  we  were  able 
to  see  that  16  percent  of  the 
participants  lost  at  least  10  percent 
of  their  body  weight.  This  is  of 
great  importance  because  it  has 
been  shown  that  the  health  risks 
related  to  obesity  can  be  reduced 
with  a modest  reduction  of  10 
percent  of  body  weight.” 

In  addition,  Dr.  Lavery  discovered 
that  36  percent  of  the  people 
maintained  or  increased  the  weight 
loss  achieved  during  treatment,  and 
more  than  65  percent  weighed  less 
after  two  years  than  they  did  when 
the  study  started. 

The  weight-loss  program  in  which 
patients  participated  included 
training  in  behavior  modification 
techniques  as  well  as  traditional  diet 


and  exercise  components.  The 
results  of  the  follow-up  study  show 
that  this  combined  approach  can 
have  a lasting  impact  on  obese 
people,  Dr.  Lavery  stated. 

"Although  behavioral  treatment 
programs  provide  some  degree  of 
success,  they  are  by  no  means  the 
complete  solution,”  Dr.  Lavery 
noted.  “Clearly  we  need  to  improve 
our  methods  and  achieve  a greater 
success  rate.” 

The  article  for  which  Dr.  Lavery 
was  honored  was  published  in  the 
September  1989  edition  of  the 
Journal  of  the  American  Dietetic 
Association. 


DeEulis  Accepts 
Full-time  Status 

Dr.  Timothy  DeEulis,  the  state’s 
only  board-certified  physician  for 
treating  gynecologic  cancer,  has 
joined  the  full-time  faculty  of  the 
Marshall  University  School  of 
Medicine.  He  had  been  a part-time 
faculty  member  since  earlier  this  year. 

Dr.  Berel  Held,  chairman  of 
obstetrics  and  gynecology,  said 
DeEulis  provides  management  for  all 
phases  of  gynecologic  cancer 
treatment,  including  surgical 
therapy,  chemotherapy  and  the 
medical  complications  that  arise 
from  the  disease  and  its  treatment. 

“Dr.  DeEulis  really  brings  a 
unique  talent  to  the  state  and  the 
school,”  Dr.  Held  said.  “He  is  a 
superbly-trained  physician  and  an 
outstanding  teacher  who  has  already 
had  an  impact  on  health  care  for 
the  citizens  in  our  community  and 
region.” 

Dr.  DeEulis  received  his  M.D. 
degree  from  West  Virginia  University 
and  did  his  fellowship  in 
gynecologic  oncology  at  the 
Roswell  Park  Memorial  Institute  in 
Buffalo,  N.Y.  He  previously  served 
on  the  faculties  of  the  University  of 
Cincinnati,  the  University  of 
Pennsylvania  and  Hahnemann 
University. 


marshalmJmversity 


Zill  Awarded  Grant 

Dr.  Sasha  Zill  has  received  a 
S6l,771  grant  to  study  how  animals 
manage  to  keep  a steady  posture 
even  when  they  are  in  an  unstable 
environment. 

The  two-year  grant  comes  from 
the  Whitehall  Foundation.  Under  a 
previous  Whitehall  grant,  Dr.  Zill  has 
been  studying  how  the  brain 
responds  to  messages  from  sensory 
receptors  in  the  joints. 

Dr.  Zill’s  current  project  will  focus 
on  the  ways  the  nervous  system 
generates  adjustments  of  posture  to 
help  animals  adapt  to  changes  in  the 
environment.  The  findings  could 
shed  light  on  how  the  nervous 
system  uses  different  types  of 
information  provided  by  sense 
organs  that  monitor  an  animal’s  own 
behavior. 


Bulletin  Board 
Adds  CME  Schedule 

The  computerized  bulletin  board 
of  Marshall’s  Health  Science 
Libraries  is  being  expanded  to 
include  a listing  of  continuing 
medical  education  programs, 
according  to  Director  Dr.  Edward 
Dzierzak. 

Through  the  bulletin  board 
service,  users  also  can  request 
interlibrary  loans  and  medical 
literature  searches,  as  well  as  access 
to  an  AIDS  treatment  newsletter  and 
the  electronic  version  of  the 
National  Institutes  of  Health  Guide 
to  Grants  and  Programs.  In  addition, 
electronic  mail  and  conferencing 
options  are  available. 

The  bulletin  board  number  is 
696-2449.  Dr.  Dzierzak  said  users 
should  set  their  communications 
programs  for  1200  baud,  eight  bits, 
no  parity,  and  one-stop  bit. 

More  information  is  available  from 
the  library  at  696-6426. 
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• 35-bed  JCAHO  Accredited 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 
Randall  P.  Weyrich,  M.D. 

Eye-Ear-Nose-Throat 

John  A.  B.  Holt,  MD 


Hospital 

Ambulatory  Care/ 
Same  Day  Surgery 


Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


Specializing  in 
Head  and  Neck  Cancer 
Surgery 

Cosmetic  Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 


Endocrine 

Diagnostics 

Laboratory 


AN  ALGORITHMIC  APPROACH 
TO  ENDOCRINE  DISORDERS 


* DIAGNOSTIC  ALGORITHMS 

* EACH  ALGORITHM  IS  CONSIDERED  A PERSONAL 
CONSULTATION  BY  OUR  BOARD  CERTIFIED 
ENDOCRINOLOGISTS. 

* TOLL  FREE  WATS  LINE  FOR  PHYSICIAN  CONSULTATION 

* COURIER  SERVICE 

* INDIVIDUAL  PROFILES  UPON  REQUEST 


Frank  L.  Schwartz,  M.D.,  Director 

Certified  by  the  WV  Department  of  Health  #135 

CLIA/HCFA  # 47-0138 


(800)  422-9404 
# 2 Rosemar  Circle 
Parkersburg,  WV 


County  Societies 


McDowell 

Dr.  Subbaraya,  a cardiologist  from 
Beckley,  was  the  featured  speaker 
for  the  meeting  of  the  McDowell 
County  Medical  Society  held  at  the 
Bonanza  Restaurant  in  Welch  on 
November  14.  Dr.  Subbaraya 
presented  the  video  “Diagnosis  and 
Management  of  Cardiovascular 
Diseases,  Number  1.” 

A resolution  was  passed  to 
present  the  letter  from  the  WVSMA 
regarding  Blue  Cross/Blue  Shield  to 
the  Welch  Daily  News  for 
publication.  Dr.  Herland  presented 
the  packet  of  materials  he  received 
at  the  recent  WVSMA  Council 
meeting  in  Charleston.  He  urged  all 
members  to  join  the  state  and 
national  societies. 

The  meeting  was  sponsored  by 
Marion  Laboratories  Inc. 

Mercer 

At  their  October  15  meeting,  the 
Mercer  County  Medical  Society 
elected  the  following  officers:  Philip 
Branson,  M.D.,  president  and 
delegate;  Frederick  Barker,  M.D., 
vice  president;  David  F.  Bell  Jr.,  M.D., 
secretary-treasurer;  and  Theodore 


Werblin,  M.D.,  councilor  and 
delegate. 

The  other  delegates  who  were 
elected  at  the  meeting  are:  Keith 
Edwards,  M.D.;  John  Mahood,  M.D.; 
and  Larry  Carson,  M.D.  The 
alternate  delegates  will  be  Daniel 
Noble,  M.D.,  F.  P.  Neri,  M.D.;  and 
Gene  Duremdes,  M.D. 

Monongalia 

Fifty-one  members  attended  the 
October  2 meeting  of  the 
Monongalia  County  Medical  Society. 

Dr.  Sebert  donated  the  videotape 
“AMA’s  Proposal  for  Medicare 
Reform,’’  which  will  now  be 
available  in  WVU  Health  Sciences 
Library.  Dr.  Malone  announced  he 
and  Drs.  Richard  Kerr  and  Deborah 
Willard  had  been  nominated  for 
membership  on  the  WVSMA 
Council. 

In  other  business,  Drs.  Edward 
Stulken  and  Abdul  Kareem 
Nasrabadi  were  presented  for 
membership  via  first  readings.  Dr. 
Pearson  also  announced  24  doctors 
for  membership  via  second 
readings:  Drs.  Edward  Crowell,  Dale 
Joret,  Deborah  Granke,  Christine 


Banyard-Fox,  Robert  Farr,  Laurel 
Omert,  Kenneth  Granke,  Pedro 
Rademacher,  Scott  Corin,  Gregory 
Larkin,  Stanley  Einzig,  William 
Shockcor,  Robert  Kramer,  Harry 
Taylor,  Marilyn  Grondin,  Christine 
Kincaid,  Debra  S.  Selvy,  Stephen 
Aranoff,  Charlotte  Dillis,  Paris 
Mansmann,  Byron  Bair,  Robert 
Hoeldtke,  John  Prescott,  and  Joseph 
Kizer.  All  members  were  approved. 

Dr.  Malone  announced  a letter 
from  George  Rider,  WVSMA 
executive  director,  which  proposed 
a “Managed  Care  Plan  for  Certain 
Medicaid  Beneficiaries.”  After 
discussion,  the  members  decided 
that  the  society,  as  a general  body, 
should  not  be  concerned  with  this 
issue.  Motions  were  then  passed  to 
object  to  consideration  of  the 
question  and  that  the  WVSMA  be 
formally  notified  of  this  decision. 

The  article,  “Fighting  Back,”  from 
the  August  1990  issue  of  Private 
Practice  was  amended  to  the 
minutes  at  the  request  of  Dr. 

Malone.  The  article  was  written  by 
Dr.  James  Thompson  Jr.,  executive 
president  of  the  Greene  County 
(Missouri)  Medical  Society. 


Giving  To  Your  Hospital 
Is  Good  For  What  Ails  You. 

If  you  want  to  give  to  a cause  that’s  guaranteed  to  make  you  feel  good,  give  to  your  hospital. 
That’s  right,  your  hospital.  The  feet  is,  they’ve  always  relied  on  private  donations  to  stay  current 
with  medical  needs.  Now  the  need  is  greater  than  ever.  New  medical  breakthroughs  are  entering 
the  market  every  day.  And  the  thing  is,  they’re  the  kind  of  breakthroughs  you’d  never  miss 
—unless  the  patient  they’re  intended  for  turns  out  to  be  you. 

Give  To  Your  Local  Hospital.  Give  To  Life. 

National  Association  for  Hospital  Development  ® 
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William  C Morgan,  Jr.,  M.D. 

Otologist 

Diplomate,  American  Board  of  Otolaryngology 

OTOLOGY:  DISEASES  & SURGERY  OF  THE  EAR 

Sheila  D.  Hodges,  M.S.,  CCC-A 

Audiologist 


Cynthia  K.  Zentz,  M.S.,  CCC-A 

Audiologist 


304-345-7100 


Complete  Audiological  Services  • Hearing  Aid  Dispensing  & Service 
Assistive  Listening  Devices  • Electronystagmography  • ABR 


ST.  FRANCIS  MEDICAL  PLAZA  • 331  LAIDLEY  STREET,  SUITE  602  • CHARLESTON,  WV  25301 


IMMEDIATE 

Excellent  Position  Available 
BC/BE  Internist 

Thriving  Internal  Medicine  Practice 
in 

Southwestern  Pennsylvania 

Salary:  $100,000  Benefit  Pkg:  $10,000 
Pension  Plans 
Future  Partnership  Option 


CALL: 

412-745-3400 

412-225-2299 

WRITE: 

R.  G.  LESNOCK,  M.D. 
40  Samuel  Drive 
Washington,  PA  15301 


THE  MYERS  CLINIC  - Philippi,  West  Virginia 


Notice:  Seeking  Internal  Medicine,  Pediatrics,  and/or  Family  Practice,  must  be 
Board  Certified  or  Board  Eligible. 

Also:  Seeking  Locum  Tenen— Family  Practice 

Contact:  Lonnie  L.  Crane,  112  North  Woods  Street,  Philippi,  WV  26416. 
1-(304)  457-2800 

Radiology:  Surgery:  Pediatrics: 

Halberto  G.  Cruz,  M.  D.  J.  W.  Woodford,  M.  D.  E.  G.  Kreider,  M.  D. 


Pathology: 

Fulvio  Franyutti,  M.  D. 


Internal  Medicine:  Family  Practice: 

Karl  J.  Myers,  Jr.,  M.  D.  James  A.  Arnett,  M.  D. 

Adnan  A.  Sunji,  M.D. 


Annual  Audit  1989 


The  annual  audit  of  receipts  and  disbursements  of  West 
Virginia  State  Medical  Association  for  the  calendar  year  1989 
has  been  completed  by  Ernst  & Young  of  Charleston.  The 
complete  audit  with  accountants'  report  is  as  follows: 

REPORT  OF  INDEPENDENT  AUDITORS 

To  the  Council 

West  Virginia  State  Medical  Association 
Charleston,  West  Virginia 

We  have  audited  the  accompanying  balance  sheet  of  the  West  Virginia  State 
Medical  Association  as  of  December  31,  1989,  and  the  related  statements 
of  revenues  and  expenses — unrestricted  fund,  changes  in  fund  balances, 
and  cash  flows — unrestricted  fund  for  the  year  then  ended.  These  finan- 
cial statements  are  the  responsibility  of  the  Association's  management.  Our 
responsibility  is  to  express  an  opinion  on  these  statements  based  on  our 
audit. 

We  conducted  our  audit  in  accordance  with  generally  accepted  auditing 
standards.  Those  standards  require  that  we  plan  and  perform  the  audit  to 
obtain  reasonable  assurance  about  whether  the  financial  statements  are 
free  of  material  misstatement  An  audit  includes  examining,  on  a test  basis, 
evidence  supporting  the  amounts  and  disclosures  in  the  financial 
statements.  An  audit  also  includes  assessing  the  accounting  principles  us- 
ed and  significant  estimates  made  by  management,  as  well  as  evaluating 
the  overall  financial  statement  presentation  We  believe  that  our  audit  pro- 
vides a reasonable  basis  for  our  opinion. 

In  our  opinion,  the  financial  statements  referred  to  above  present  fairly, 
in  all  material  respects,  the  financial  position  of  the  West  Virginia  State 
Medical  Association  at  December  31,  1989,  and  the  results  of  its  opera- 
tions and  its  cash  flows  for  the  year  then  ended  in  conformity  with  generally 
accepted  accounting  principles. 

Ernst  & Young 
March  29,  1990 

BALANCE  SHEET 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
December  31,  1989 

UNRESTRICTED  FUND 

ASSETS 


Cash  and  cash  equivalents 

5 

565,727 

Investments  (cost  5200,035) 

193,917 

Notes  receivable,  less  allowance  for  doubtful  accounts  of 

550,000— Note  D 

10,000 

Accounts  receivable 

13,225 

Interest  receivable 

5,408 

Prepaid  expenses 

1,306 

Land,  building,  and  equipment  at  cost,  less  accumulated 

depreciation  of  5242,127 — Note  B 

725,653 

$1,515,236 

LIABILITIES 

State  and  American  Medical  Association  dues 

collected  in  advance 

$ 

191,930 

Medical  scholarship  obligations 

24,163 

Accounts  payable 

33,829 

Accrued  income  taxes  payable — Note  F 

1 14,477 

Accrued  interest  payabie — Note  F 

57,248 

Accrued  expenses  and  other  liabilities 

73,125 

Note  payable  to  bank — Note  C 

525,021 

$1 

i ,019,793 

FUND  BALANCES 

Undesignated 

489,166 

Designated  for  professional  liability  education 

12,395 

Unrealized  depreciation  on  equity  securities 

(6, 1 1 8) 
495,443 

51 

1,515,236 

RESTRICTED  FUND 

ASSET 

Investment  in  common  stock 

$ 

4,250 

FUND  BALANCE 

Endowment 

5 

4,250 

See  notes  to  financial  statements. 


STATEMENT  OF  REVENUES  AND  EXPENSES— UNRESTRICTED 
FUND 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Year  Ended  December  31,  1989 


REVENUES 

Dues  $ 

Professional  liability  services — Note  E 

Interest  and  investments 

Exhibit  space  income 

Advertising 

Registration  fee  income 
Contributions 

IC  Systems  commission  income 

Other  revenues,  including  grants  from  Endowment  Fund 
of  $ 1 ,408 

TOTAL  REVENUES  S 

EXPENSES 


563,721 
140,000 
65,1 17 
41,850 
35.068 
21,270 
14,159 
1 1,651 

1T98-I 

910,820 


Salaries  and  wages 

293,137 

Interest  expense — Note  F 

1 16,696 

Publishing  and  printing 

105,402 

Convention  speakers  and  supplies 

91,864 

Legal  and  accounting 

86,520 

Travel 

81,851 

Malpractice 

67,969 

Employee  benefits 

66,091 

Depreciation  and  amortization 

59,512 

Legislative  liaison  retainer 

35,000 

Postage 

20,939 

Payroll  taxes 

18,702 

Consultant  retainer 

16,126 

Office  supplies 

13,653 

Telephone 

13,404 

President’s  stipend 

10,000 

Property  taxes 

9, 1 33 

Liability  insurance 

7,562 

Medical  students’/residents'  subsidies 

7,393 

Computer  repairs  and  maintenance 

6,915 

Utilities 

6,550 

Other  expenses 

56,896 

Refund  of  expenses 

(17,273) 

TOTAL  EXPENSES— NET 

1,174,042 

EXCESS  OF  EXPENSES  OVER 
REVENUES  BEFORE  TAXES 

(263,222) 

Federal  and  state  income  tax  provision — Note  F 1 1 4.4~’7 

EXCESS  OF  EXPENSES  OVER  REVENUES  S (377,699) 

See  notes  to  financial  statements 


STATEMENT  OF  CHANGES  IN  FUND  BALANCES 
WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


Unrestricted 

Fund 

Restricted 

Endowment 

Fund 

Balance  at  December  31,  1988,  as  previously 
reported 

Effect  of  the  merger  with  Properties — Note  D 

$707,406 

156,005 

$4,250 

Balance  at  December  31,  1988,  as  restated 
Excess  (deficiency)  of  revenues  over  expenses 
Change  in  unrealized  loss  on  equity  securities 
Grant  to  unrestricted  fund 

863,41 1 
(377,699) 
9,731 

4,250 
1 ,408 

(1,408) 

Balance  at  December  31.  1989 

$495,443 

S4.250 

See  notes  to  financial  statements. 
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STATEMENT  OF  CASH  FLOWS— UNRESTRICTED  FUND 


WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Year  Ended  December  31,  1989 

OPERATING  ACTIVITIES 

Excess  of  expenses  over  revenues  $( 377,699) 

Adjustments  to  reconcile  net  (loss)  to  net  cash  used  in 
operating  activities: 

Depreciation  and  amortization  59,512 

Loss  on  disposal  of  fixed  assets  1 ,377 

Increase  in  accounts  and  notes  receivable  (15,571) 

Decrease  in  accrued  interest  receivable  833 

Decrease  in  prepaid  expenses  3,538 

Increase  in  State  and  American  Medical  Association 

dues  collected  in  advance  1 1 ,030 

Increase  in  income  taxes  payable  114,477 

Net  increase  in  accrued  interest  payable  51,001 

Decrease  in  medical  scholarship  obligations  (10,950) 

Increase  in  accounts  payable  20,268 

Increase  in  accrued  expenses  and  other  liabilities  30,702 


NET  CASH  USED  IN  OPERATING  ACTIVITIES  (1  11,482) 

INVESTING  ACTIVITIES 

Net  purchases  of  furniture  and  equipment  (4,130) 


NET  CASH  USED  IN  INVESTING  ACTIVITIES  (4,130) 


NOTE  C— DEBT 

As  discussed  in  Note  D,  the  Association  and  West  Virginia  State  Medical 
Association  Properties,  Inc.  (Properties)  merged  in  February  1989.  In  con- 
junction with  the  merger,  the  Association  assumed  Properties’  long-term 
debt. 

Note  payable  to  bank  at  December  31,  1989,  consists  of  the  following: 
14%  mortgage  note  payable  to  bank  in  monthly 
installments  of  $5,500  (including  principal  and 
interest),  collateralized  by  deed  of  trust  $ 525,021 


In  January  1990,  the  Association  refinanced  its  note  payable  to  bank.  The 
amount  refinanced  was  $540,000.  Terms  of  the  agreement  provide  for 
interest  at  10%  with  monthly  installments  of  $5,21 1 (including  principal 
and  interest).  The  loan  is  collateralized  by  a first  deed  of  trust  on  the 
building  which  has  a net  book  value  of  approximately  $528,000  at 
December  31,  1989. 


Notes  payable  to  bank  maturing  in  the  next  five  years  consist  of: 


1990 

1991 

1992 

1993 

Thereafter 


$ 14,962 
10,502 
1 1 ,602 
502,934 
-0- 


Interest  paid  in  1989  approximated  $71,500. 


FINANCING  ACTIVITIES 

Repayments  of  note  payable  to  bank  (305) 

DECREASE  IN  CASH  (115,917) 

Cash  and  cash  equivalents  at  beginning  of  year, 

as  previously  reported  663,520 

Effect  of  merger  with  Properties — Note  D 18,124 

CASH  AND  CASH  EQUIVALENTS  AT  BEGINNING 

OF  YEAR,  AS  RESTATED  681,644 

CASH  AND  CASH  EQUIVALENTS 

AT  END  OF  YEAR  $ 565,727 

See  notes  to  financial  statements. 


NOTES  TO  FINANCIAL  STATEMENTS 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

December  31,  1989 

NOTE  A— SIGNIFICANT  ACCOUNTING  POLICIES 

Cash  and  Cash  Equivalents:  Cash  and  cash  equivalents  are  comprised 
of  highly  liquid  short-term  investments  carried  at  cost,  which  approximates 
market. 

Investments:  Investments  in  equity  securities  are  stated  at  the  lower  of 
cost  or  market  value.  There  were  no  realized  gains  or  losses  on  the  sale 
of  investments  in  1989.  Unrealized  gains  and  losses  on  equity  securities 
are  credited  or  charged  directly  to  fund  balance.  The  gross  unrealized  loss 
on  equity  securities  was  $6,118  at  December  31,  1989.  Net  unrealized 
securities  gains  and  losses  through  March  29,  1990,  were  not  material. 
Land,  Building,  and  Equipment:  Land,  building,  and  equipment  are 
recorded  at  historical  cost  and  are  being  depreciated  over  their  estimated 
useful  lives  on  a straight-line  basis. 

Allowance  for  Doubtful  Accounts:  The  Association  values  its  notes 
receivable  at  net  realizable  value  by  expensing  amounts  determined  to 
be  uncollectible  in  the  period  of  determination. 

Medical  Scholarship  Obligations:  Until  1987,  West  Virginia  State 
Medical  Association  (the  Association)  provided  scholarships  to  students 
attending  Schools  of  Medicine  at  West  Virginia  and  Marshall  Universities 
for  the  purpose  of  defraying  expenses  incurred  by  such  students.  Under 
certain  conditions,  as  set  forth  in  the  scholarship  agreements,  the  scholar- 
ships are  repayable  to  the  Association  in  whole  or  in  part.  A liability  for 
the  remaining  scholarship  obligation  is  a part  of  the  general  fund. 

Restricted  Fund  Balance:  The  Association  has  designated  a special  assess- 
ment fund  to  be  used  for  professional  liability  education.  The  fund  is  to 
be  used  to  inform  physicians  about  current  and  potential  problems  with 
malpractice  insurance  and  is  accounted  for  in  the  unrestricted  fund. 
Dues:  Membership  dues  are  recognized  as  revenue  in  the  applicable 
membership  period. 


NOTE  B— LAND,  BUILDING,  AND  EQUIPMENT 

A summary  of  land,  building,  and  equipment  and  the  related  allowance 
for  depreciation  as  of  December  31,  1989,  is  as  follows: 

Land  $ 141,247 

Building  and  improvements  635,585 

Furniture  and  equipment  190,948 


Less  allowance  for  depreciation 


967,780 

242,127 

725,653 


NOTE  D— RELATED  PARTY  TRANSACTIONS 

West  Virginia  State  Medical  Association  Properties,  Inc.  (Properties)  was 
formed  during  1980  to  acquire  land  and  construct  an  office  building  for 
the  Association.  This  project  was  completed  during  1985  In  conjunction 
with  this  activity,  the  Association  collected  assessments  on  behalf  of  Pro- 
perties and  also  made  various  cash  advances  to  Properties  through  the 
project  completion  date. 

On  February  2,  1989,  Properties  was  merged  into  the  Association.  At  that 
time,  Properties  ceased  to  exist  as  a separate  entity  and  its  assets,  liabilities, 
and  fund  balance  were  assumed  by  the  Association.  This  combination  has 
been  accounted  for  as  if  it  were  a pooling  of  interests.  All  assets  and 
liabilities  of  Properties  were  recorded  by  the  Association  at  their  historical 
cost. 

In  1986,  the  Association  approved  a $50,000  line  of  credit  to  Preferred 
Medical  Care  Network  of  West  Virginia,  Inc.  (PMCN),  a preferred  provider 
organization  established  to  benefit  Association  members.  This  line  of  credit 
was  fully  drawn  down  by  PMCN  to  assist  with  initial  start-up  costs.  In  April 
1989,  the  Association  approved  an  additional  $25,000  line  of  credit  to 
PMCN.  At  December  31,  1989,  the  Association  had  advanced  to  PMCN 
another  $10,000  under  the  additional  line  of  credit  resulting  in  a gross 
note  receivable  of  $60,000.  As  of  March  29,  1990,  an  additional  $5,000 
has  been  advanced,  leaving  $10,000  available  to  PMCN  under  line  of  credit. 

NOTE  E— PROFESSIONAL  LIABILITY  SERVICES 

The  Association  has  separate  agreements  with  Continental  Insurance  Agen- 
cy (CNA)  and  McDonough  Caperton  Insurance  Group,  L.P.  (MCIG)  to  pro- 
vide educational  and  marketing  services  to  the  Association  members 
relating  to  professional  liability  insurance.  Under  the  terms  of  the 
agreements,  the  Association  is  to  receive  up  to  $ 100,000  a year  from  each 
company.  The  Association  recognized  income  of  $100,000  from  CNA  and 
$40,000  from  MCIG  in  1989. 

NOTE  F— INCOME  TAXES 

Revenues  of  the  Association  are  generally  exempt  from  federal  income 
tax  under  Section  501(c)(6)  of  the  Internal  Revenue  Code.  However,  cer- 
tain income,  primarily  advertising  revenues  and  income  received  under 
agreements  with  insurance  providers  for  their  educational  and  marketing 
services  and  use  of  the  Association’s  membership  lists,  is  considered 
unrelated  business  income  and  is  taxable  to  the  extent  it  exceeds  allocable 
expenses. 

In  1988,  the  United  States  Tax  Court,  and  in  1989,  the  4th  Circuit  Court 
of  Appeals,  held  that  the  Association’s  losses  from  advertising  activities 
do  not  constitute  net  operating  losses  available  for  deduction  from  other 
unrelated  business  income.  Subsequently,  the  Association  lost  its  appeal 
of  the  4th  Circuit’s  decision  to  the  U.S.  Supreme  Court  in  early  1990.  Ac- 
cordingly, a provision  for  the  resulting  federal  and  state  tax  liability  of 
$1 14,477  and  related  interest  of  $50,227  for  the  years  ended  December 
31,  1984  through  1989  has  been  included  in  the  financial  statements. 

NOTE  G— RETIREMENT  PLAN 

The  Association  is  a participant  in  the  Prototype  Corporate  Defined  Con- 
tribution Retirement  Plan  of  One  Valley  Bank  (the  Plan).  All  employees 
of  the  Association  are  covered  by  the  Plan  as  long  as  they  are  at  least  twenty- 
one  years  old  and  have  completed  six  months  of  service.  The  Associa- 
tion’s contribution  was  $23,680  in  1989  based  on  10%  of  the  total  com- 
pensation of  all  eligible  participants.  Employees  are  vested  in  their  par- 
ticipant account  at  the  rate  of  20%  for  each  completed  year  of  service 
up  to  100%  vesting  after  five  years  of  service. 
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A 

Aburahma,  Ali  F , MD  and  Warrett  Kennard.  MD — Yag  Laser-Assisted  Ther- 
mal Balloon  Angioplasty  (Our  Early  Experience  at  Charleston  Area  Medical 

Center) June  242 

Aburahma,  Ali  F,  MD;  Daniel  Sadler,  MD;  Patrick  Stuart,  MD;  and  M 
Zafrullah,  MD — Role  of  Thrombolytic  Therapy  in  Axillary-Subclavian  Vein 

Thrombosis April  144 

Alzheimer’s  Disease  as  a Diagnosis  of  Exclusion  (Medical  Grand  Rounds 
from  WVU  Health  Sciences  Center  Edited  by  Irma  H Ullrich,  MD)  - 

Robert  W.  Keefover,  MD  (Discussant) Feb  51 

Amores,  Alfonso  Y , MD;  Yale  D Conley.  MD;  and  James  P.  Boland,  MD — 
Microvascular  Free  Tissue  Transfers  (Review  of  a Solo  Practice  Experience)  Mar  99 
Anderson,  Edwin  I.  . MD;  B Jill  Taylor,  RN;  Loretta  E Haddy,  MA,  MS — 
Haemophilus  Influenzae  Meningitis  in  Young  Children  in  West  Virginia  Nov.  503 


B 

Boland,  James  P,  MD,  FACS,  and  Romeo  Y.  Lint,  MD,  FACS — Pectoralis 


Major  Myocutaneous  Flap  in  Reconstruction  of  Head  and  Neck  Defects  Sept  399 
Boland,  James  P.  MD;  S Pat  Stuart,  MD;  and  Humayan  Rashid,  MD — 

Giant  Single  Anastomotic  Aneurysm  Arising  from  Both  Iliac  Limbs  of  an 
Aorto-Bi-Iliac  Reconstruction  After  Resection  of  Abdominal  Aortic 

Aneurysm  Feb.  47 

Boland,  James  P,  MD;  Roberto  E.  Kusminsky,  MD;  Edward  H Tiley,  MD; 
and  Todd  A.  Witsberger,  MD — Laparoscopic  Cholecystectomy  Aug  336 

Boland,  James  P,  MD;  Yale  D.  Conley,  MD;  and  Alfonso  Y.  Amores,  MD — 
Microvascular  Free  Tissue  Transfers  (Review  of  a Solo  Practice  Experience)  Mar  99 
Breast  Cancer  in  situ;  A Retrospective  Review  of  23  Cases  With  a Minimum 
of  10-Year  Follow-up-Steven  J Jubelirer,  MD Apr  141 

c 

Canterbury,  Timothy  D.W.,  MD;  William  E.  Wheeler,  MD;  and  Elio 
Madan — Giant  Basal  Cell  Carcinoma  of  the  Back  July  291 

Carmody,  John,  MD;  andjosiah  K.  Lilly  III,  MD — Nimodipine  Reduces 
Morbidity,  Mortality  After  Disruption  of  Cerebral  Blood  Flow  Feb  49 

Clinical  Experiences  With  Post-Traumatic  Fibromyalgia  Syndrome-Valid 

Complaints  or  Malingering?  - Thomas  J.  Romano,  MD,  Ph  D May  198 

Clinical  Use  of  Oral  Sulfonylureas  in  the  Management  of  Non-Insulin 
Dependent  Diabetes  Mellitus  (NIDDM),  The  - Charles  D.  Ponte,  MD,  RPh, 

PharmD,  CDE Oct.  455 


Conley,  Yale  D.,  MD;  Alfonso  Y.  Amores,  MD;  and  James  P.  Boland,  MD — 
Microvascular  Free  Tissue  Transfers  (Review  of  a Solo  Practice  Experience)  Mar  99 
Conn,  Gerald  A.,  MD;  and  Stephen  J Gordin,  MD — Enteroliths  in  Associa- 
tion With  Right  Hemicolectomy  for  Cecal  Carcinoma  (Case  Report)  July  292 
Coronary  Risk  Factors  in  Type  II  Diabetes;  Response  to  Low-Intensity 
Aerobic  Exercise  Rachel  A Yeater,  Ph  D;  Irma  H.  Ullrich,  MD;  L Phillips 


Maxwell,  MD;  and  Virginia  L Goetsch,  Ph  D July  287 

D 

Delinar,  LouisJ.,  MD;  Stephen  L.  McNeil,  MD;  and  Edward  K.  Katz,  MD — 

The  Impact  of  Alcohol  Abuse  on  the  Course  of  Stroke Nov.  506 

Diagnosis  and  Management  of  Precirrhotic  Hemochromatosis  - Thomas 

P Gushurst,  MD;  and  William  E.  Triest,  MD Mar  91 

Diagnostic  and  Therapeutic  Subsets  in  the  Management  of  Urinary  Tract 
Infection  (Medical  Grand  Rounds  from  WVU  Health  Sciences  Center: 

Edited  by  Irma  H Ullrich,  MD)  - Jeffrey  L Neely,  MD  (Discussant).  Apr  150 


E 

Enteroliths  in  Association  With  Right  Hemicolectomy  for  Cecal  Car- 
cinoma (Case  Report)  - Stephen  J Gordin,  MD;  and  A Gerald  Conn,  MD  July  292 
Epidural  Fentanyl  for  Cesarean  Section  in  Postpartal  Cardiomyopathy  - 
PG.N.  Garla,  MD;  Ashok  A Navalgund,  MD;  S Krishnamurthy,  M D ; 

Krupa  Navalgund,  MD;  and  Glenn  S.  Price,  MD  Jan  11 

G 

Garla,  PG.N,,  MD;  Ashok  A.  Navalgund,  MD;  S.  Krishnamurthy,  MD;  Krupa 
Navalgund,  MD;  and  Glenn  Price,  MD — Epidural  Fentanyl  for  Cesarean 

Section  in  Postpartal  Cardiomyopathy Jan  11 

Gaziano.  Dominic  J.,  MD;  and  J.  Michael  Gaziano,  MD — Simultaneous 
Gastropleural  and  Gastrocolic  Fistulae  in  a Quadriplegic  Male  (Enteral 
Fistulae  and  Quadriplegia)  May  203 

Gaziano,  J Michael,  MD;  and  Dominic  J Gaziano,  MD — Simultaneous 
Gastropleural  and  Gastrocolic  Fistulae  in  a Quadriplegic  Male  (Enteral 
Fistulae  and  Quadriplegia)  May  203 


Giant  Basal  Cell  Carcinoma  of  the  Back  - Timothy  D W Canterbury,  MD; 

William  E Wheeler,  MD;  and  Elio  Madan  July  291 

Giant  Single  Anastomotic  Aneurysm  Arising  From  Both  Iliac  Limbs  of 
an  Aorto-Bi-Iliac  Reconstruction  After  Resection  of  Abdominal  Aortic 
Aneurysm  - S Pat  Stuart.  MD;  Humayan  Rashid,  MD;  and  James  P Boland, 

MD Feb  t~ 

Goetsch,  Virginia  C , Ph  D;  Rachel  A Yeater,  Ph  D.;  Irma  H Ullrich,  MD; 
and  L Phillips  Maxwell,  MD — Coronary  Risk  Factors  in  Type  II  Diabetes: 

Response  to  Low-Intensity  Aerobic  Exercise  July  287 

Gordin,  Stephen  J , MD;  and  A Gerald  Conn,  MD — Enteroliths  in  Associa- 
tion With  Right  Hemicolectomy  for  Cecal  Carcinoma  (Case  Report)  July  292 

Gushurst,  Thomas  P,  MD;  and  William  E Triest,  MD — Diagnosis  and 
Management  of  Precirrhotic  Hemochromatosis  Mar  91 


H 

Haddy,  Loretta  E.,  MA,  MS;  Edwin  L.  Anderson,  MD;  B.  Jill  Taylor,  RN — 


Haemophilus  Influenzae  Meningitis  in  Young  Children  in  West  Virginia  Nov  503 
Haemophilus  Influenzae  Meningitis  in  Young  Children  in  West  Virginia- 
Edwin  L.  Anderson,  MD;  B Jill  Taylor,  RN;  Loretta  E Haddy,  MA,  MS  Nov.  503 
Hasan,  M.K.,  MD;  and  Roger  P Mooney,  MA,  Ed  D — Neuroleptic  Malig- 
nant Syndrome  Mar  95 

I 

Impact  of  Alcohol  Abuse  on  the  Course  of  Stroke.  The  - Stephen  L 
McNeil,  MD;  Edward  K Katz,  MD;  LouisJ.  Delinar,  MD  Nov.  506 

Inappropriate  Antibiotic  Use  and  the  Development  of  Clostridium  Dif- 
ficile Colitis  - Steven  Yarinsky,  MD;  and  William  E Wheeler,  MD  June  239 

J 

Jubelirer,  Steven  J.,  MD — Breast  Cancer  in  situ  A Retrospective  Review 

of  23  Cases  with  a Minimum  of  10-Year  Follow-up  Apr  141 

Jubelirer,  Steven  J , MD;  Robert  Wilson,  Ph  D;  Laura  Summers,  MS3;  and 

Steven  Richardson,  MS3 — Prognostic  Factors  Determining  Survival  in 

Breast  Cancer  Patients  Presenting  with  Metastatic  Disease  Jan 

K 

Katz,  Edward  K , MD;  Stephen  L McNeil,  MD;  and  LouisJ  Delinar,  MD — 

The  Impact  of  Alcohol  Abuse  on  the  Course  of  Stroke  Nov.  506 

Kennard,  Warrett,  MD;  and  Ali  F Abarahma.  MD— Yag  Laser-Assisted  Ther- 
mal Balloon  Angioplasty  (Our  Early  Experience  at  Charleston  Area  Medical 
Center)  June  242 

Kovach,  Rodney,  MD;  William  A Welton,  MD;  and  Stephen  J Wetmore, 

MD — Mohs  Micrographic  Surgery  Dec  551 

Krishnamurthy,  S. , MD;  PG  N,  Garla,  MD;  Ashok  A Navalgund.  MD;  Krupa 
Navalgund,  MD;  and  Glenn  S.  Price,  MD — Epidural  Fentanyl  for  Cesarean 

Section  in  Postpartal  Cardiomyopathy Jan  11 

Kusminsky,  Roberto  E , MD;  Edward  H Tiley,  MD;  Todd  A Witsberger. 

MD;  and  James  P Boland,  MD — Laparoscopic  Cholecystectomy  Aug  336 

L 

Laparoscopic  Cholecystectomy  Roberto  F.  Kusminsky,  MD,  Edward  H 
Tiley,  MD.  Todd  A Witsberger,  MD;  and  James  P Boland,  MD  Aug  336 

Lilly,  Josiah  K III,  MD;  and  John  Carmody,  MD — Nimodipine  Reduces 
Morbidity,  Mortality  After  Disruption  of  Cerebral  Blood  Flow  Feb  -r9 


Lim,  Romeo  Y,  MD,  FACS;  and  James  P Boland,  MD,  FACS — Pectoralis 

Major  Myocutaneous  Flap  in  Reconstruction  of  Head  and  Neck  Defects  Sept  399 

Lipid  Screening  in  a Rural  West  Virginia  Clinic  - Dawn  D Sturgill.  MD; 

Sandra  L Zahradka,  MD;  Marie  C.  Veitia,  Ph  D.  and  Robert  C Touchon, 

MI) Jan  9 

Lymphadenopathy  in  Children  A Concise  Review — A Kim  Ritchey,  MD  Sept  402 

M 

Madan,  Elio;  Timothy  D W Canterbury,  MD;  and  William  E Wheeler, 


MD — Giant  Basal  Cell  Carcinoma  of  the  Back  July  291 

Magnesium  Deficiency  (Medical  Grand  Rounds  from  WVU  Health 
Sciences  Center;  Edited  by  Irma  H Ullrich,  MD) — Edmund  B Flink.  MD 

(Discussant) Oct.  459 

Malignant  Melanoma — Peter  C,  Raich.  MD  Dec  556 

Maxwell,  1.  Phillips,  MD,  Rachel  A Yeater,  Ph  D,  Irma  H Ullrich,  MD; 
and  Virginia  L.  Goetsch,  Ph  D — Coronary  Risk  Factors  in  Type  II  Diabetes; 

Response  to  Low  Intensity  Aerobic  Exercise  July  287 

McNeil,  Stephen  I...  MD;  Edward  K Katz.  MD;  and  LouisJ.  Delinar,  MD — 

The  Impact  of  Alcohol  Abuse  on  the  Course  of  Stroke  Nov  506 
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Medical  Grand  Rounds  from  WVU  Health  Sciences  Center:  Edited  by  Ir- 
ma H.  Ullrich,  MD, 

Alzheimer’s  Disease  as  a Diagnosis  of  Exclusion — Robert  W. 

Keefover,  MD  (Discussant) Feb.  51 

Diagnostic  and  Therapeutic  Subsets  in  the  Management  of  Urinary  Tract 

Infection  - Jeffrey  L.  Neely,  MD  (Discussant) Apr.  150 

Magnesium  Deficiency — Edmund  B Flink,  MD  (Discussant)  Oct.  459 

Mountain  Sickness — D.  Michael  Elnicki,  MD  (Discussant)  June  246 

Pneumocystis  carinii  Pneumonia — Marvin  R Balaan,  MD,  FCCP 

(Discussant) Dec.  561 

Wolff — Parkinson — White  Syndrome — Stanley  B.  Schmidt,  MD  and 

Gordon  F.  Murray,  MD  (Discussants)  Aug.  337 

Microvascular  Free  Tissue  Transfers  (Review  of  a Solo  Practice  Experience) 

— Yale  D.  Conley,  MD;  Alfonso  Y.  Amores,  MD;  and  James  P.  Boland,  MD  Mar.  99 
Mohs  Micrographic  Surgery — Rodney  Kovach,  MD;  William  A.  Welton, 

MD;  Stephen  J.  Wetmore,  MD  Dec.  551 

Mooney,  Roger  P,  MA,  Ed.D;  and  M.  K.  Hasan,  MD — Neuroleptic  Malig- 
nant Syndrome Mar.  95 

Mountain  Sickness  (Medical  Grand  Rounds  from  WVU  Health  Sciences 
Center:  Edited  by  Irma  H.  Ullrich,  MD) — D.  Michael  Elnicki,  MD  (Discus- 
sant)   June  246 


N 

Navalgund,  Ashok  A.,  P.G.N.  Garla,  MD;  S.  Krishnamurthy,  MD;  Krupa 
Navalgund,  MD;  and  Glenn  S.  Price,  MD — Epidural  Fentanyl  for  Cesarean 


Section  in  Postpartal  Cardiomyopathy Jan  11 

Navalgund,  Krupa,  MD;  P.G.N.  Garla,  MD;  Ashok  A.  Navalgund,  MD;  S. 
Krishnamurthy,  MD;  and  Glenn  S.  Price,  MD — Epidural  Fentanyl  for 
Cesarean  Section  in  Postpartal  Cardiomyopathy  Jan  11 

Neuroleptic  Malignant  Syndrome — Roger  P Mooney,  MA,  Ed.D;  and  M. 

K Hasan,  MD Mar.  95 

Nimodipine  Reduces  Morbidity,  Mortality  After  Disruption  of  Cerebral 

Blood  Flow — John  Carmody,  MD;  and  Josiah  K Lilly  III,  MD  Feb  49 


P 

Pectoralis  Major  Myocutaneous  Flap  in  Reconstruction  of  Head  of  Neck 


Defects  — Romeo  Y.  Lim,  MD,  FACS;  and  James  P Boland,  MD,  FACS  Sept.  399 
Pneumocystis  carinii  Pneumonia  (Medical  Grand  Rounds  from  WVU 
Health  Sciences  Center:  Edited  by  Irma  H Ullrich,  MD) — Marvin  R 
Balaan,  MD,  FCCP  (Discussant)  Dec.  561 

Ponte,  Charles  D.,  MD,  RPh,  PharmD,  CDE — The  Clinical  Use  of  Oral 
Sulfonylureas  in  the  Management  of  Non-Insulin  Dependent  Diabetes 

Mellitus  (N1DDM)  Oct.  455 

Price,  Glenn  S.,  MD;  P.G.N.  Garla;  Ashok  A Navalgund,  MD;  S. 
Krishnamurthy,  MD;  and  Krupa  Navalgund,  MD; — Epidural  Fentanyl  for 

Cesarean  Section  in  Postpartal  Cardiomyopathy Jan,  11 

Prognostic  Factors  Determining  Survival  in  Breast  Cancer  Patients  Presen- 
ting With  Metastatic  Disease — Steven  J.  Jubelirer,  MD;  Robert  Wilson, 

Ph.D;  Laura  Summers,  MS3;  and  Steven  Richardson,  MS3 Jan 

R 

Raich,  Peter  C.,  MD — Malignant  Melanoma Dec.  556 

Rashid,  Humayan,  MD;  S.  Pat  Stuart,  MD;  and  James  P.  Boland,  MD — 

Giant  Single  Anastomotic  Aneurysm  Arising  from  Both  Iliac  Limbs  of  an 
Aorto-Bi-Iliac  Reconstruction  After  Abdominal  Aortic  Aneurysm  Feb  47 

Richardson,  Steven,  MS3;  Steven  J Jubelirer,  MD;  Robert  Wilson,  Ph  D; 
and  Laura  Summers,  MS3 — Prognostic  Factors  Determining  Survival  in 
Breast  Cancer  Patients  Presenting  with  Metastatic  Disease  Jan 


Ritchey,  A.  Kim,  MD — Lymphadenopathy  in  Children:  A Concise  Review  Sept  402 
Role  of  Thrombolytic  Therapy  in  Axillary-Subclavian  Vein  Thrombosis- 


Ali  F Aburahma,  MD,  Daniel  Sadler.  MD;  Patrick  Stuart,  MD;  and  M. 

/.afrullah,  MD  Apr  144 

Romano,  Thomas  J , MD,  Ph  D — Clinical  Experience  with  Post-Traumatic 
Fibromyalgia  Syndrome — Valid  Complaints  or  Malingering?  May  198 


s 

Sadler,  Daniel,  MD;  Ali  F.  Aburahma,  MD;  Patrick  Stuart,  MD;  and  M. 

Zafrullah,  MD — Role  of  Thrombolytic  Therapy  in  Axillary  - Subclavian 

Vein  Thrombosis Apr  144 

Schmidt,  Stanley  B.,  MD — Survey  of  Physician  Practices  in  Managing  Pa- 
tients with  Chronic  Ventricular  Arrhythmias May  195 


Simultaneous  Gastropleural  and  Gastrocolic  Fistulae  in  a Quadriplegic 
Male  (Enteral  Fistulae  and  Quadriplegia)  — J.  Michael  Gaziano,  MD,  and 

Dominic  J.  Gaziano,  MD May  203 

Stuart,  Patrick.  MD;  Ali  F.  Aburahma,  MD;  Daniel  Sadler.  MD;  and  M. 

Zafrullah,  MD — Role  of  Thrombolytic  Therapy  in  Axillary-Subclavian  Vein 

Thrombosis Apr  144 

Stuart,  S.  Pat,  MD;  Humayan  Rashid,  MD;  and  James  P Boland,  MD — 

Giant  Single  Anastomotic  Aneurysm  Arising  from  Both  Iliac  Limbs  of  an 
Aorto-Bi-IIiac  Reconstruction  After  Resection  of  Abdominal  Aortic 

Aneurysm  Feb.  47 

Sturgill,  Dawn  D.,  MD;  Sandra  L.  Zahradka,  MD;  Marie  C.  Veitia,  Ph.D; 
and  Robert  C.  Touchon.  MD — Lipid  Screening  in  a Rural  West  Virginia 

Clinic Jan  9 

Summers,  Laura,  MS3;  Steven  J.  Jubelirer,  MD;  Robert  Wilson,  Ph  D;  and 
Steven  Richardson,  MS3 — Prognostic  Factors  Determining  Survival  in 
Breast  Cancer  Patients  with  Metastic  Disease  Jan 

Survey  of  Physician  Practices  in  Managing  Patients  With  Chronic  Ven- 
tricular Arrhythmias — Stanley  B.  Schmidt,  MD May  195 


T 

Taylor,  B.  Jill,  RN;  Edwin  L.  Anderson,  MD;  Loretta  E.  Haddy,  MA,  MS — 
Haemophilus  Influenzae  Meningitis  in  Young  Children  in  West  Virginia  Nov.  503 
Tiley,  Edward  H..  MD;  Roberto  E.  Kusminsky,  MD;  Todd  A.  Witsberger, 

MD;  and  James  P.  Boland,  MD  - Laparoscopic  Cholecystectomy Aug.  336 

Touchon,  Robert  C..  MD;  Dawn  D.  Sturgill,  MD;  Sandra  L.  Zahradka,  MD; 
and  Marie  C.  Veitia,  Ph  D — Lipid  Screening  in  a Rural  West  Virginia  Clinic  Jan  9 

Triest,  William  E.,  MD;  and  Thomas  P.  Gushurst,  MD — Diagnosis  and 
Management  of  Precirrhotic  Hemochromatosis  Mar  91 

u 

Ullrich,  Irma  H , MD;  Rachel  A.  Yeater,  Ph.D;  L.  Phillips  Maxwell,  MD; 
and  Virginia  L.  Goetsch,  Ph  D — Coronary  Risk  Factors  in  Type  II  Diabetes: 

Response  to  Low-Intensity  Aerobic  Exercise July  287 

V 

Veitia,  Marie  C.,  Ph  D;  Dawn  D.  Sturgill,  MD;  Sandra  L.  Zahradka,  MD; 
and  Robert  C.  Touchon,  MD — Lipid  Screening  in  a Rural  West  Virginia 


Clinic Jan  9 

W 

Welton,  W’illiam  A..  MD;  Rodney  Kovach,  MD;  and  Stephen  J.  Wetmore, 

MD — Mohs  Micrographic  Surgery  Dec.  551 

Wetmore,  Stephen  J.,  MD;  Rodney  Kovach,  MD;  and  William  A.  Welton, 

MD — Mohs  Micrographic  Surgery  Dec  551 

Wheeler,  William  E.,  MD;  and  Steven  Yarinsky,  MD — Inappropriate  An- 
tibiotic Use  and  the  Development  of  Clostridium  Difficile  Colitis.  . June  239 

Wheeler,  William  E.,  MD;  Timothy  D.  W.  Canterbury,  MD;  and  Elio 

Madan — Giant  Basal  Cell  Carcinoma  on  the  Back July  291 

Wilson,  Robert,  Ph  D;  Steven  J Jubelirer,  MD;  Laura  Summers,  MS3;  and 
Steven  Richardson,  MS3 — Prognostic  Factors  Determining  Survival  in 

Breast  Cancer  Patients  Presenting  with  Metastic  Disease  Jan. 

Witsberger,  Todd  A . MD;  Roberto  E.  Kusminsky,  MD;  Edward  H Tiley, 

MD;  and  James  P Boland,  MD— Laparoscopic  Cholecystectomy Aug  336 

Wolff-Parkinson-White  Syndrome  (Medical  Grand  Rounds  from  WVU 
Health  Sciences  Center:  Edited  by  Irma  H.  Ullrich,  MD) — Stanley  B. 

Schmidt,  MD;  and  Gordon  F.  Murray,  MD  (Discussants) Aug.  337 


Y 

Yag  Laser-Assisted  Thermal  Balloon  Angioplasty  (Our  Early  Experience 


at  Charleston  Area  Medical  Center) — Ali  F.  Aburahma,  MD;  and  Warrett 

Kennard,  MI) June  242 

Yarinsky,  Steven,  MD;  and  William  E Wheeler,  MD — Inappropriate  An- 
tibiotic Use  and  the  Development  of  Clostridium  Difficile  Colitis  June  239 
Yeater,  Rachel  A.,  Ph  D;  Irma  H.  Ullrich,  MD;  L.  Phillips  Maxwell,  MD; 
and  Virginia  L.  Goetschy,  Ph.D — Coronary  Risk  Factors  in  Type  11 
Diabetes:  Response  to  Low-Intensity  Aerobic  Exercise  July  287 


z 

Zafrullah,  M.,  MD;  Ali  F.  Aburahma,  MD;  Daniel  Sadler,  MD;  and  Patrick 
Stuart,  MD — Role  of  Thrombolytic  Therapy  in  Axillary-Subclavian  Vein 

Thrombosis Apr.  144 

Zahradka,  Sandra  L.,  MD;  Dawn  D.  Sturgill,  MD;  Marie  C.  Veitia,  Ph  D; 
and  Robert  C.  Touchon,  MD — Lipid  Screening  in  a Rural  West  Virginia 
Clinic Jan.  9 
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| WEST  VIRGINIA  | 

STATE 

Medical  Association 

24th 

Mid-Winter 

Clinical  Conference 


PHYSICIAN  SESSION:  "The  Rationing  of  Care" 
PUBLIC  SESSION:  "Adolescent  Sexual  Behavior" 

Also  . . . 

"Update  on  Thyroid  Disease"  "Controversies  in  Medicine" 
"Trauma  Management"  "Potpourri  of  Topics  - Updates" 

Legislative  Reception  - Thursday,  January  24 
Reservations  - Call  The  Charleston  House  at  344-4092 


EARLY  REGISTRATION 

NAME:  SPECIALTY: 

ADDRESS:  

PHONE:  

Registration  Fee:  $75  WVSMA  Member  & $150  Non-Member 
Reservations:  Call  Charleston  House  at  344-4092 

■ The  Charleston  House  Holiday  Inn 

Charleston,  WV 
January  25  - January  27 


Classified 


THREE  BE-BC  INTERNISTS— General  inter- 
nist and/or  additionally  with  interest/some 
training  in  cardiology  and/or  oncology.  Mar- 
tinsburg  Veterans  Administration  Medical 
Center  is  in  the  beautiful  Shenan- 
doah/Cumberland Valley  75  miles  from 
Washington,  DC.  Full  federal  benefits,  in- 
cluding 30  days  paid  vacation  and  retirement 
plan.  Contact  A.D.  Low,  Office  of  Chief  of 
Staff,  VAMC,  Martinsburg,  WV  25401, 
304-263-0811,  ext.  4015. 


OB/GYN  NEW  YORK— 32-member  multi- 
specialty group  in  Long  Island,  New  York,  ad- 
ding third  member  to  its  department  of 
Obstetrics  and  Gynecology.  First  year, 
6-figure  salary,  four  weeks  vacation,  other 
benefits.  Call:  Wanda  Parker,  Senior 
Associate,  E.  G.  Todd  Associates,  Inc.,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY  10017. 
Toll  Free:  (800)  221-4762.  Collect:  (212) 
599-6200. 


FAMILY  PRACTICE/INTERNAL  MEDICINE— 

Private  practice  opportunities  in  eastern  rural 
Georgia  community,  30  miles  from  Augusta, 
Georgia.  Community  has  modern  JCAHO  ap- 
proved hospital.  Excellent  practice  oppor- 
tunities and  benefit  package.  For  more  infor- 
mation contact  John  Nolan  (404)  554-4435. 


PITTSBURGH  AREA— New  fee  for  service  ED 
group  at  the  Medical  Center  in  Beaver,  Penn- 
sylvania is  seeking  an  Associate  Director,  full- 
time and  part-time  emergency  physicians  for 
this  475  bed  Level  II  center.  Double  and  tri- 
ple coverage  during  peak  periods  provides 
reasonable  patient  load.  New  fast  track  area, 
excellent  medical  staff  back-up,  CEN  certified 
ED  nurses,  and  full  administrative  support. 
Outstanding  compensation  and  paid 
malpractice  insurance.  Benefit  package 
available  to  full-time  staff.  Board  eligibility  or 
certification  in  emergency  medicine  or  prima- 
ty  care  specialty,  and  ACLS  required.  Contact: 
Karen  Remai,  Emergency  Consultants,  Inc. 
2240  S.  Airport  Rd.,  Room  40,  Traverse  City, 
Ml  49684;  1-800-253-1795. 


GENERAL  INTERNIST— Immediate  opening 
available  for  dynamic  BC/BE  physician  to  join 
well-established  internal  medicine  practice. 
Southwestern  PA.  (25  miles  south  of  Pitt- 
sburgh). Salary:  $100,000.  Benefit  Pkg.: 
$10,000.  Pension  plans.  Future  Partnership 
Option.  Call:  412-745-3400  or  412-225-2299 
(after  5 pm).  Write:  Robert  G.  Lesnock,  M.D., 
40  Samuel  Dr.,  Washington,  PA  15301. 


PHYSICIAN’S  ASSISTANT— Community 
Health  Center  in  beautiful  north  central  West 
Virginia  seeks  additional  NCCPA  certified  or 
certification  eligible  physician’s  assistant. 
Position  is  primary  care  oriented  with  on-site 
ancillary  services  to  include:  Medicare  cer- 
tified clinical  laboratory,  pharmacy,  x-ray 
department,  physical  therapy,  optometry  and 
cardiopulmonary  laboratory.  Competitive 
salary  with  excellent  benefit  package  to  in- 
clude paid  malpractice.  Located  in  a small 
college  community  with  excellent  outdoor 
recreational  activities.  Send  resume  to: 
Monongahela  Valley  Association  of  Health 
Centers,  Inc.  P.  O.  Box  1112,  Fairmont,  WV 
26554  or  call  (304)  367-0940. 


CLASSIFIED  RATES:  $5  per  line, 
minimum  of  $25  per  ad.  One  line 
equals  15  picas  or  2V2  inches. 
10%  discount  for  6 insertions. 
Payment  in  advance  required. 

DEADLINE:  Copy  must  be  receiv- 
ed by  the  10th  of  the  month 
preceding  the  month  of  issue: 
e.g.,  copy  for  the  August  issue  is 
due  by  July  10.  Send  copy  to: 
West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  WV 
25364.  Telephone  (304)  925-0342. 


STATEMENT  OF  OWNERSHIP 

STATEMENT  REQUIRED  BY  THE  ACT  OF  OCTOBER  23. 
1962,  SECTION  4369,  TITLE  39,  UNITED  STATES  CODE 
SHOWING  THE  OWNERSHIP  MANAGEMENT  AND  CIR- 
CULATION OF  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 
The  West  Virginia  Medical  Journal  is  published  monthly  at 
4307  MacCorkle  Avenue,  S.E..  Charleston,  W?st  Virginia  25304 
The  names  and  addresses  of  the  publisher,  editor  and 
managing  editor  are:  Publisher,  the  Wsst  Virginia  State  Medical 
Association,  Box  4106,  Charleston,  WV  25364;  Editor.  Stephen 
D Ward.  M D . The  Wheeling  Clinic,  Wheeling  WV'  26003: 
and  Managing  Editor,  Nancv  L Hill,  Box  4106,  Charleston,  WV 
25364. 

The  known  bond  holders,  mongages,  and  other  security 
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amount  of  bonds,  mongages,  or  other  securities  are:  None. 

The  average  number  of  copies  each  issue  during  preceding 
twelve  months  are:  (A)  Total  number  of  copies  printed  3,260 
(B  1)  Paid  circulation  through  dealers  and  carriers,  street  ven- 
dors and  counter  sales:  None;  (B  2)  Paid  circulation  through 
mail  subscriptions:  2,484;  (C)  Total  paid  circulation  2,484;  (D) 
Free  distribution  by  mail,  carrier,  or  other  means:  651;  (E)  Total 
distributions;  3,135;  (F  1)  Office  use,  left-over  unaccounted, 
spoiled  after  printing:  125;  (F  2)  Copies  distributed  to  news 
agents,  but  not  sold.  None;  and  (G)  Total  3,260 
I certify  that  the  statements  made  by  me  above  are  correct 
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INTERNAL  MEDICINE 
General 

P R.  Hedges,  M.  D. 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 

C.  McCool,  M.  D.  (St.  Clairsville) 

D.  Panucci,  M.D. 

Peripheral  Vascular  Disease 

J.  D.  Holloway,  M.  D. 

Cardiovascular 

A M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

A.  M.  Brooks,  M.D. 

Gastroenterology 

T E.  Chvasta,  M D 

Hematology/Oncology 

C.  A.  Vasquez,  M.  D 

Nephrology  Associates,  Inc. 

Rheumatology 

D.  G.  Shah  M.  D. 

ENDOCRINOLOGY 

C.  McCool,  M.  D. 

GENERAL  SURGERY 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 


ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

J.  Melia,  M.  D. 

J.  D.  Lechner,  M.D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

T.  A.  Atharl,  M.  D. 

J.  W.  Campbell,  M.  D. 

A.  Ansari,  M.D.  (Infertility  Consultant) 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

N.  M.  Jabbour,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

D.  Simbra,  M.  D. 

Kathryn  M.  Clark,  O.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M D. 

A.  G.  Matadar,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 
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PODIATRY 
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DERMATOLOGY 
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G A.  Ganzer,  M.D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

W.  Zyznewsky,  M D. 

Pediatric  Neurology 

Rajav  R.  Varma,  M D.  (consultant) 

BEHAVIORAL  MEDICINE 

S.  D.  Ward.  M D 

D.  H.  Smith,  M.  D. 

D P Hill,  M D. 

R.  Paolini,  D.  O. 
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Physical  Therapy 

Cardiac  Ultrasound 
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VASOTEC 


ENALAPRIL  MALEATE I MSD) 


VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ot  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  palienl  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
lace  ana  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis,  orlarynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. . subcutaneous 
epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed:  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  al  risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
tailure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  II  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC 
in  patients  at  risk  tor  excessive  hypotension  who  are  able  lo  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ol  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  it  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  II  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  ofVASOTEC  or  concomitant 
diuretic  may  be  necessary. 

NeutropemaJ Agranulocytosis  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  lo  show  lhat 
enalapril  does  not  cause  agranulocytosis  al  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ot 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renm-angiotensm-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  (unction  may  depend  on  the  activity  ol  the  renm-angiotensm-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ot  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 
(unction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ot  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  patients,  but  was  not  a cause  for  discontinuation. 

Risk  factors  for  the  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant 
use  ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  VASOTEC.  (See  Drug  Interactions.) 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  lo  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormation  lor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  tirst  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  few  days  of  therapy  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  Ihey  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  lo  consull  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g . sore  throat,  fever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  effects. 

Drug  Interactions : 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  of  therapy 
with  enalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  tne 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  alter  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  for  at  leasl  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ef  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  wilhout  evidence  of  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (eg,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Theretore.  if  concomi- 
tant use  of  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  Irequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination of  sodiunvincludinq  ACE  inhibitors  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  ot  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  felal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/ 
kg/tfay,  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  of  fetal  toxicity  with  the  use  of  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleale,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  of  pregnancy  nas  not  been  reported  to  affect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  fetal  and  neonatal  mor- 
bidity and  mortality. 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  Ihe  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity. 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  of  14C  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  inhuman  milk  Because  many  drugs  are  secreled  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  1000 

e"  nts  treated  for  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical 
involving  2987  patients, 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5.2%),  dizziness 
(4.3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1.4%),  nausea  (1.4%),  rash  (1.4%),  cough  (1.3%),  orthostatic  effects  (1.2%),  and  asthenia  (1.1%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7.9%).  hypotension  (6.7%).  orthostatic  effects  (2.2%),  syncope  (2  2%),  cough  (2.2%),  chest  pain  (21%),  and 
diarrhea  (2.1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (18%),  headache  (1  8%).  abdominal  pain  (1.6%),  asthenia  (1.6%),  orthosta- 
tic hypotension  (1,6%),  vertigo  (1.6%),  angina  pectoris  (1 5%),  nausea  (13%)  vomiting  (13%),  bronchitis  (1.3%), 
dyspnea  (1.3%),  urinary  tract  infection  (1.3%),  rash  (1.3%),  and  myocardial  infarction  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0.5%  to  1%  of  patients  with  hypertension  or  heart  tailure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary 
edema;  rhythm  disturbances,  atrial  fibrillation;  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal:  Muscle  cramps. 

Nervous/Psychialric:  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory:  Bronchospasm,  rhinorrhea.  sore  throal  and  hoarseness,  asthma,  upper  respiratory  infection. 

Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme, urticaria,  pruritus,  alopecia,  flushing,  hypernidrosis 

Special  Senses:  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arlhritis,  myalgias,  lever,  serositis,  vasculitis,  leukocytosis,  eosmophilia,  photosensitivity,  rash,  and  other 
dermatologic  mamtestalions 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  latal  II  angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS.) 
Hypotension.  In  the  hypertensive  patients,  hypotension  occurred  in  09%  and  syncope  occurred  in  0.5%  of  patients 
following  the  initial  dose  or  during  extended  tnerapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy m 01%  ot  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  67%  and  syncope  occurred  in 
2 2%  ot  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1.9%  of  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.2%  of  patienls  with  essential  hyperten- 
sion treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patienls  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  m about  11%  of  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  12%  of  patients. 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately 
0 3 g%  and  10  vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
0.1%  of  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown ):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression  have  been  reported.  A few  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests:  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension  In  patienls  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  tollowing  the  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS.)  If  the  patient’s  blood  pressure  is  not  controlled  with  VASOTEC  atone,  diuretic  therapy  may  be  resumed. 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  tor  al  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the 
dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added. 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renat  Impairment  The  usual  dose  of  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  ml/min  (serum  creatinine  of  up  to  approximately  3 mg/dL).  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  a 3 mg/dL),  the  first  dose  is  2.5  mg  once  daily.  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily. 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting 
dose  is  2.5  mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  for  at  leasl  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions.)  If  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  of  hypotension  The  appearance  of  hypotension  after  the  initial  dose  of  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  of  the  hypotension.  The 
usual  therapeutic  dosing  range  for  the  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg.  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  tne  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing.  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV).  patients  were  treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Effects.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS.) 

Dosage  Adjustment  in  Patients  with  Head  Failure  and  Renal  Impairment  or  Hyponatremia:  In  patients  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dl,  therapy  should  be  initi- 
ated at  2.5  mg  daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2.5  mg 
b i d , then  5 mg  b.i  d and  higher  as  needed,  usually  at  intervals  of  four  days  or  more,  if  at  the  time 
of  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deterioration  of  renal  func- 
tion The  maximum  daily  dose  is  40  mg. 

For  more  detailed  information  consult  your  MSD  Representative  or  see  Prescribing  Inlormation,  Merck 
Sharp  & Dohme,  Division  ol  Merck  & Co.,  Inc.,  Wes/  Point,  PA  194S6  J9VS61  R2(820) 
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THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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